


PROGRESS NOTE
RE: Patricia Rigler
DOB: 02/26/1937
DOS: 01/17/2024
Jefferson’s Garden AL
CC: Behavioral issues.
HPI: An 86-year-old female with advanced Alzheimer’s disease who has had a history of behavioral issues impatience and verbal aggression directed toward staff in the past. She has tended to isolate at least this time, she is going out for meals at least twice a day and just stays in her room for breakfast if she eats at all. When seen today, I asked her if she was doing okay was there any irritability or anybody that was getting on her nerves in particular. She was puzzled and just looked at me and stated she did not know what I meant and I just told her that staff would observe that she may just be a little more impatient or irritable and she did not like hearing that, but she was cooperative for the rest of the exam and I just told her that. Just information I was giving and I just want to make sure she was doing okay and she stated she was. Staff report just irritability she is cooperative with taking her medications and reluctant, but cooperative for personal care.
DIAGNOSES: Advanced Alzheimer’s disease, BPSD, which has reactivated in the form of irritability and at times verbal aggression directed toward staff, DM II, HTN, hypothyroid, and urinary incontinence, but she is toileting herself, HLD, and GERD.
MEDICATIONS: Tylenol 1 g b.i.d., citalopram 10 mg q.d., levothyroxine 88 mcg q.d., lisinopril 40 mg q.d., omeprazole 20 mg q.d., Seroquel 50 mg a.m. and h.s., Senna q.d., tramadol 50 mg b.i.d., and D3 2000 IU q.d.
ALLERGIES: NKDA.
DIET: Regular.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: The patient is alert, quiet became a little irritated with information given, but then was cooperative.
VITAL SIGNS: Blood pressure 140/86, pulse 75, temperature 97.4, respiratory rate 16, oxygen saturation 97%, and weight 123 pounds.
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HEENT: Hair is groomed. Sclerae clear. Nares patent. Moist oral mucosa. Clear carotids. No LED.

CARDIOVASCULAR: She has regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. She weight bears and has transfer assist from chair to bed etc. and told that she will ambulate independently in her room at times holding onto things. She has a walker but she defers using it when she leaves her room instead prefers to propel her self and her manual wheelchair.

NEURO: She is alert. Makes eye contact. She is a person of few words. Her speech is clear. Her facial expressions convey how she is feeling and today she just wanted to know who said things about her. She was limited in information she gave.
ASSESSMENT & PLAN:
1. Behavioral issues in the form of irritability and impatience. The patient has lorazepam 0.5 mg b.i.d. p.r.n. staff states when she is taking it. It seems to calm her down without sedation so I am going to make a lorazepam 0.5 mg b.i.d. routine and she is on citalopram 10 mg and increasing that to 20 mg and see if that is of benefit.
2. DM II. She is due for her A1c mid February order is written.
3. Pain. She states that she is doing fine. She does not have pain, but she is taking tramadol twice daily so it is effective and will continue.
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