


PROGRESS NOTE

RE: Mona Daken

DOB: 10/23/1943

DOS: 06/12/2024

HarborChase MC

CC: Cough, congestion, and room air hypoxia.

HPI: An 80-year-old female with end-stage dementia, primarily nonverbal. When she does speak, it is random and nonsensical so unable to give information. The patient was noted to have random coughing spells, nonproductive, and random O2 sat checks which show sats on room air at 88%. During mealtime when the patient is fed, she would also have that interrupted with coughing spells. On 05/15/24, the patient had similar symptoms. Chest x-ray at that time showed patchy asymmetrical inflammatory change. Medrol Dosepak was started and symptoms seemed to improve though not completely resolve. Now recently starting about 06/08/24 these symptoms started and have not lessened. Family is aware of symptoms as they witnessed it when they come to visit and agree with treatment.

DIAGNOSES: Endstage Alzheimer’s disease, nonambulatory – wheelchair dependent, HTN, recent onset of intermittent seizure type activity with Keppra started at the third occurrence of the symptoms. No previous diagnosis of seizures and family aware. 

MEDICATIONS: Melatonin 10 mg h.s., tramadol 50 mg 6 p.m., Ativan Intensol 0.5 mg SL q.4h. p.r.n, Roxanol 20 mg/mL 0.25 mL q.6h. p.r.n., Senna liquid and medications for current respiratory issue, DuoNeb routine t.i.d. x 3 days, then p.r.n x 1 week, Robitussin cough suppressant 10 mL q.8h. routine, Levaquin 500 mg q.d. x 10 days, and Medrol Dosepak as directed.

DIET: Mechanical soft.

CODE STATUS: DNR.

ALLERGIES: NKDA.
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PHYSICAL EXAMINATION:

GENERAL: Elderly female seated in a Broda chair, quiet and just randomly looking around.

VITAL SIGNS: Blood pressure 106/62, pulse 93, temperature 98.9, respirations 20, and weight 174 pounds.

RESPIRATORY: Decreased bibasilar breath sounds. No cough during exam. Few scattered wheezes. Did not appear SOB.

ABDOMEN: Flat and nontender. Hypoactive bowel sounds present.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She is in a Broad chair secondary to decreased neck and truncal stability. No efforts to try and get out of the chair. She is nonweightbearing for transfers and is a full assist. She moves her arms just randomly about. Grip strength is fair. She is able to hold small objects for brief periods and does not reposition self in bed or chair.

NEUROLOGIC: Nonverbal, randomly looks around, bland affect and on occasion will respond to someone speaking to her by looking at them, unable to voice needs.

SKIN: Warm, dry and intact. No bruising or breakdown noted.

ASSESSMENT & PLAN:
1. Recurrent respiratory issue. Current chest x-ray from 06/10/24 shows bilateral opacities that may represent multifocal infection. Cardiac silhouette WNL and stable bilateral airspace disease. Continue with Robitussin, Levaquin, Medrol Dosepak and DuoNeb. A followup chest x-ray would be at minimum six weeks following treatment.

2. New seizure activity. On 06/01/24 Keppra 500 mg b.i.d was started and will draw a level next week.

3. General care. The patient is followed by Traditions Hospice and they have checked on her fairly regularly, monitoring both her respiratory issue and seizure like activity.
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