


PROGRESS NOTE
RE: Allison Edwards
DOB: 09/21/1947
DOS: 05/22/2024
Rivendell AL
CC: Increased pacing, insomnia. The patient will be moved to Memory Care Unit on 07/14.
HPI: A 76-year-old female with advanced vascular dementia. She had had a period of progression, then plateaued and now has had increased progression with a return to pacing, which she states that she just cannot stop, she gets up in the morning and just starts walking around the facility without stopping and then does the same thing in the evening. She has also had incontinence, but that has increased to where she will just go all day without changing her brief, staff have had to stop and have her go with them into a room and have her change. She does not want anyone doing it for her, but she requires assistance with BMs and cleaning up herself. She has lost touch with her level of incontinence and thinks that she is okay going all day without changing. Personal care has also been an issue. She has alprazolam 0.5 mg premed on Tuesday and Friday before showers. It has been effective up to a point where recently new staff have not pressed the issue, so I am reminding them that she has to be showered twice weekly and what those days are. I asked her if she had noticed that any depression that maybe has increased, she was quiet and did not say anything and then she shrugged her shoulders and said “yes, may be” and I told her that I think she probably has noticed it and just did not want to say anything and she nodded her head yes and was quiet.
DIAGNOSES: Advanced vascular dementia with recent staging, atrial fibrillation, HTN, hypothyroid, GERD, incontinence of bowel and bladder, insomnia, depression and OCD type behaviors such as pacing.
MEDICATIONS: Alprazolam 0.5 mg 9 a.m. and 6 p.m., ASA 325 mg q.d., Haldol 0.25 mg 9 a.m. and 4 p.m., levothyroxine 100 mcg q.d., Protonix 40 mg q.d., Zoloft 50 mg q.d. will be increased to 100 mg q.d., p.r.n. Tylenol and p.r.n. SLNTG, which has not been used in six months.
ALLERGIES: NKDA.
DIET: NAS.
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CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: The patient was alert, quiet, made eye contact while I was talking to her.
VITAL SIGNS: Blood pressure 122/71, pulse 75, respiratory rate 16, and 143 pounds.

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

RESPIRATORY: Normal effort and rate, Lung fields are clear without cough.

MUSCULOSKELETAL: She ambulates independently. She has had no falls. No lower extremity edema.

NEURO: Orientation x 2 to self and Oklahoma. She is quiet. She generally watches people when she is at dinner or in an activity. She appears to be more animated and listening to others. Her speech is clear. When I ask if she understands, she will say yes and if I ask her to repeat what I have just said, she then has difficulty doing that and I told her it is okay to not understand what I am saying, but if she lets me know maybe I can break it down so that it is clear.
ASSESSMENT & PLAN:
1. Increased pacing and noted signs of increased depression, which the patient acknowledges. I am going to continue her on Zoloft, which addresses depression, anxiety and OCD type behaviors such as pacing, so Zoloft was increased to 100 mg q.d. and we will follow up with her in two weeks and see how she is doing.

2. History of GERD. She is on both 40 mg of Protonix and 40 mg b.i.d. of Pepcid. I am going to hold the Pepcid, see how she does without it for a week; if she does not notice any difference, then we will discontinue that and, as it exceeds what the normal dosing is anyway I allowed room for it at that dosage as family insisted that that is what she needed.
3. Insomnia. I am writing for hydroxyzine 50 mg h.s. We will see if that is adequate; if not, we will increase it to 100 mg.
4. Medication review. Aricept is no longer of benefit, so we will discontinue the order once the current supply is out and discontinue SLNTG as it has not been used in six months.
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