


PROGRESS NOTE

RE: Mary Doyle
DOB: 06/18/1938
DOS: 11/28/2024

The Harrison MC
CC: 90-day note.

HPI: An 86-year-old female seen in her wheelchair sitting in the middle of the dining area. She was just randomly looking about and she had completed having lunch. She looked a little bit lost, but was cooperative when I spoke to her and engaged with me. Of note, the patient is quieter. She did not speak initially and then when she did, it was a soft tone voice and just random words. She was cooperative to exam, but not able to give information. Staff reports that she sleeps through the night. She is cooperative with taking medications and in general care though initially there can be some resistance at shower time. Family continues to visit on occasion. 
DIAGNOSES: Unspecified dementia with recent staging moving to severe, BPSD which has decreased as her dementia has worsened, anxiety disorder, HTN, depression, GERD, and IBS.

MEDICATIONS: Celexa 20 mg q.d., Depakote 250 mg b.i.d., Atarax 50 mg h.s., lorazepam 0.25 mg b.i.d., melatonin 5 mg h.s., Protonix 40 mg q.d., BuSpar 10 mg t.i.d., bethanecol 10 mg b.i.d. and ABH gel 1/25/1 mg/mL 1 mL b.i.d. 

ALLERGIES: PCN.
DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Lean elderly female reclining in her wheelchair. She made eye contact and was alert.
VITAL SIGNS: Blood pressure 93/60, pulse 79, temperature 97.6, respirations 16, and weight 126.4 pounds.
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MUSCULOSKELETAL: She is able to propel her chair using her feet. It go slower and she will just stop and randomly look around and has had to be transported to room or other location by staff. She has no lower extremity edema. She moves arms in normal range of motion.

NEURO: Orientation x 1. She says a few words that are random in content, not able to give information. She did not really ask questions. She smiled most of the time and was cooperative to exam. 

PSYCHIATRIC: She appears relaxed and happy. She is quiet. She does say a few words that are random in content, but was cooperative with care.

ASSESSMENT & PLAN:
1. Unspecified dementia with recent staging bringing her to the severe stage. She is not able to voice her needs, dependent on full assist for 6/6 ADLs and is more withdrawn and less interactive than previously.

2. Polypharmacy. We will decrease her BuSpar to b.i.d. for one week, then q.d. for the following week with plan to discontinue. As to sleep, she has two sleep aids to include the lorazepam at h.s. and melatonin. We will continue with the lorazepam and discontinue the melatonin.

3. Urinary retention. The patient has full urinary incontinence. We will decrease bethanechol 10 mg once daily and assess how she is doing on that after a week, then stop altogether and see if she can continue to void spontaneously.
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