


PROGRESS NOTE

RE: Patricia Rigler
DOB: 02/26/1937
DOS: 07/09/2024
Jefferson’s Garden
CC: Followup on dementia progression.

HPI: An 87-year-old female with advanced Alzheimer’s dementia who had some edginess to her becoming irritable with staff and it did not take much for that to occur. She had been coming out for meals and then started slowly to isolate in her room and then a switch was made and she started coming out for meals and just softened in her interactions with others. Her dementia however is clearly progressed. The patient is cooperative taking medications. She requires staff assist for personal care and has become more comfortable with that to include showering on a schedule. The patient has not had falls this period. On 05/19/24, she was seen at Mercy ER and got a referral to physical therapy for a closed fracture of the superior ramus of the left pubis. This is something that we did not know about, but that order was written and she has participated in some PT and it is not yet being completed.

DIAGNOSES: Advanced Alzheimer’s disease, DM-II, HTN, diabetic retinopathy, peripheral neuropathy, hyperlipidemia, and BPSD which is generally decreased.

MEDICATIONS: Tylenol 1000 mg q.12h. citalopram 20 mg q.d., glyburide 5 mg b.i.d. a.c. breakfast and lunch, levothyroxine 88 mcg q.d., lisinopril 40 mg q.d., lorazepam 0.5 mg b.i.d., metoprolol 50 mg at 5 p.m., omeprazole 20 mg q.d., Actos 30 mg at 7 p.m., Seroquel 50 mg b.i.d., Senna one tablet q.d., tramadol 50 mg 9 a.m. and 9 p.m. and D3 2000 IU’s q.d.
ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular with chopped meat.
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PHYSICAL EXAMINATION:

GENERAL: The patient was napping on her couch with legs elevated. She was quiet. I was allowed to examine her. She was slightly awake, but did not resist.

VITAL SIGNS: Blood pressure 102/76, pulse 64, temperature 98.5, respirations 18, and weight 118 pounds which is stable from 05/07/24.

HEENT: Her hair short and groomed. Sclerae are clear. Nares patent. Moist oral mucosa. She does not wear corrective lenses. Hearing is adequate and no difficulty chewing or swallowing.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds. No cough. Symmetric excursion.

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

MUSCULOSKELETAL: The patient is weightbearing for transfers, generally will ask for assist, but can self transfer, propels her manual wheelchair, and moves arms in a normal range of motion.

NEURO: Orientation x 2. She can make her needs known. She will make eye contact with people and her speaking is unclear how much of what is said she comprehends.

SKIN: Warm and dry. Fair turgor. No bruising or breakdown noted.

ASSESSMENT & PLAN:
1. Advanced Alzheimer’s disease appeared stable at this time with a decrease in behavioral issues.

2. DM-II. She recently had an A1c drawn when she went to Mercy. We will try to get that lab as opposed to redoing it.

3. HTN. Review of BP showed adequate control. No change in current medications.

4. General care appeared stable. She appears to be doing well. So, we will just keep doing what we are doing.
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