


PROGRESS NOTE

RE: Patsy Knight
DOB: 12/14/1941
DOS: 12/12/2024
The Harrison MC
CC: Nighttime wandering.
HPI: The patient is an 82-year-old female with advanced unspecified dementia, is seen today due to changes in her sleep pattern. The patient uses Norco 5/325 mg two tablets at h.s. and that has addressed nighttime pain and also led to her sleeping soundly through the night. It has just been over the past about six weeks that she has gone to bed, slept to a few hours and then is up wide awake and walking the halls. She is difficult to get to even sit down. She is not disruptive to other residents, but just busies herself looking at things, doing random things, and then will go to bed just an hour or two before it is time to get up and she is dragging throughout the day. In spite of her advanced dementia, the patient continues to be pleasant. She will interact with anyone and has her baby doll that she will sit with throughout the day caring for. I asked if she had any pain or having to get up to go to the bathroom that caused her to awaken at night and she did not understand the question and does not think about the fact that she is waking up and roaming around the unit. She does not remember that. Otherwise, the patient is cooperative with care, takes medications, is at each meal, and interacts with other residents but is very content just sitting by herself with one of her dolls. She has had no acute medical events or falls this past 30 days.
DIAGNOSES: Advanced unspecified dementia, HTN, HLD, history of ovarian cancer status post resection with colostomy, gait instability which  has significantly improved and she is now independently ambulatory.
MEDICATIONS: Os-Cal one b.i.d., Celexa 20 mg q.d., Depakote 125 mg q.d., Pepcid 20 mg b.i.d., Norco 5/325 mg one tablet q.a.m. and two tablets h.s., MVI q.d., propanolol 80 mg q.d., torsemide 20 mg q.d.
ALLERGIES: NKDA.
CODE STATUS: DNR.
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DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient is in the day room sitting with one of her dolls, just looking about randomly and earlier I observed her sitting in the dining room at a table with other residents. She was feeding herself and looking around, interacting with others as well.
VITAL SIGNS: Blood pressure 113/73, pulse 69, temperature 97.4, respirations 18, and weight 14.2 pounds.
RESPIRATORY: She does not understand deep inspiration, but lung fields are clear. She has no cough. Symmetric excursion.

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

ABDOMEN: Flat with bowel sounds present.
MUSCULOSKELETAL: She ambulates independently, moves limbs in a normal range of motion. No lower extremity edema and no falls. Fairly good muscle mass and motor strength.
NEURO: The patient is verbal. Speech is clear. Content is random. She makes eye contact. Affect is random. She is oriented to self. Not able to give information and unclear that she processes any given information. She is generally cooperative with care, but there are times where she can be resistant. 
ASSESSMENT & PLAN:
1. Disordered sleep pattern. This is fairly new for the patient. A trial of trazodone 50 mg h.s. will be started and we will continue with the Norco two tablets at h.s. as well. Hopefully, the patient will get to sleep with the trazodone and orders written for early awakening, that she can be re-dosed with an additional 50 mg. After about a week, we will know whether the routine initial dose needs to be increased.
2. Advanced unspecified dementia. She is stable. No significant decline though she can be a bit more withdrawn but redirectable as well.
3. Pain. It appears adequately managed.

4. GI issues. She denies any stomach pain. There is normal bowel output via colostomy.
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Linda Lucio, M.D.
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