


PROGRESS NOTE

RE: Susie Barnes

DOB: 02/06/1944

DOS: 08/15/2024
The Harrison MC

CC: Lab review

HPI: An 80-year-old female who has had progression of her baseline Alzheimer’s disease with a fall on 08/03 where she landed on her right side and fractured four ribs. She had a lot of pain was given Tylenol No. 3 per the ER, which caused a lot of sleepiness and eventually that was stopped. Now, she gets up and she wanders around she appears a bit unsteady. She knew who I was and came directly to me and just is rambling on I do not know why. Staff report that she will come out for meals and she will be just kind of look around like she does not know where she is at and then will just go back to her room and go to bed if they let her. When I asked her about pain today, she looked at me puzzled and I reminded her that she had had a fall while back and she did not have a __________.

DIAGNOSES: Recent staging Alzheimer’s disease to advanced, gait instability with injury falls, recent fall with right side rib fractures four ribs, adjustment disorder, osteoporosis, HLD, chronic back pain, and no longer smoker.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Healthy heart.

MEDICATIONS: Lipitor 40 mg q.d., Aricept 10 mg h.s. KCl 10 mEq q.d., and Zoloft 100 mg q.d.

PHYSICAL EXAMINATION:

GENERAL: The patient observed walking, she was just kind of randomly looking around and not walking in a straight line and staff can intervene and had her try set which she did not want to do she came up to me.
VITAL SIGNS: Blood pressure 134/92, pulse 62, temperature 97.6, respirations 18, and weight 113.4 pounds.
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NEURO: She made eye contact. She knew who I was. She just started talking randomly could not answer questions. I asked about pain and she denied having any. Speech was just clearer. Her affect was just a blunted.

MUSCULOSKELETAL: Independently ambulatory. No lower extremity edema. Moves limbs in a normal range of motion but she was just detached from the environment.

RESPIRATORY: She does not do deep inspiration. She states she is afraid to but she had no dyspnea or verbal SOB. No cough.

CARDIAC: She has regular rate and rhythm without murmur, rub, or gallop.

ASSESSMENT & PLAN:

1. CMP review. Electrolytes are all WNL. Creatinine normal at 0.71.

2. UA followup this was ordered on the 13th due to the just randomness of her behaviors and returns negative for UTI.

3. Pain management. She is receiving Tylenol, which seems to be effective for her and will hold any further Norco.

4. General care. Her daughters aware of all of the above and I will contact her next week.
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