


PROGRESS NOTE

RE: Susie Barnes
DOB: 02/06/1944
DOS: 06/25/2025
The Harrison MC
CC: Medication review.

HPI: An 81-year-old female with advanced to severe Alzheimer’s disease was seen today after staff had told me that they were concerned that she was not getting enough sleep at night. When I asked why they said that, it was because she was drowsy in the morning into the early afternoon. I then later spoke to another staff member – it was actually the med aide who stated that she believed that some of the medication she was taking caused her to be really drowsy for most of the day. The patient’s medications have been in place for some time and have been effective, but at this point I think that she has changed enough for the better that there can be a decrease or a discontinuation of some of the current medications for the behavioral issues that she has had. The patient is verbal. She is social. When I was back on the unit later in the evening, she was walking around in her pajamas visiting with people and she seems to enjoy that. She has had no falls or other acute medical issues in the last couple of weeks. 
DIAGNOSES: Advanced Alzheimer’s disease, BPSD resistance to direction or care and can be verbally aggressive if she does not want to do something, delusions/hallucinations – seeing people in her room or imagining that people have done things to her there on the unit that have not occurred, and a history of major depressive disorder and anxiety disorder.

MEDICATIONS: ABH gel 1/25/1 mg/mL 1 mL topically 1 p.m., 5 p.m. and 9 p.m., hydroxyzine 25 mg q.a.m., Ativan 0.5 mg tablet to be given at 5 p.m. and 7 p.m., MiraLAX q.d., Seroquel 25 mg 8 a.m. and 3 p.m., and Zoloft 50 mg three tablets q.d.
ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.
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PHYSICAL EXAMINATION:

GENERAL: Thin older female who was busy walking around, but cooperative to sitting down and talking with me. 

VITAL SIGNS: Blood pressure 142/87, pulse 69, temperature 98.3, respirations 16, and weight 104.8 pounds.

RESPIRATORY: She cooperates with deep inspiration. Lung fields are clear. No cough. Symmetric excursion.

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

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

MUSCULOSKELETAL: She ambulates independently. She walks around in a brisk pace. I have to remind her to slow down. She has no lower extremity edema. She moves her limbs in a normal range of motion. 
NEURO: She is alert. Orientation is x 1 to 2. Her speech is clear. She goes from one topic to another. She is easily distractible. She will be looking with someone and talking to them and then she is looking all around the room and has lost her train of thought. She can be difficult to redirect, but she likes being with other people and socializing.

SKIN: Warm, dry and intact with good turgor. No bruising or breakdown noted.

PSYCHIATRIC: Today, she appeared to be in good spirits. She was cooperative, spent most of the time on the unit with other people. She is social and does not isolate. She does require direction from staff as to what to do and assist in dressing-undressing, etc. 
ASSESSMENT & PLAN: Question of sleeping through the night. When asked, the patient stated that she thought she slept. She was not aware that if she was awake. I reviewed her medications and she has several psychotropic medications given during the day that could easily account for the daytime drowsiness that staff see. So, hydroxyzine that she takes twice daily I am discontinuing all together and that would be 25 mg b.i.d. Seroquel 25 mg also 8 a.m. and 3 p.m., I am discontinuing the a.m. dose so she will receive it at 3 p.m. only, but she continues on ABH gel three times daily and Ativan tablet 0.5 mg t.i.d. We will monitor her response and as needed we will further adjust medications accordingly. 
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