


PROGRESS NOTE
RE: Betty Duncan
DOB: 
DOS: 01/06/2025
HPI: The patient is a 99-year-old female with advanced unspecified dementia who has been independently ambulatory, but there have been some expressed concerns about her gait instability, which can vary day to day. The patient had a fall on 01/04 she was sent to SSM and evaluated found to have a fractured left hip with bruises on her left hand and around her left eye. The patient’s daughters/POA Launa and Jordi decided that they did not want to have any aggressive interventional things done to their mother, which it is most likely that would have been deferred so she has pain management, which appears more than adequate. She is eating for now in her room and staff checks on her routinely. When I went into see her, she made eye contact and smiled. She did not speak, not clear that she knew who I was, but she was cooperative to my looking at her.
DIAGNOSES: New acute displaced transverse fracture of the left femoral neck with no other bony abnormalities noted, advanced unspecified dementia, BPSD, primarily to care resistance and agitation, sundowning improved with medical management, and insomnia.
MEDICATIONS: Depakote 125 mg q.a.m., Haldol 0.5 mg at 6 p.m. and 9 p.m., melatonin 3 mg two tablets for a total of 6 mg h.s., and tramadol 50 mg one tab q.6h. p.r.n.
ALLERGIES: SULFA.
DIET: Regular.
CODE STATUS: DNR.
HOSPICE: Valir hospice.
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PHYSICAL EXAMINATION:
GENERAL: The patient was lying in bed. Eyes are closed, but opened when I spoke to her.
HEENT: No lesions on her scalp. She does have to the left eye bruising laterally and within the epicanthal fold. Nares are patent. Dentition unaffected and at baseline. No other facial abrasions.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: Anterolateral lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Soft. Hyperactive bowel sounds. No distention or tenderness. Abdomen bowel sounds present without distention or tenderness.
NEURO: Orientation x1 possibly 2. She did not speak much at all looked at me in a couple of times nodded her head. No questions asked. She did smile after appearing a bit hesitant and I was allowed to examine her.
SKIN: Warm and dry and apart from the above noted bruising. Intact.
ASSESSMENT & PLAN:
1. An acute left hip displaced transverse fracture of the left femoral neck due to a fall occurring on 01/04/2025, in facility. Pain is managed with tramadol, which does not appear to have negative side effects. The patient has been staying in room. Staff checking on her with regularity and she has been sleeping without difficulty.
2. Behavioral issues of care resistance and agitation. These symptoms are managed with Depakote 125 mg q.a.m. for the care resistance and Haldol 0.5 mg one tablet at 4 p.m. and h.s. to manage the agitation.
3. Insomnia that is managed with the addition of melatonin 6 mg at h.s. She awakens the next day without appearing excessively fatigued.
4. Social. Family is aware and in agreement with the above and no aggressive measures are to be taken and she now has Valir Hospice on board to care for anything necessary.
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