


PROGRESS NOTE
RE: Bill Williams
DOB: 09/19/1938
DOS: 12/16/2024
Rivermont MC
CC: Followup on delusional thinking.
HPI: The patient is an 86-year-old gentleman with severe Alzheimer’s disease who when seen on 11/19 staff reported that he had been having delusions and was having clear emotional reactions to things that he thought he saw or that had happened that had not and there was no being able to talk to him just soothe him as he believed what he believed. He was also on olanzapine 2.5 mg t.i.d. at the time. I increased the dosage to a 5 mg dose at 3 p.m. and continuing with a.m. and h.s. 2.5 mg. He also continues on Ativan 0.5 mg every six hours. He is not sedate there. He has not had any falls. He is awake to feed himself; today, he was sitting in the kitchen area and he smiled, he was in good spirits, he was interactive. It was clear that some of the times he did not know what he was talking about or he could not answer questions, but he still talked as though he was answering questions. Staff report that overall his demeanor is calmer and is more receptive when other people are talking to him. He has had no falls or other acute medical events. He is sleeping through the night. He comes to the dining room for all of his meals.
DIAGNOSES: Severe Alzheimer’s disease, BPSD of delusional thinking with emotional response that has decreased with the increase of olanzapine to 5 mg at noon and continue with 2.5 mg in the morning and at h.s.
MEDICATIONS: Norvasc 5 mg q.d., Lipitor 10 mg h.s., Depakote 125 mg two capsules t.i.d., Lexapro 20 mg q.d., Lasix 20 mg q.o.d., melatonin 10 mg h.s., Namenda 5 mg b.i.d., olanzapine 5 mg at noon and 2.5 mg in the morning and at bedtime, KCl 10 mEq three capsules q.d., probiotic q.d., pyridostigmine 60 mg q.d., Flomax one at 6 p.m. and tramadol 50 mg one tablet b.i.d.
ALLERGIES: NKDA.

DIET: Regular with thin liquids and Ensure 1 can t.i.d.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished gentleman seated quietly, he smiled and was receptive to my sitting to see him.
VITAL SIGNS: Blood pressure 136/76, pulse 75, temperature 97.7, respirations 17, O2 sat 97% and weight not available.
HEENT: He has full-thickness hair with his hair combed nicely. EOMI. PERLA. Anicteric sclerae. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids.

CARDIOVASCULAR: He has a regular rate and rhythm without MRG.

RESPIRATORY: He has a normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

MUSCULOSKELETAL: He has fairly good muscle mass and motor strength. He moves his limbs in relatively normal ROM. The patient ambulates with the use of a walker for distance, walks independently in his room. He has had no falls today. He has no lower extremity edema and goes from sit to stand and vice versa without assist.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

SKIN: Warm, dry and intact with good turgor.

PSYCHIATRIC: When I was going down the patient’s problem list with him and it came to depression, he told me that he thought he was depressed and I told him that he is on medication to treat that and his response is that it was not making it any better, so I suggested we try a different medication. I told him what it was and how the medication works and he may have a better response to this medication since it works in a different way and he is agreeable to trying it. Effexor 37.5 mg q.d. x2 weeks, then we will evaluate how he is doing on it versus need to increase the dose, which would be to 75 mg q.d. and he is agreeable with that.
ASSESSMENT & PLAN: BPSD, which was resistance to redirection and delusional regarding wife and reacting to it. Those things appear to have decreased in part because she is allowed to come see him once weekly with the understanding that her behavior has to also be appropriate as she would become abrupt and rude with staff and that has not happened, so we are watching it.
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Linda Lucio, M.D.
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