


PROGRESS NOTE

RE: Betty Duncan
DOB: 11/21/1925
DOS: 09/09/2024
Jefferson’s Garden
CC: Lab review.

HPI: A 98-year-old female observed going to and from her room at mealtime and observed her sitting out in an activity. She was kind of isolated and she was located just watching, but did not participate. Then later when she was in her room, I went in to speak with her. She wanted know who I was and asked why was I even here and I told her my role. She let me reviewed her labs with her and it was clear she was done. Staff reports that she comes out for meals. She is sleeping through the night. Haldol which was started at 0.5 mg to be given at 6 p.m. Staff increased without calling me to a 1 mg at 6 p.m. as the half dose was ineffective, but is effective at the 1 mg dose. I am told that she has increased agitation now also starting after lunch between 1 and 2 o’clock. She is difficult to redirect. She is very fussy and directs that towards other residents and staff have no idea what she is talking about.

DIAGNOSES: Unspecified dementia with progression, BPSD in the form of agitation and care assistance with new aggression.

MEDICATIONS: Haldol 1 mg at 6 p.m., Depakote 125 mg q.a.m., and Ativan 0.25 mg b.i.d. p.r.n.

ALLERGIES: SULFA.
DIET: Regular.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient observed walking around the facility and then seen in the afternoon. She went into her room and slept for about two hours and I was able to catch her after that. The patient made eye contact. She was cautious and appeared puzzled and after I told her who I was and that I wanted to go over her labs with her. After I was done, she asked me why I was even here.
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VITAL SIGNS: Blood pressure 140/75, pulse 80, temperature 97.5, respirations 16, O2 sat 96%, and weight 134 pounds, which is a weight gain of 3.6 pounds.

MUSCULOSKELETAL: She ambulates independently, steady, and upright. No falls. No lower extremity edema. She moves arms and legs in a normal range of motion.

NEURO: Orientation x 1, occasionally x to Oklahoma as well. Today, she just knew who she was. She is soft spoken, only a few words at a time. Affect guarded and voices her opinion and deferred any other exam.

ASSESSMENT & PLAN:
1. Mild renal insufficiency. Creatinine is 1.27 with a normal BUN of 19. So, this is intrinsic renal insufficiency and remainder of CMP normal.

2. CBC review, all values WNL.

3. Screening TSH, WNL at 4.07.

4. Daytime agitation. I am adding Haldol 0.5 mg at 1 p.m. and we will see if that is enough to decrease the behavioral issues. I will be here tomorrow so get to see and if not, we will increase it to 1 mg.
CPT 99350
Linda Lucio, M.D.
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