


PROGRESS NOTE

RE: Betty Hill

DOB: 09/12/1935

DOS: 04/20/2022

Rivendell MC

CC: Multiple issues.

HPI: An 86-year-old seen in room. Her husband was in his recliner at her side and daughter Karen Wilson present. Staff have noted increased behavioral issues with the patient especially as relating to her husband trying to control and direct him and then she becomes resistant in her own ways to care citing what the problems she is having, but then finding reasons why she cannot take anything or cannot do what would remedy some of those issues. She has long stories about the floor being too slippery and a staff telling her that she needed to put down rugs etc. She then focused on her husband and how he continues to try to exit in the evening and how he can be disagreeable in the mornings. She complained of leg pain. She has no pain medication to include Tylenol and when it was suggested routinely she was agreeable. We then discussed PT and I told her it would not start until we got her leg pain somewhat controlled. She then found reason why that would not work for her. So, we will table that for now. She has been treated for lower extremity edema with torsemide holding the Dyazide that she had previously been on which was ineffective. The torsemide appears to be effective and we will continue with that.

DIAGNOSES: Dementia unspecified, DM II, anxiety disorder, depression, HTN, IBS, insomnia, HLD, hypothyroid and chronic pain of back and leg.

MEDICATIONS: Unchanged from her 04/13/2022 note.

ALLERGIES: NKDA.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed, well developed and nourished, seated in her recliner.

VITAL SIGNS: Blood pressure 122/66, pulse 70, temperature 97.9, pulse 16, O2 sat 96%, and weight 163 pounds.
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NEUROLOGIC: She makes eye contact. She is verbal. She goes from topic to topic. While she has issues, she does not see need for the proposed solutions. Her focus remains on her husband. When told that she is not his caretaker and that the facility staff are, she becomes irritated especially when her daughter does it. Her speech is clear. She does have evidence of memory deficits when asked specific questions on issues here.

MUSCULOSKELETAL: She ambulates with her walker. She has decreased edema of bilateral lower extremities, trace to +1 nonpitting.

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

ASSESSMENT & PLAN:
1. Sundowning. This is variable and occurs in the morning as well as in the evening. Haldol 0.5 mg at 5 p.m. and 0.25 mg at 8 a.m. We will monitor for changes from baseline sedation and cognition as well as benefit.

2. Lower extremity edema. Discontinue Dyazide and continue with torsemide 50 mg q.d. On 04/06/2022, BMP showed K of 4.3 and Na of 139 both WNL.

3. Blood pressure review. BP was reviewed due to the addition of torsemide. So, from 04/07/2022 to 04/20/2022 all pressures were WNL.

4. Social. As noted, daughter was present and agreeable to all changes that are made.
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