


PROGRESS NOTE

RE: Betty Duncan
DOB: 11/21/1925
DOS: 12/09/2024
Jefferson’s Garden AL
CC: Continued decline and routine visit.
HPI: A 99-year-old female who I had observed walking down the hall going to her room. She was at one time using a walker and then next walking independently and she was steady and upright. When I saw her today in her room, she had a walker in the corner and it appears to have been used. She was actually cooperative and engaging for a short period of time. I asked her some basic questions and she had difficulty answering and just kind of gave random comments as to Christmas coming up and what did she like to do. Staff report that her behavior is more manageable, she is not pacing incessantly and not irritating to other residents.
DIAGNOSES: Advanced unspecified dementia, BPSD of care resistance, agitation, now medically managed, sundowning medically managed and insomnia.
MEDICATIONS: Depakote 125 mg q.a.m., Haldol 0.5 mg at 6 p.m. and 9 p.m. and melatonin currently at 3 mg; we will increase to 6 mg h.s.

ALLERGIES: SULFA.
DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient was well groomed, seated quietly and she was more interactive than I have seen in some time.
VITAL SIGNS: Blood pressure 110/68, pulse 78, temperature 97.4, respirations 20, O2 saturation 96%, and weight 121.4 pounds.

NEURO: Her speech was clear. She kind of just talked openly about different things. I asked her a couple of questions and she answered them. She did not ask anything of me and she gave just brief answers to basic questions. Her affect appeared that she was thinking at times as she was talking and just seemed relaxed overall.
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MUSCULOSKELETAL: I observed her walking earlier with her walker and she takes very small shuffling steps at a fast pace and has to be redirected to slow down. No lower extremity edema. Moves arms in a normal range of motion. Good grip strength.

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

RESPIRATORY: Normal effort and rate. Directed to take deep inspiration and she was able to do that. Lung fields clear. No cough.

PSYCHIATRIC: She was quieter, but more appropriately interactive and did not just make it known that “I don’t want to talk, leave me alone,” she kind of stayed on topic, which was an improvement.
ASSESSMENT & PLAN:
1. Unspecified severe to end-stage dementia. She does not seem distressed. She requires a lot of monitoring and redirection and the goal is just to keep her physically safe and treat any pain or discomfort.
2. Insomnia. I am increasing melatonin to 6 mg to be given at 7 p.m. allowing for the two-hour metabolic conversion.
3. BPSD. Haldol is 0.5 mg at 4 p.m. and 8 p.m., this is effective for this sundowning and no next day drowsiness, which was happening with the 1 mg Haldol at each time. There is not that side effect with the 0.5 mg and we will continue as is.
4. Social. I will try next visit to get a hold of family member; previous attempts have not been successful. Staff have been able to talk to them on occasion.
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