


PROGRESS NOTE

RE: Sharon Droke

DOB: 04/08/1949
DOS: 01/04/2024
HarborChase MC
CC: Followup on lower extremity edema and not sleeping at h.s.

HPI: A 74-year-old with advanced Alzheimer’s disease is seen today. Her sister was present and seated with her at the dining room table. The patient’s sister was doing most of the talking while the patient was quiet and occasionally looking around. The patient is independently ambulatory. We had an issue with lower extremity edema and explaining to her to sit and elevate her legs is not something that she is retaining and when she is directed to do so. She will get into a position and that last for about couple of minutes then she is ready to get up and go. She enjoys walking and will just pace. I examined her legs and when I asked if there was any pain or discomfort she denied. She continues to have insomnia, staff report that she gets up in the middle of the night will just continue to walk around all night, so she is not sleeping then and she does not nap during the day. She has had no falls or significant behavioral issues.
DIAGNOSES: Advanced Alzheimer’s dementia, major depressive disorder, HTN, anemia, CKD-III, glaucoma, GERD, and asthma.

ALLERGIES: NKDA.
MEDICATIONS: Trazodone 50 mg h.s., temazepam 15 mg h.s., torsemide 40 mg q.a.m., Lamictal 50 mg b.i.d., Voltaren gel to both knees a.m. and h.s., Icy Hot to bilateral lower legs i.e. her calves, Catapres 0.2 mg at 5 p.m., Alphagan eye drops OU b.i.d., Nesina 6.25 mg two tablets q.d., docusate 100 mg q.d., Lexapro 10 mg q.d., Xalatan OU h.s. Protonix 40 mg q.d., KCl 20 mEq h.s., Rilutek 50 mg h.s., spironolactone 12.5 mg b.i.d., Vraylar 1.5 mg q.d., Lantus 14 units q.d., Breo Ellipta q.d. p.r.n.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is seated quietly with her sister and then when I spoke to her, she was quiet. Made eye contact, but did not speak. Her affect was generally bland, but she did smile at a couple of comments that her sister made. Orientation is x1. When she does speak it is clear and at times out of context, limited in information she can give. She can be redirected but for a brief period.
VITAL SIGNS: Blood pressure 139/81, pulse 75, temperature 97.9, respirations 17 and weight 148.4 pounds.

MUSCULOSKELETAL: Ambulates independently. Moves arms in a normal range of motion. Lower extremities +2 to 3. Edema of the dorsum of her feet, ankles and calves.

NEURO: She seems to be withdrawn just kind of quiet in her own space with enough effort. She will attend to whatever is being said and often not able to answer things.

SKIN: There is a more of softness in a given there had been previously so it is not tight edema. Lower extremities are dry but intact and there is less dryness of her arms.
ASSESSMENT & PLAN:
1. Medication review. I have discontinued couple of nonessential medications.

2. Bilateral lower extremity edema. The patient will continue with other torsemide 40 mg q.d. with the patient x2 throughout the day morning and then afternoon to be in her room with legs elevated. We will see if she can do follow through with that.
3. DM II. She is due for A1c so order is written.

CPT 99350
Linda Lucio, M.D.
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