


PROGRESS NOTE
RE: Anna Humphrey
DOB: 01/09/1933
DOS: 02/16/2026
Rivermont MC
CC: Routine followup.
HPI: A 92-year-old female seen in her room. She was sitting on her bed just looking about. The patient’s room had a very strong odor of urea. She is incontinent of bowel wears adult briefs but often will now let staff know that she needs to be changed and will take the briefs off and put them in the garbage can or just put them somewhere or they are not contained and causing odor in the room. Initially, the patient was quiet and did not have much to say and then we started looking around the room and found Valentine’s card that I have read aloud to her and she was very happy to hear that it was from one of her daughter’s and then she had fresh flowers that had been sent to her. She did not realize that those were real flowers. She had Mylar balloons saying Happy Valentine’s Day and she seemed surprised to see that and then a dance seen and soft birthday cake that moved around like it was dancing and saying happy birthday to her and she was very pleased about that. The patient was verbal the content was random. She was very animated when she was talking and we just agreed with her. She said that we made a really happy she wants us to hurry and come back. The patient spends most of her time in her room will come out for meals with coaxing.
DIAGNOSES: Severe unspecified dementia, BPSD in the form of isolation and occasional care resistance, delusional thinking, HTN, HLD, depression, and seasonal allergies.
MEDICATIONS: Unchanged from 01/19 note.
ALLERGIES: Lipitor, Celebrex, gabapentin, Naprosyn, and Effexor.
CODE STATUS: DNR.
DIET: Regular mechanical soft within liquid.
PHYSICAL EXAMINATION:
GENERAL: The patient is dressed seated on her bed quiet, but then interactive.
VITAL SIGNS: Blood pressure 137/67, pulse 74, temperature 97.8, respirations 18, O2 sat 94% and weight 114 pounds.
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NEURO: She makes eye contact. She is verbal. Content is random and out of context. At times difficult to understand. Her affect is animated. She seems to cheer her up with the things pointed out in her room that were from her family.

MUSCULOSKELETAL: The patient is ambulatory. She walks in her room without the use of supportive device. Moves arms in a normal range of motion. Can hold a fork or a cup to feed self. She is thin with generalized decreased muscle mass and motor strength.

SKIN: Dry and wrinkly. No bruising or breakdown noted.

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

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Scaphoid. Nontender. Hypoactive bowel sounds.

ASSESSMENT & PLAN:
1. Medication resistance for the last few weeks. The patient has been refusing her medications coaxing and trying to disguise. Her medications have not been successful and she is just refused to take them.

2. Medication refusal. Discontinue Depakote and p.r.n. IBU and Pepcid is decreased to once daily and IBU 200 mg two tabs q. a.m. and 6 p.m. are made p.r.n.
3. BP review. Systolics range from 110 to 148 the lower readings most likely secondary to hydration decreased.

4. BPSD. Staff are able to get the ABH gel on the patient, which has helped decrease a lot of her agitation. We will continue with that.

5. Hypoproteinemia. T-protein and ALB are 5.5 and 3.3 in the past have not had success with getting her to drink protein drinks and her PO intake is in general declined Megace liquid can be tried, but with her resistance to medication it is unclear that is going to work either. We will just monitor for right now.

6. Volume contraction and renal insufficiency. BUN and creatinine ratio is 24 with EGFR at 54.

7. Anemia. H&H are 10.9 and 34.1. Indices are WNL. No intervention will be tried.

8. A1c result is 5.7.
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