


PROGRESS NOTE

RE: Suzie Barnes
DOB: 02/06/1944
DOS: 06/04/2025
The Harrison MC
CC: 90-day note.

HPI: An 81-year-old female with advanced Alzheimer’s dementia observed walking around the unit. She is steady and upright and has not had any recent falls. The patient remains social, but she has intermittently more instances of feeling like people do not like her and that they are talking about her and wonders where her family is. She comes out for all meals. Staff reports that she is sleeping through the night. She is more receptive to them helping her get ready for bed and dressed in the morning. She still has instances where she needs a lot of attention and does get that.  Her daughter who I think is just worn out by all of this. She brings her what she needs, but only intermittently visits her. The patient did ask me today about where her son is and I told her that he was safe and he is in place where a group of other men are living and that he is doing really well. She was happy about that and then wanted to know when he could come and see her. Fortunately, we got interrupted I think she forgot about that.
DIAGNOSES: Severe Alzheimer’s disease, BPSD now this varies as to what she will do and how much she will do it, but she can be aggressive verbally to people that are bothering her if she does not like and can pick a medical issue and perseverate on it, difficult to redirect her way from the topic and then eventually she will just forget about it. Depression/anxiety.

MEDICATIONS: ABH gel 1/25/1 mg/mL 1 mL at 1 p.m., 5 p.m. and 9 p.m., hydroxyzine 25 mg q.d., Ativan 0.5 mg tablet one p.o. at 5 p.m. and 7 p.m., MiraLax q.d., Seroquel 25 mg 8 a.m. and 3 p.m., Senna Plus two tablets at h.s., and Zoloft 150 mg q.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: Thin older female who just walks randomly around the unit and will stop and talk randomly.

VITAL SIGNS: Blood pressure 125/97, pulse 64, temperature 98.0, respirations 17, O2 sat 96%, height 5’4”, weighs 115 pounds and BMI 19.74.
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HEENT: She has short thick brown hair. EOMI. PERRLA. Nares patent. Moist oral mucosa. Native dentition in fair repair.
NECK: Supple.

RESPIRATORY: She has a normal effort. Clear lung fields. No cough. Symmetric excursion.

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

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

MUSCULOSKELETAL: Ambulates independently. She goes from sit to stand and vice versa without difficulty. No lower extremity edema. She moves limbs in a normal range of motion. I also noticed later in the evening that she was walking down the hallway and leaning to the left. Staff had told me about her doing this randomly and it seems to be when she is tired. So I caught up with her and I asked her what she was doing and she did not have any sense of walking abnormally.
NEURO: Orientation x1 to 2, most often 2. She makes eye contact. Affect can be animated depending on topic or situation. She is quite verbal. Speech is clear. It can be random and tangential. She is difficult to redirect at times. She can voice her needs. She understands given information and can be affection seeking in a positive way and her family and where they are is often a topic of conversation for her.

PSYCHIATRIC: She is usually in a good mood when she is left alone she turns it around.
ASSESSMENT & PLAN:
1. Feeling lonely that was something that the patient brought up today and told me that she just feels lonesome more than normal and thinks about her son. I reassured her that he was okay. He was in a good place and that at some point she would likely be able to visit him as she kept bringing that up. She seemed reassured her that maybe she would sometimes get to visit him and did not ask for when that would be.
2. Depression/anxiety. Overall that seems well controlled with the Zoloft and then the p.r.n. lorazepam.
3. Intermittent gait change leaning to the left. She does not seem aware of that. She did not feel like she was going to fall and then that was the end of that conversation. But she did deny feeling tired stating that if she knew if she told me that she was tired, I would say that she probably needed to go to bed.
4. History of migraine headaches. I have not heard complaints about that from her nor from her staff had any complaint of that when asked.
5. Constipation. She is doing much better with the addition of Senna Plus to the MiraLax and we will continue.
CPT 99350
Linda Lucio, M.D.
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