


PROGRESS NOTE

RE: Marvele Evetts

DOB: 06/03/1948

DOS: 03/02/2023

HarborChase MC

CC: Anxiety and restlessness.
HPI: She is independently ambulatory so generally is moving around. She likes to “help” other residences by either trying to get them in a chair or help them at mealtime which is disruptive and annoying to the other residents requiring everybody get redirected. When seen on 03/02, the patient’s daughter Christie was present and upset as she and her sister had a camera placed in patients’ room and they witnessed what they considered aggression and abuse directed toward their mother by a staff member and that staff member was rounding with me. I was aware that they were upset with the staff member but I had not know the full extent of what occurred it was been addressed by the ED. In the room, daughter expressed her concerns about knowing that her mother has dementia however that she is able to communicate that she has a good appetite and is social but while those things are true I had to bring up the fact that at times being social can be disruptive and not something welcomed by other residents so repeated redirection has to be done. Also that her mother is not is a communicative as they think she is regarding her needs. The patient is currently on Haldol 0.25 mg q.a.m. and 0.5 mg at 4 p.m. that has been a benefit however there do continue to be the behavioral issues without sedation or change in her baseline cognition. Daughter sat with me privately after we examined her mother and she was able to express her concerns and other feelings regarding how her mother is perceived and/or treated by certain staff and I reassured her that the goal was to help patients function at their optimum for as long as they can and that they should all be treated with respect.

DIAGNOSES: Late onset Alzheimer’s disease, BPSD as above, anxiety disorder, depression, and seasonal allergies.

DIET: Regular.

CODE STATUS: DNR.

ALLERGIES: NKDA.
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MEDICATIONS: Haldol 0.25 mg q.a.m. and 0.5 mg at 4 p.m., Celexa 10 mg q.d., and Allegra 180 mg q.d. p.r.n.

PHYSICAL EXAMINATION:
GENERAL: The patient frail, did appear detached from environment and random verbalizations.

VITAL SIGNS: Blood pressure 112/67, pulse 57, temperature 96.7, respirations 18, and weight 121.4 pounds.

NEURO: Orientation x1. Generally speech is clear but it is random and tangential. Occasionally able to communicate a need otherwise it is random talking and can be difficult to redirect.

MUSCULOSKELETAL: She is thin and independently ambulatory in frequent motion. Moves all limbs in a normal range of motion. No LEE.

SKIN: Warm, dry, and intact with good turgor.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness. I checked the umbilical and inguinal areas for potential hernia. Daughter had expressed concerns at patient’s abdomen may hurt because of that but there were no protrusions around the ventral area or bilateral inguinal areas.

ASSESSMENT & PLAN:
1. Dementia with BPSD. She has end-stage dementia while she may remain ambulatory. She really is dependent for direction and care and all ADLs and what is perceived as trying to help perhaps by the patient needs to be redirected as it may interfere with other patients care. Depakote 125 mg q.a.m. is started and will adjust dose as need indicated hopefully that will help with redirecting some of the behavioral issues that were seen.

2. Social. Spent time listening to daughter some of her frustrations and concerns which I also discussed with the ED who is going to speak with family as well.

CPT 99350 and direct POA contact 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

