


PROGRESS NOTE
RE: Susie Barnes
DOB: 02/06/1944
DOS: 06/13/2024
HarborChase MC
CC: Behavioral issues.
HPI: An 80-year-old female with unspecified dementia recent staging taking her into advanced dementia with behavioral issues. Her BPSD has been variable almost on a day-to-day basis, she will be quiet and compliant, other days she is just a bit loud, resistant to care, but more commonly inserting in other patients who are resistant to care and telling staff to leave them alone, which makes the situation worse. Today, when seen, staff report that she has just been overall more resistant, acting difficult, questioning medications and refusing shower. When I saw her, she just right away asked me what I wanted and I told her I wanted to know how she was doing, she was almost coy and she said that she was fine if people will just leave her alone. Observed her getting up and walking around the facility without any difficulty I am told that she had eaten meals; when I asked her if she had eaten lunch, she said that she had, but not very much and that is what I had also been told. She denied any pain. When asked if she was sleeping, she said so-so. She has not had much contact with her son who continues in AL and was part of the problem requiring her to move to MC as he was verbally and physically abusive with her.
DIAGNOSES: Advanced unspecified dementia, BPSD with acceleration; she is being resistant to care, argumentative with staff and inserting herself into other patients’ care not taking to redirection when that occurs. Depression, HLD and nicotine dependence.
MEDICATIONS: Has recently completed nicotine patch #7 one daily. Lorazepam 0.5 mg b.i.d. routine and one h.s. p.r.n., Ubrelvy for migraine headache; samples given as directed, Lipitor 40 mg q.d., prednisone 10 mg q.d. and Zoloft 100 mg q.d.
ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Thin older female walking about the facility just quietly keeping to herself when I was observing.
VITAL SIGNS: Blood pressure 138/50, pulse 51, temperature 97.2, respiratory rate 16, and O2 sat 99% RA. The patient is 5’4”, weighs 115 pounds, BMI is 19.74.
CARDIAC: She has a regular rate and rhythm. No murmur, rub or gallop.

MUSCULOSKELETAL: Ambulates independently. Generalized decreased muscle mass fair motor strength. No lower extremity edema. Moves limbs in a normal range of motion. No recent falls.
NEUROLOGIC: Orientation x 1 to 2 self and Oklahoma. Her speech is clear. She can be tangential. Generally, not able to give information and does not retain information she is given and generally only understands limited portions. Affect is generally bland, occasionally will smile.
ASSESSMENT & PLAN:
1. BPSD etiology unclear. We will do a UA with C&S to rule out infectious component and treat accordingly. She is not on any behavioral medication at this time. She was seen on 05/08/2024, by the PA for her cardiologist, but PA’s name is Rhonda Coleman-Jackson and that visit discontinued Topamax, Norco, Tylenol and Lipitor. We will continue those medications until they are out.
2. General care. We will speak with her daughter/POA, just letting her know what is going on with her and I think that there is also some difficulty in understanding the progression of her dementia.
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