


PROGRESS NOTE

RE: Patricia Baker
DOB: 09/06/1936
DOS: 01/31/2025
Radiance AL

CC: Behavioral issues.
HPI: An 88-year-old female with advanced unspecified dementia and BPSD, following a certain patient around the facility independent of whatever is going on – the patient may be in her room napping or getting personal care or family visiting. The patient has had to be redirected multiple times and it just seems to be escalating. The patient’s pattern as she gets up in the morning – gets dressed and stays out on the unit most of the day. She is in the dining room for every meal. She will sit in activities. Most of the time, she will just observe as she does not comprehend participation. She is redirectable, but then will turn back to what she was redirected from and it does not appear to be malicious. It is just the advancement of her dementia. She has had no falls or other acute medical issues. 
DIAGNOSES: Advanced unspecified dementia, BPSD in the form of difficult to redirect – following a patient around whatever the patient is doing, insomnia, hypertension, hypothyroid, depression, and hyperlipidemia.

MEDICATIONS: Going forward: Aricept will be discontinued after current supply is out, olanzapine will be discontinued when ABH gel starts and then ordering ABH gel 1/25/1 mg/mL 1 mL topical q.a.m. and 2 p.m. routine with q.8h. p.r.n. order, melatonin 6 mg h.s., Norvasc 5 mg q.d., HCTZ 12.5 mg q.d., levothyroxine 25 mcg q.d., Toprol 50 mg q.d., Zoloft 25 mg q.d., metformin ER 500 mg one tablet with breakfast, lunch and dinner, and Zocor 20 mg h.s.

ALLERGIES: NKDA.

DIET: DM, low-carb.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Alert female, noted to be walking around and needing redirection away from a specific patient.

VITAL SIGNS: Blood pressure 132/65, pulse 70, temperature 97.0, respirations 16, and weight 150 pounds.

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

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

MUSCULOSKELETAL: Independently ambulatory. She has a slow steady gait. She moves limbs in a normal range of motion. No lower extremity edema.

NEURO: The patient is alert oriented x 1. She is soft-spoken. She speaks only a few words at a time and infrequently. Not really able to give information and she focuses on a certain female resident with whom she has meals and then stays by her side throughout the day. The issue is from the patient’s family, in particular when husband comes to visit the patient stays at the patient’s side and does not read social cues that they want privacy, so it has to be redirected by staff. She seems upset by that redirection. Her orientation is x 1. Not really able to give information and unclear what she understands and what is said to her. 

ASSESSMENT & PLAN:
1. Dementia with progression. I have reviewed Aricept use. No longer beneficial to the patient. So, medication will be discontinued when current supply is out. 
2. BPSD. This is in the form of following a specific patient and not being able to read social cues, has to be redirected when other family is around. So ABH gel 1/25/1 mg/mL 1 mL topical q.a.m. and 2 p.m. routine with a q.8h. p.r.n. and we will monitor over the weekend to see how she does. 
3. Hypertension. Amlodipine is written twice in her MAR and it is actually to be only once, so it is 5 mg q.a.m. daily of amlodipine. 
4. General care: When ABH gel starts, olanzapine will be discontinued and that is 2.5 mg at h.s.

5. DM II. Clarification of metformin is 500 mg ER and one dose is to be given q.a.m. Last hemoglobin A1c was 08/30/24 at 7.0 on current regimen. I am ordering quarterly A1c. 
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