


PROGRESS NOTE

RE: Winifred (Bee) Delbridge
DOB: 07/12/1931
DOS: 02/26/2024
Rivermont MC
CC: Increase sundowning.

HPI: A 92-year-old female with advanced unspecified dementia recent staging and sundowning, which has been treated with low-dose Ativan, no longer effective as it has progressed lasting longer and being more agitated. The patient has started exit seeking, looking at doors and trying to push against and to see if that would open and when the door between memory care and the remainder of the facility was opened, she tried to get out until she was stopped and she acknowledged that she was trying to get out. She continues to go out on Wednesdays with her daughter to a “ball” and its actually using one of those devices with children but she still able to make the movement to push it off the thing and down the lane and they have lunch together afterwards. When I have asked her about it she does not remember any of it. She was uncooperative to being seen although she was participating in an afternoon activity I was still able to talk to her before and then after.
DIAGNOSES: Advanced unspecified dementia with recent staging, sundowning with increased behavioral issues, hypertension, hyperlipidemia, osteoporosis, urge incontinence, and pill dysphasia.

MEDICATIONS: Artificial tears OU t.i.d., Aveeno lotion q.a.m. and h.s. to body, cranberry gummy q.d., Debrox every other Monday both ears, enalapril 15 mg at 1 p.m., Toprol 100 mg q. a.m., and verapamil 180 mg ER at 7 p.m., eye capsules q.d., Icy Hot cream to right knee q.d., triamcinolone cream to scaly areas q.d., and lorazepam 0.25 mg at 4 p.m. dose will be increased to 0.5 mg.
ALLERGIES: NKDA.

DIET: Mechanical soft.

CODE STATUS: DNR.
Winifred (Bee) Delbridge
Page 2
PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed as usual with hair done. Walking around the dining area just looking at other residents and then later participating in an activity.

VITAL SIGNS: Blood pressure 175/84, pulse 74, temperature 97.8, respirations 18, O2 saturation 99% and weight 139 pounds.

CARDIOVASCULAR: She had regular rate and rhythm without murmur, rub, or gallop.
RESPIRATORY: Decreased effort, so mid upper lung fields are clear. No cough, symmetric excursion.

ABDOMEN: Protuberant, nontender. Hypoactive bowel sounds present.
MUSCULOSKELETAL: She is ambulatory with the use of a walker. No recent falls. Trace lower extremity edema, requires assist with seating and then standing up.
NEURO: When I spoke to her she makes eye contact, she always got smile on her face and was watching me speak and when I asked for a response it was clear she did not know what I was talking about just very basic 2 to 3 word questions. She could give a slight yes or no. Orientation is x1 and significant decline in short-term memory and continued progressive loss of long-term memory. The patient remains as social and enjoys being around other people.
ASSESSMENT & PLAN:
1. Sundowning. Alprazolam 0.5 mg at 4 p.m. and I am adding a p.r.n. 0.5 mg of lorazepam x2 daily.
2. Hypertension. Review of the patient’s blood pressures from morning and evening show systolic pressure greater than 150 and diastolics are all less than 90 most likely this reading is taken before she gets her medication as they are checked at 7 a.m. as noted her later in the day blood pressures have systolic pressures all less than 150 and diastolics all less than 90, so medications effective after at least an hour being taken and so recommend that blood pressures simply be taken in the late afternoon early evening.
3. Pill dysphagia. There is medication crush order and staff will let me know if there are those medications, which cannot be crushed or medications that despite being crushed she is not able to get down and will review for discontinuing nonessential medications.
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