


PROGRESS NOTE

RE: Roslyn Mainville
DOB: 03/11/1936
DOS: 01/08/2025
The Harrison MC
CC: Increased aggression, grabbing staff and medication refusal.

HPI: An 88-year-old female observed in the dining area. She was in her wheelchair sound asleep, leaning to the left. It was clear that she was not going to fall, so staff left her alone as she had been aggressive, irritable and difficult to deal with all day. The patient has end-stage Alzheimer’s dementia and has a history of behavioral issues to include aggression. However, her behavioral issues were managed with ABL gel and Depakote. In the last four to five days, she is refusing to take her medication, will spit it out or will rub off the ABH gel. Today, and a couple of days ago, she reached up to grab the med-aide’s neck, making contact when she was giving her medication. When agitated, the patient is not redirectable and will target whosever in her site. When I had spoken with her after the fact, she has no recollection of what she has done. I spoke with staff regarding the timing of her current medications and the behaviors that they have seen so that I could address BPSD in the most effective manner. Another issue is that the patient’s son/POA Pierre Mainville has not been in contact with his mother for at least four months; attempts to contact him by the facility have not received an answer or a return call. He also has not paid the rent or the pharmacy bill in about four months.
DIAGNOSES: Severe Alzheimer’s dementia, BPSD in the form of physical aggression and difficulty redirecting, HTN, HLD, osteoporosis and weight loss.

MEDICATIONS: ABH gel 1/25/1 mg/mL 1 mL at h.s. and 2/25/2 mg/mL 0.5 mL topically b.i.d. p.r.n., Zoloft 25 mg q.d., losartan 100 mg q.d., Norco 5/325 mg q.6h., and Senna Plus one tablet q.d. 
ALLERGIES: ASA and HONEY.

DIET: Low sodium with protein drink q.d.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Frail elderly female sleeping for over an hour in a wheelchair.

VITAL SIGNS: Blood pressure 159/97, pulse 71, temperature 97.8, respirations 16, and weight 107.8 pounds.

RESPIRATORY: Cooperates with deep inspiration. Lung fields are clear. No cough and symmetric excursion.

CARDIAC: Irregular rhythm at a regular rate. No murmur, rub or gallop.

ABDOMEN: Scaphoid. Hypoactive bow sounds present.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength, leans when she is in her wheelchair and today was to the left. She can propel with her feet. She has trace ankle edema. She moves arms. She is able to self transfer. No recent falls.

NEURO: Orientation x 1, occasionally 2. Speech is clear. She makes eye contact. She can be very pleasant and then when she is angry, there is no explanation for it and she is not redirectable nor is she apologetic for her acting out. 
SKIN: Thin, dry and intact. A few scattered bruises that she can account for, but no breakdown.

ASSESSMENT & PLAN:
1. BPSD. Physical aggression has increased and it has been explained to her that it is not acceptable, so her ABH gel which had been 0.5 mL t.i.d. is now increased to 1 mL in the morning, 3 p.m. and h.s. with a p.r.n. schedule to continue also at 1 mL b.i.d. and the dosing of the ABH gel – the first dose will be while she remains in bed between 6 and 7 a.m. and then 1 mL at 1 p.m. and 6 p.m. and Depakote 250 mg will be given q.a.m.
2. Social. I spoke with the ED regarding essentially abandonment on the part of the patient’s son/POA and what measures can be taken so that the patient will have some place to live once it is clear that she will no longer be able to remain here. Moves to qualify her for Medicaid are started and with the hopes of then finding a nursing home for her. 
3. Social. Discussion regarding looking into nursing homes covered by Medicaid and that is 20 minutes.
CPT 99350
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
