


PROGRESS NOTE

RE: Bee Delbridge
DOB: 07/12/1931
DOS: 03/25/2024
Rivermont MC

CC: Sundowning.

HPI: A 92-year-old female who was out earlier today on her Monday bowling outing with her daughter returned after lunch and was seen in her room. She was intently watching a program, but could not tell me what it was about when I asked. She was cooperative to being seen, talked a little bit, some was giving the information and then other comments that were random. She has had no falls this past 30 days or ER visits.
DIAGNOSES: Advanced unspecified dementia with recent staging, sundowning with anxiety and agitation evident, hypertension, hyperlipidemia, osteoporosis, urge incontinence and pill dysphagia.
MEDICATIONS: Artificial tears OU t.i.d., Aveeno lotion a.m. and h.s. to body, cranberry gummy one q.d., Debrox two drops OU every other Monday, enalapril 15 mg at 1 p.m., Toprol 100 mg q.a.m., verapamil ER 180 mg at h.s., ICaps q.d., Icy Hot cream to right knee q.d., TCM cream to affected scaly areas of scalp and skin t.i.d., and lorazepam 0.5 mg at 4 p.m.
ALLERGIES: NKDA.
DIET: Mechanical soft.
CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: The patient was seen in room. She was alert and though she was watching a TV program, was agreeable to turning the TV off so that we could visit.
VITAL SIGNS: Blood pressure 195/79. Pulse 65. Temperature 97.4. Respirations 17. O2 saturation 98%. Weight 136 pounds.
HEENT: Her hair has grown out some and I told her it looked good and it made her look a little different. Glasses were in place. Sclerae clear. Nares patent. Her lipstick on as usual.
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NECK: Supple with clear carotids.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub or gallop.
RESPIRATORY: She has a normal effort and rate. No cough, symmetric excursion.
GU: The patient has had an increase in her urinary incontinence, is wearing an adult brief. No evidence of infectious etiology. I will just continue to monitor and she is wearing adult briefs that situation is addressed. I asked if she felt either more confused or agitated around dinnertime or a little after and she kind of smiled, I do not think she understood the question and I told her it was okay.

MUSCULOSKELETAL: She ambulates with a walker. She uses it properly, is steady in her gait. She does have trace to +1 lower extremity edema. She had short socks on that were tight and there was a significant indention in her lower legs from the sock. Told the patient that we can adjust the tightness of the sock with a small slit at the top which will still maintain its elasticity.
NEURO: She makes eye contact and smiles that is her most common expression is to smile. She says just a few words at a time when spoken to, often cannot give information, cannot express her needs and it is unclear of what is said or asked is understood. Orientation is x1 to 2.

SKIN: She does have some scaliness noted along her forehead and scalp and the skin did not appear red or irritated.
ASSESSMENT & PLAN:
1. Hypertension, controlled at this point, is suboptimal. I am increasing midday enalapril to 20 mg and, after review of BP checks in two weeks and if still elevated, then can increase to 40 mg at 1 o’clock.
2. Sundowning. Lorazepam 0.25 mg is now at 10 a.m., 3 p.m. and h.s. We will monitor benefit versus continued behavioral issues.
3. General care. She is due for annual labs, so CMP and CBC ordered.
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Linda Lucio, M.D.
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