


PROGRESS NOTE
RE: Ruth Longmire
DOB: 09/18/1929
DOS: 08/28/2023
HarborChase MC
CC: Anxiety.
HPI: A 93-year-old with advanced vascular dementia and a history of anxiety disorder, seen today for an increase in her anxiety episodes. Staff report that she just focuses on a variety of things, becomes agitated by other residents, worries about what is happening in people around her and it is difficult to redirect or reassure her. Today when seen she was making a fuss about going to and from her room. When she answered the door, she did not know whether to come out so we could talk to her to let us in her room and finally she was agreeable to letting us come in her room. It was myself and a nurse who she is well familiar with. Letting her talk, she just went from one topic to the next, she would go from half a sentence into a different topic. She seemed happy doing that, the one attempt to redirect her, she just talked over. When asked if she had any pain or if she had problem sleeping, she could not answer those questions. She will come out for meals or activities most of the time often she has to be coaxed and reassured that everything is going to be okay and that she will enjoy it.

DIAGNOSES: Advanced vascular dementia, anxiety disorder with exacerbation, DM-II, HTN, dry eye syndrome, macular degeneration, and GERD.
MEDICATIONS: Unchanged from 08/10 note.
ALLERGIES: Multiple, see chart.
DIET: NCS.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: The patient was very talkative, wide-eyed and moving about not sure what she was doing. I reassured her that I just wanted to check to make sure she was okay and she was finally agreeable.
VITAL SIGNS: Blood pressure 121/74, pulse 75, temperature 98.0, respirations 18 and weighs 143.4 pounds.
HEENT: She has her glasses in place. She has moist oral mucosa. Her hair is longer than the last time that I saw.
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CARDIOVASCULAR: She has regular rate and rhythm without murmur, rub or gallop.
RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds due to effort. No cough. Symmetric excursion.

MUSCULOSKELETAL: She is independently ambulatory though she has a walker, but does not use it in her room and at times has to be reminded to go get it when she is out of her room. She has a mild stoop to her posture and is fussing around with no lower extremity edema.

NEURO: She makes eye contact. She is verbal. She focuses on particular things and then has to be redirected. Her orientation is x1 and clear increase in anxiety and progression of her dementia.

ASSESSMENT & PLAN:
1. DM II. A1c 08/15 was 6.8 and there were changes in her diabetic medications. We will follow up in November on A1c.

2. Anxiety disorder. Clear increase and it takes a lot of staff time to kind of redirect her for simple things like coming to eat or during an activity. The patient is currently on Paxil. We will discontinue that when Zoloft 50 mg q.d. is available as it is the SSRI that also addresses anxiety.

3. Medication review. She has some medications that are nonessential so we will discontinue those.

4. Anxiety. Ativan 0.25 mg b.i.d. routine with 0.25 mg q.12 p.r.n. We will monitor for sedation, etc., and will adjust as needed.
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