


PROGRESS NOTE

RE: Doris Warner

DOB: 10/19/1932

DOS: 01/09/2024
Rivermont MC

HPI: A 91-year-old female who was cooperative with being seen. She did have a confused look on her face as she was being directed to me. Once seated, the patient looks around and she begins talking randomly. I make simple comments to her and she again starts talking in response, but I am not sure what she is saying. She smiles, touches my hand and is just very pleasant. Staff report that patient has good PO intake, she feeds herself, but they monitor how much she is eating and it is generally all that is on her plate. Her weight nonetheless vacillates between 99 and 101 pounds. She is compliant with care to include taking medications and she will sit around for activities.

DIAGNOSES: Moderately advanced unspecified dementia, gait instability; has a walker that she does not frequently use, depression, and BPSD.

MEDICATIONS: Depakote 125 mg q.d., Remeron 7.5 mg q.h.s., melatonin 3 mg h.s., prenatal MVI q.d., D3 2000 IU q.d., and docusate one capsule q.d.

ALLERGIES: NKDA.

DIET: Regular with thin liquids and one bottle of Boost b.i.d.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Petite elderly female with times of blank expression, walking randomly around the dining room.
VITAL SIGNS: Blood pressure 124/74, pulse 70, temperature 97.2, respirations 19, O2 saturation 99%, and weight 99 pounds.

NEURO: She will make eye contact when spoken to. She is verbal, but contents are random, not able to give information, unlikely she understands given information, requires assist with dressing in the morning and getting ready for bed at h.s.; otherwise, fairly independent. At times, she will take herself to toilet, otherwise is incontinent.

Doris Warner

Page 2

MUSCULOSKELETAL: Ambulates independently. She has a walker that she is encouraged to use and if it is placed in her hands that will last for about two minutes and then she is off on her own. She has no lower extremity edema. She has a slow gait and she looks around as she is walking. Moves arms in a normal range of motion, goes from sit to stand without assist.

SKIN: Warm, dry, and intact with good turgor. No breakdown or bruising.

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

ASSESSMENT & PLAN:

1. Unspecified dementia, moderately advanced. No BPSD. She does require assist with 2/6 ADLs. Staff are familiar with when she is in distress or needs help.

2. BPSD. This has been tempered with a single low dose of Depakote and it does not seem to sedate her, so we will continue. Previously, she would get agitated with people and either trying pushing them away or start yelling, that has not been seen since Depakote was initiated at the end of August.

3. Weight concerns. The patient has good PO intake. It is just that she is in routine motion, always walking around, it is difficult to get her to sit for a little bit and she does consume her Boost twice daily, so we will continue with that.
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