


PROGRESS NOTE
RE: Sharon Droke
DOB: 04/08/1949
DOS: 06/19/2024
HarborChase MC
CC: Daughter requests discontinuation of insulin.
HPI: A 75-year-old female with advanced Alzheimer’s dementia and DM II is seen today. The patient has been on insulin and oral hypoglycemics. Her daughter who resides in Atlanta requests discontinuation of insulin without any specific reason for it. The patient’s A1c in January was 5.5. Her quarterly values were not done secondary to the patient not cooperating with lab draw. The patient’s PO intake is fairly good. She is able to feed herself, but requires some prompting and cuing. Today, she was propelling herself around in her manual wheelchair. She began following myself and the nurses; we went from room to room and she likes to take things off the cart and try to speed away with them. She started with a bottle of water that had just been open, but not consumed from and later found her with it.
DIAGNOSES: Moderate stage Alzheimer’s dementia, BPSD in the form of taking things that are not hers and care resistance such as changing her brief, dressing and undressing. HTN, DM II, CKD, HLD and glaucoma.
MEDICATIONS: Lamictal 100 mg q.a.m. and 50 mg at 6 p.m., Protonix 40 mg q.a.m., Norco 7.5/325 mg one p.o. t.i.d., Lexapro 10 mg q.d., Xalatan eye drops OU h.s., Toprol 50 mg q.d., Rilutek 50 mg h.s., spironolactone 12.5 mg b.i.d., temazepam 15 mg h.s., torsemide 40 mg q.d., Vraylar 1.5 mg capsule one capsule q.d. and melatonin 100 mg h.s.
ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: DNR.
HOSPICE: Family Legacy Hospice.
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert, propelling self around in manual wheelchair.
VITAL SIGNS: Blood pressure 119/53, pulse 65, temperature 96.9, respiratory rate 18, and weight 135.2 pounds.
CARDIAC: Regular rate and rhythm. No murmur, rub or gallop.

RESPIRATORY: Lung fields are clear. Decreased bibasilar breath sounds secondary to effort. She does not do deep inspiration and no cough.

MUSCULOSKELETAL: She propels manual wheelchair using her feet. She has good neck and truncal stability. No lower extremity edema. She is weight-bearing. She self-transfers in bedroom. Otherwise, there is staff assist on the unit. She moves her arms in a normal range of motion.

NEURO: Orientation x 1. She maintains verbal capacity, but speaks infrequently and then it will be random words or phrases. She is able to make staff aware of what she needs. Otherwise, her communication is very limited and clear that she does not understand or chooses not to follow or comply with given directions. Affect is generally flat, but she will occasionally smile.
SKIN: Warm, dry and intact with fair turgor.
ASSESSMENT & PLAN:
1. Advanced moderate Alzheimer’s dementia. She has had recent staging. Behavioral issues to some degree have decreased. She is difficult to redirect, can become agitated if she does not get what she wants or is redirected away from what she should not be doing and, at times, can be caught taunting or intentionally irritating other residents.
2. DM II. We will do quarterly A1c and per daughter’s request discontinue insulin. It may turn out that she does not need it; she does receive 10 units of Lantus and I am also discontinuing routine FSBS, there can be one q.d. p.r.n. for cause. I spoke with her daughter regarding discontinuation of Lantus and she was appreciative.
3. Pain management. She has significant OA in particular of bilateral knees, which is why she is no longer walking. Management is with Norco, does not sedate her and no effect on her baseline cognition.
CPT 99350 and direct POA contact 10 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

