


PROGRESS NOTE

RE: Donna Potter
DOB: 11/10/1957
DOS: 09/14/2022
Rivendell MC
CC: Followup on delusions/hallucinations and contact daughter per her request.
HPI: A 64-year-old with early onset frontotemporal dementia with BPSD in the form of aggression, care resistance and hallucinations/delusions. The patient had continued to refer to this woman who is doing things or not doing things and she will talk adamantly about this, but it is unclear what she is referencing. The patient becomes easily agitated when approached about anything; she prefers to stay away from people in general. At mealtime, the patient will not go into the dining room, but will go in to eat separately when everyone is out of the room. The patient has a disrupted sleep pattern, she will sleep part of the night and then is awake. During the day, she will walk around and then she will find a place to sit and she will sleep, is irritable if interrupted. The patient frequently refuses medications, so focus is on essential medications with discontinuation of nonessential medications. Daughter also requested to speak with me regarding the use of Haldol, reviewed that its low dose has shown that it is effective as she is not talking about the woman who is doing harm to her as she did anytime staff approached her and that did not occur at all today and staff report that it has really decreased overall. Daughter went online to review all the negative side effects and I reassured her that one. She is on low dose, she is starting later in life, so long-term cumulative effect is unlikely.

DIAGNOSES: End-stage frontotemporal dementia, BPSD i.e., aggression, care resistance and delusions, disordered sleep pattern, depression and pain management.

MEDICATIONS: Going forward, medications are ABH gel 1/25/1 mg/0.5 mL 0.5 mL b.i.d., Tylenol 650 mg at noon and 6 p.m., Lexapro 20 mg q.d., Haldol 0.5 mg 8 a.m., 8 p.m., melatonin 10 mg h.s., omeprazole q.d., and oxycodone 5 mg t.i.d.

ALLERGIES: Multiple, see chart.

DIET: Regular, thin liquids.

CODE STATUS: DNR.

Donna Potter
Page 2

PHYSICAL EXAMINATION:

GENERAL: The patient is sitting quietly, appears much older than stated age.

VITAL SIGNS: Blood pressure 138/73, pulse 85, temperature 97.7, respirations 18.

MUSCULOSKELETAL: Ambulates independently, has a slight stoop to her posture. No lower extremity edema.
NEURO: Orientation x1. She makes fleeting eye contact. She is verbal, but it is random and out of context, will refer on occasion now to this woman who is doing harm, etc. No reference at all made today where as generally it was anytime someone spoke to her and she stayed seated instead of retreating, which she will do at times.

SKIN: Warm, dry and intact.

ASSESSMENT & PLAN:

1. Medication refusal. Medications are reviewed and I have discontinued nonessential medications; her daughter is informed of this by unit nurse.
2. Hallucinations with Haldol being effective. I spoke with daughter at length about the medication and side effects that she is not on high dose and will not be on it for long term, so those concerns are really not relevant in this case and the patient is receiving benefit.

3. Lower extremity edema, this is resolved. Lasix and Effer-K changed to p.r.n.

4. Loose stools. PEG solution change to q.d. p.r.n.

CPT 99338 and direct POA contact 20 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

