


PROGRESS NOTE

RE: JoAnn Wilbanks
DOB: 02/12/1933

DOS: 10/14/2024
Jefferson’s Garden AL

CC: Dementia progression.

HPI: A 91-year-old female who was observed with her caretaker walking the halls. She gets antsy and wants to leave the room and just they walked the perimeter of the hallway and she can continue doing it unless finally stopped and redirected by caretaker to room. The patient comes out for all meals, caretaker sits adjacent to her and assists with cutting and set up and then patient is able to feed herself with some effort. The patient was wearing a cardiac monitor per her cardiologist it was removed on 10/05 and since then she has been more verbal and more ambulatory wanting to get around. The patient has difficulty with sleeping at h.s. regardless of how late she is put to bed or how much walking is done before bedtime to try to wear her out. The patient is on low-dose melatonin and it is given too late in the evening to be effective for bedtime so will adjust that. I spoke with caretaker who states that the patient just has to be watched the whole time while in the room. She states that she will touch things and just walk around and patient wanted to go in to her bedroom by herself. There are no doors and the hallway were you can see for the most part except toward the end of the bed and going into the bathroom and so after not hearing the toilet flush or anything caretaker walks back into the bedroom and finds patient sitting on the back edge of her bed. She pulled her pants down has a towel in her hands and was urinating on the edge of the bed. She thought it was the toilet. I told caretaker that these kinds of behaviors are not unexpected or uncommon in this population.

DIAGNOSES: Moderate dementia with clear progression since 09/01 and gait instability has a walker, which she refuses to use and wants to walk continuously. Caretaker is at side patient does not allow her to hold her arm or anything like that. HTN, HLD, DM II, and glaucoma.

MEDICATIONS: ASA 81 mg q.d., Depakote 500 mg h.s., Eliquis 2.5 mg b.i.d., Flonase nasal spray q.d., gabapentin 100 mg h.s., latanoprost OU h.s., losartan 25 mg q.d., metoprolol 12.5 mg q.d., KCl 10 mEq q.d., refresh tears eyedrops OU b.i.d., Zoloft 25 mg q.a.m. I am increasing to 50 mg, and NaCl 1 g tablet 2 g q.d.

ALLERGIES: NKDA.
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CODE STATUS: DNR.

DIET: Regular and she is on home health.

PHYSICAL EXAMINATION:

GENERAL: The patient is an alert, well developed, and nourished 91-year-old female.
VITAL SIGNS: Blood pressure 101/58, pulse 69, temperature 97.9, respirations 16, O2 saturation 97%, and weight 130.4 pounds, which is a weight gain of 9.6 pounds.

NEURO: She will make eye contact intermittently. She is verbal but just speaks randomly. She will occasionally ask a question and knows whether she has been given a correct answer. Affect is somewhat blunted. She will smile occasionally, but often will just look around cautiously and is checking out situations around her. She prefers to be alone and when her caretaker is with her she does not necessarily interact with her. The patient is dependent on assist for 4/6 ADLs. She can voice her need. Orientation is x2 self and she knew she was in Oklahoma.

MUSCULOSKELETAL: She ambulates independently almost with kind of a Frankenstein step, but she has not had any recent falls. No lower extremity edema. Arms are generally down by her side if she is walking the hallways she will often walk holding on to the rails along the wall.

SKIN: Warm, dry, and intact with good turgor. Did not notice any bruising or breakdown.

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

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

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

ASSESSMENT & PLAN:

1. Moderate dementia with slow progression. She continues to need caregiving throughout the day one on one as her actions can be random and not necessarily in her best interest and has to be redirected.

2. Cardiac issues. Atrial fibrillation and HTN appear to be stable. She had a monitor on for some time that showed basically heart rate and rhythm within a fairly normal range and once the monitor was taken off she appeared to be more relaxed and became more ambulatory.

3. Gait instability. Refuses the walker and caregivers generally close by to try and catch her if needed.

4. Depression. I am increasing Zoloft 50 mg q.d. and I think it will be of help.

5. Insomnia. Melatonin is increased to 10 mg and ordered to be given at 7 p.m. and will followup.
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CPT 99350 and direct caregiver contact 30 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

