


PROGRESS NOTE

RE: Leta Adams

DOB: 03/22/1928

DOS: 08/08/2024

The Harrison MC

CC: 90-day note.
HPI: A 96-year-old female with advanced end-stage Alzheimer’s disease is seen today, she was observed sitting in her wheelchair in the day room with other residents, eyes closed and napping throughout. I spoke to her with no response and was able to examine her with no resistance. Staff state that she has had a decline in her overall PO intake, now eating about 25-50% of meals and she remains able to feed herself. The patient remains ambulatory with the use of a walker and has had no recent falls. The change is that the patient is aggressive toward staff primarily when she is redirected or given instruction to do something. She will reach out to scratch them or claw at them and, if they try to assist her in getting up or whatever, she will hit them. It is best to just leave her alone by herself for a while and then come back to redo initial direction. The patient also had a fall in the last couple of weeks; it is unknown what happened, but she ended up with a large bruise on her forehead, which is resolving.

DIAGNOSES: Advanced end-stage Alzheimer’s disease, gait instability; requires a walker, CHF stable, HTN, HLD, GERD, hypothyroid, glaucoma, and DDD.

MEDICATIONS: Trazodone 50 mg h.s., levothyroxine 50 mcg q.a.m., esomeprazole 40 mg q.a.m., Senna-S one p.o. h.s., Tylenol 500 mg one tablet t.i.d., Celexa 10 mg q.d., Voltaren gel b.i.d. to specific areas, divalproex 125 mg q.a.m., docusate one p.o. MWF, melatonin 3 mg h.s., Travatan eye drops OU h.s., and she is on B12 1000 mcg two tablets q.d.
ALLERGIES: CODEINE, PROPOXYPHENE, METHADONE, and BUPRENORPHINE.
DIET: Regular.

CODE STATUS: DNR.

HOSPICE: Traditions Hospice.
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PHYSICAL EXAMINATION:

GENERAL: Elderly female seated upright in the day room, but sleeping, did get her to awaken after I had examined her.

VITAL SIGNS: Blood pressure 128/75, pulse 76, temperature 97.9, respirations 16, and O2 saturation 94%.

HEENT: She has short hair that is groomed. Conjunctiva mildly injected without drainage. Nares patent. Moist oral mucosa.

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

RESPIRATORY: She does not cooperate with deep inspiration; so, in listening to her breathing, lung fields are clear. No cough and symmetric excursion. Decreased bibasilar breath sounds secondary to effort.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. She ambulates using her walker. A recent fall, but it is unclear what happened, sustained a bruise to her forehead, which is nearly resolved.

ASSESSMENT & PLAN:

1. Alzheimer’s disease, it is advanced, she has had staging. Decreased PO intake. New behavioral issues of aggression directed toward staff. Continues to be verbal, but speaks infrequently and not able to communicate need, which is a change, so overall progression of Alzheimer’s.

2. Pill dysphagia, improved with a medication crush order.

3. Hypertension. BP generally well controlled, checked three times weekly.

4. Hypothyroid. The patient is due for annual labs, which will include a TSH.

5. General care. CMP, CBC, and TSH are ordered for annual labs. Continue with Traditions Hospice; family is pleased for their care and no medication changes required at this time.
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