


PROGRESS NOTE
RE: Kenneth Reynolds
DOB: 06/17/1938
DOS: 03/25/2024
Rivermont MC
CC: Dementia progression with BPSD.
HPI: An 85-year-old male with advanced unspecified dementia, recent staging about six weeks ago. The patient now will wander the hallways of one and to the other more frequently at random times of day. He also will check doors and if it is open, he will go into the room, wander around. Staff have now learned to watch him and intercept before he can do that. He will put up a bit of a fuss, but he is redirected to go to his own room. Today, he was walking down the hallway when he saw us and I told him that I wanted to talk to him, he was a little hesitant, but then he came back to his room. I asked how he was doing and then he started talking and it was random and I had no idea what he was referencing. Basic questions sleep, appetite etc., he told me that he sleeps good, he denied pain and he goes to every meal. I asked about the wandering into other residents’ rooms as well as the pacing and he did not have an answer, he just had a blank expression on his face, but he was cooperative to letting me see him and it is clear that incontinence has been increasing for both bowel and bladder. When I was examining him, it was clear that he had had a BM in his brief without being aware of it.
DIAGNOSES: Advanced unspecified dementia, BPSD in the form of pacing in the hallways and then will go down hallways checking doors to see if they are unlocked, he will enter and just go into the patients’ rooms until staff can get him out, dry eye syndrome, bilateral lower lid ectropion and sundowning.
MEDICATIONS: Unchanged from 02/26/2024, note.
ALLERGIES: NKDA.
DIET: Regular with thin liquid and protein drink at 2 p.m.
CODE STATUS: DNR.

Kenneth Reynolds

Page 2

PHYSICAL EXAMINATION:
GENERAL: The patient is tall. He still has some weight on him.
RESPIRATORY: Normal effort and rate. He has a decreased depth of inspiration, but lung fields are clear without cough and symmetric excursion.

CARDIAC: Regular rate and rhythm. No murmur, rub or gallop.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Ambulates independently. He has fair muscle mass and motor strength though decreased from his baseline. He still moves arms in a normal range of motion and had no lower extremity edema. He can go from sit to stand without assist. There is a bit more stoop in his posture like hunching over.

NEURO: Orientation times one. He makes eye contact when he is spoken to or he speaks to someone. The content can be random and tangential. He is not really able to voice his need. He is not particularly social, but if he is seated or standing and someone comes up to him, he will let them talk to him.
ASSESSMENT & PLAN:
1. BPSD. He paces and that has been going on for several months and now is added going into residents’ rooms if he can get in. He can be redirected by staff out of the room, but it is clear he does not like it.
2. Sundowning. The patient currently has Haldol 1 mg at h.s., but given that sundowning has increased and the previously noted behavior going into residents’ rooms, I am increasing the frequency of 1 mg Haldol to 11 a.m., 4 p.m. and 9 p.m. if he is sedate or his gait is unsteady, we will cut it back to 4 p.m. and 9 p.m.

3. Red eyes. This was noted after I had seen him initially. When asked if his eyes are bothering him, he did not seem to have an answer and I asked if they itched or felt dry, he said yes, but it does not look like he has had any drainage with matting. So, Visine Allergy Eye Drops and it will be two drops per eye q.a.m. and 2 p.m.
4. Weight issues. The patient has lost 2 pounds in the last 30 days. We will continue to monitor. He has had overall decrease in his p.o. intake and the increase in his pacing is also a factor in his weight issues.
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Linda Lucio, M.D.
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