


PROGRESS NOTE
RE: Susie Barnes
DOB: 02/06/1944
DOS: 12/31/2024
The Harrison MC
CC: Daily tearfulness.
HPI: An 80-year-old female with dementia, which is progressed and an increase in behavioral issues, constantly wandering up and out of bed throughout the night, interrupts whoever may be talking around her and is difficult to redirect. ABH gel at h.s. was increased to 1 mL on 12/23/2024 and I added a p.r.n. schedule to the ABH gel q.4h. that, however, has not been given. Seroquel 25 mg was changed to b.i.d. p.r.n.; the dose had been higher, she went through a period of just a change in her cognition just being less responsive, a flatter affect and a decrease in her PO intake. With the discontinuation of the Seroquel ______ and tramadol for pain; once those appeared to have cleared out of her system, then she kind of picked up and returned to her very talkative, mobile self with a very animated affect. Staff report that she comes out, walks around on the unit, has found a new resident; she is persistent with her doing as Susie wants her to do which is just staying with her, walking around and looking like they are up to something. Seen the patient one-on-one, I had commented that her hair looked nice today, which it did and she thanked me and then started talking about her sister and that she had come to visit her and did her hair for her and that is why it looked like it did and then she starts talking about her parents and that she needs to call them and referenced that she had recently talked to them and that she misses being with them at home. So, after letting her go on for a little bit, she then became tangential in another direction and just needed to redirect her; very basic answers, are you sleeping, how is your appetite. Staff report that, she finally falls asleep around 11 to midnight. Otherwise, she was up and walking around the facility trying to look in on other residents and at times awakening them, but once asleep, she stays asleep. Her PO intake had been fairly good; today, her intake was just fair and required encouragement to eat. She denied any pain when asked and then I asked her about her parents and her sister and why she was bringing them up and she talked about it and in the context of just having seen them and wishing that they could have stayed here longer to visit her and then I reminded her that both of her parents had passed away some time ago, she just does not believe that and states that they had just been to the facility not too long ago, so she knows that they were alive and I left alone after that and, as to the sister, I am not sure whether she is living or not, but she had not visited the facility.
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DIAGNOSES: Advanced unspecified dementia, BPSD; wandering, dramatizing her feelings, gathering attention to herself around other residents and she is difficult to redirect, hyperlipidemia, gait instability with a series of falls, many of them with injury; she had fractured some ribs a few months ago, fractured a patella and then fractured the other patella a month after and just some skin abrasions.
MEDICATIONS: MiraLAX q.a.m., Senna Plus two tablets at h.s., Zoloft 150 mg q.d., Prilosec p.r.n. while on IBU, hydroxyzine 25 mg q.d., and ABH gel 0.5 mL at 4 p.m. and 1 mL at h.s.
ALLERGIES: NKDA.
DIET: Healthy heart.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: The patient is alert, very talkative and animated, likes to draw attention to herself.
VITAL SIGNS: Blood pressure 151/90, pulse 80, temperature 98.4, respiratory rate 18.
CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough and symmetric excursion.

ABDOMEN: Flat and nontender. Bowel sounds present.

MUSCULOSKELETAL: She ambulates independently. She walks quickly. She goes to and fro often without any direction or intent. She likes in the evening to go to bed as she is directed and then finds a reason to get up repeatedly going to the med aide with questions or request. She has normal ROM of her extremities and no lower extremity edema.

NEURO: She is alert, oriented x 1, occasionally x 2. Speech is clear. she is tangential, requires redirection, difficulty giving information, clear short and long-term memory deficits. She is very social to the point of being persistent with other people about what they should do.
ASSESSMENT & PLAN:
1. Alzheimer’s disease and actually she was diagnosed with this after neuropsych evaluation at OU at about four years ago and that has had slow progression notable.
2. BPSD, her need for attention and constant interruption of other patient’s care. She is not at all sedate or withdrawn after her ABH gel; so, at 1/25/1 mg/mL I am increasing her ABH gel to 1 mL routine at 1 p.m., 5 p.m. and 9 p.m. The p.r.n. order is for the same dosing to be q.8h. p.r.n.
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3. Increased delusions and hallucinations. This is noticeably increased over the past 1 to 2 weeks and she is insistent on it and has reactions to what she believed she saw or heard; so, I am ordering Haldol 1 mg to be given q.8h. p.r.n. I actually want to do a trial dose of it next week when I am here to see if there is benefit versus sedation and I know that it is a redundant order in that she receives Haldol as part of the ABH gel, I just do not think that she is getting enough and, if there is positive benefit with the additional p.o. Haldol, I will adjust the Haldol dose in the ABH gel.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

