


PROGRESS NOTE

RE: Betty Duncan
DOB: 11/21/1925
DOS: 11/11/2024

Jefferson’s Garden AL
CC: Further decline.
HPI: A 98-year-old female seen in room. I had watched her walk from the dining room to her room and then later when I knocked on door, went in, she was just slouched in her chair with her head in her hand and she just looked exhausted. I asked her if she did not feel well and she just said, “no.” The remainder of any conversation with her was just a one or two-word basic answer and she kept her eyes closed. Staff report that she will just wander around the facility and they think sometimes that she is just walking, but she cannot find her room. She is generally quiet, does not voice any need that she has, will sit around other people, but not converse. She is encouraged to go to activities and will do so occasionally and require staff assist for participation. She has had no falls or other acute medical issues this month.
DIAGNOSES: Unspecified dementia with progression to moderate stage, BPSD medically managed, and insomnia alleviated with melatonin.
MEDICATIONS: Depakote 125 mg q.a.m., Haldol 1 mg at 4 p.m. and h.s., and melatonin 3 mg h.s.
ALLERGIES: SULFA.
DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Frail-appearing older female, quiet.
VITAL SIGNS: Blood pressure 149/80, pulse 78, temperature 97.6, respirations 18, O2 saturation 96%, and weight 127.2 pounds.

NEURO: Orientation x1. Speaks a word or two at a time infrequently. Makes infrequent eye contact, just generally seems to be staring through things and often will just keep her eyes closed. She will go to meals or activities and just sit quietly. There is not the resistance or agitation that was previously seen.
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MUSCULOSKELETAL: She remains independently ambulatory. She has had no falls. No lower extremity edema. She was just slouched in her chair and did not try to reposition herself.

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

RESPIRATORY: She did lean forward and participated with deep inspiration. Her lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Soft. Bowel sounds are present without distention or tenderness.

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

ASSESSMENT & PLAN:
1. Unspecified dementia, which is clearly progressed to near end stage. She seems to just be walking through things and not really connecting with anyone around her, not expressing her needs and so hospice is following her more frequently during the week and staff need to be mindful of checking on her for assistance a little more often.
2. Musculoskeletal. She is still ambulatory. She appears steady and upright and her gait has slowed down a little bit, so she is not receptive to any kind of assistive device.
3. BPSD, which was of delusions and hallucinations, those have been monitored with Haldol, she takes 1 mg at 4 p.m. and h.s. and we may be able to decrease both of those doses to 0.5 mg at 4 p.m. and h.s., we will try that and see if it is effective and there may be some increase in drowsiness.
4. Insomnia. She is sleeping quite well at night and maybe a combination of the melatonin and the Haldol and we will monitor.
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