


PROGRESS NOTE

RE: Carolyn “Kay” Croy

DOB: 10/29/1944

DOS: 08/08/2024

The Harrison Memory Care
CC: 90-day note.
HPI: A 79-year-old female seen in her room as she was napping after lunch. She appeared quite comfortable, did not resist as I examined her. Staff state that she is generally quiet when on the unit, is compliant with care. The patient sleeps through the night and no evidence of untreated pain. Changes in this last quarter are that the patient is no longer able to feed herself and staff have to do that, she continues to wear an adult brief, no longer toilets, intermittently, but is fully incontinent of both bowel and bladder. The patient remains independent in her gait and sleeps through the night.

DIAGNOSES: Advanced Alzheimer’s disease, irritable bowel syndrome, fibromyalgia with chronic pain, HTN, hypothyroid, disordered sleep pattern, and frequent constipation.

MEDICATIONS: Reglan 10 mg q.d. a.c., MiraLAX t.i.d. on MWF, Senna one tablet b.i.d., Ativan Intensol 2 mg/mL 0.5 mL q.4h. p.r.n., Roxanol 20 mg/mL 0.5 mL q.4h. p.r.n., and Tylenol 650 mg ER one tablet b.i.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

HOSPICE: Suncrest.

PHYSICAL EXAMINATION:

GENERAL: The patient in a high-back wheelchair sleeping soundly, hospice nurse with her. She did not awaken throughout my visit with her.

VITAL SIGNS: Blood pressure 127/64, pulse 85, temperature 97.2, respirations 16, and O2 saturation 94%.

HEENT: Her hair is short and groomed. Nares patent. Moist oral mucosa.

NECK: Supple.
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CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

ABDOMEN: Slightly protuberant, nontender. Hypoactive bowel sounds. No masses, distention, or tenderness.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. She has generalized fair muscle mass. Motor strength is declined. She can keep herself when seated in a stable position as far as neck and trunk. She is nonambulatory, is weightbearing for a brief period and is a full two-person transfer assist.

NEURO: Primarily nonverbal. Orientation to self only, unable to communicate need, unclear what she understands of what is said to her. Non-interactive with others. Generally, compliant with care.

ASSESSMENT & PLAN:

1. Advanced Alzheimer’s disease. The patient requires staff assist with 6/6 ADLs and any distress physically or emotionally appears adequately treated. Staff to monitor her as she is nonverbal and unable to communicate needs.

2. History of constipation with impaction. With a change in stool softeners, she has had no issue with impaction. Water has to be prompted for the patient to drink and provided that she is doing that, she has formed stools without strain.

3. Dysphagia to medications. She requires a medication crush order for all medications as possible.

4. Hospice issues. Family chose to change hospice from Suncrest to Valir and change of service began 04/17.

5. General care. I have spoken with son, he is kept abreast of how things are going for her and he is pleased with the overall care since change of hospice.
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