


PROGRESS NOTE

RE: Oscar Earle
DOB: 12/06/1948
DOS: 06/05/2025
Radiance MC
CC: Behavioral issues.
HPI: The patient is a 76-year-old gentleman with moderate to severe dementia vascular in nature. He is seen today in his room where he is lying in bed awake and just calling out. He had been quiet until he heard me walk into his room and then he began calling for help. When I asked him what he needed help with, he did not have an answer but just kept calling out. Staff reports that they do get him up to come to the dining room and he is generally able to feed himself and he will usually be fairly appropriate. He becomes impatient sitting up in the activities area with other residents when either there is a movie on or some activity that they are trying to get them to engage in. He is not someone who will have conversation with the other residents. So when he starts getting fussy, trying to take him to the side to occupy him with something is attempted generally he will want to be back in his room and then he is quiet. He has had no falls this past week. His p.o. intake has been fair, but he has had increased verbal aggression directed both to staff and residents. He also becomes emotional readily and there is no consoling him or talking him through it. He is focused on the fact that he is going to leave here. He is going to move home though he does not specify where that is or he is going to get some property and live out there with some friends and again do not know who those are. At this point, the patient’s life he has a nephew and niece-in-law who are his POAs. The remainder of his family he has alienated accusing them of trying to steal his things and mistreating him etc., and this was all the beginning of his dementia and related behaviors. When seen today, the patient was quiet. He saw me and then he started just talking randomly and then wanted to know when I was can help him get his car key so that he could leave. I did not answer that question and he was initially interruptive when I was trying to examine him. He continues to receive wound care for his bilateral feet/toe issues.
DIAGNOSES: Moderate to severe dementia, BPSD, yelling out, disruptive, does not follow directions, paroxysmal atrial fibrillation, CAD, HTN, CKD stage IIIB, and aortic stenosis.

MEDICATIONS: Haldol 1 mg t.i.d., Seroquel 100 mg at 1 p.m., Depakote Sprinkles 250 mg h.s., omeprazole 40 mg sprinkled in applesauce and administer to the patient, phenytoin liquid 125 mg/5 mL so 8 mL b.i.d. to equal 200 mg, Ativan 0.5 mg q.6h. p.r.n., ABH gel 0.5 mL q.4h., Roxanol 20 mg/mL 0.5 mL 8 a.m., 2 p.m., 8 p.m. routine, melatonin 6 mg h.s., Cardura 2 mg h.s., Plavix q.d., Coreg 6.25 mg b.i.d., Lipitor 40 mg h.s., and ASA 81 mg q.d.
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ALLERGIES: CODEINE and AMITRIPTYLINE.

DIET: Low-carb with chopped meat.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: The patient is lying in bed. He started calling out when he heard someone walking in and he made eye contact and just began randomly talking.

VITAL SIGNS: Blood pressure 159/71, pulse 74, temperature 97.7, respirations 14, O2 sat 96%, and weight 139 pounds.

RESPIRATORY: Decreased bibasilar breath sounds secondary to effort. Lung fields are relatively clear. No cough and symmetric excursion.

CARDIAC: He has an irregular rhythm at a regular rate without murmur, rub, or gallop.

MUSCULOSKELETAL: He can reposition himself in bed. He is non-weightbearing due to sores on his feet. He has decreased neck and truncal stability, seated in a wheelchair not able to propel it. He has trace to +1 edema of both legs. It varies, does improve some after lying down.

NEURO: He is oriented to self and Oklahoma. His speech is clear, it is random and tangential. He is unrealistic about his ability to care for himself and what he is going to do, impatient and becomes difficult to deal with when he is not getting his way. He becomes louder and angry and his ability to interact with others is limited.
SKIN: The lesions on his toe where he had blood blisters and crusty tissue has decreased.
PSYCHIATRIC: He has poor judgment and limited insight. He is reactive when he does not get his way and has grandiose plans without any ability to make them occur.

ASSESSMENT & PLAN:
1. Bilateral lower extremity blood blisters and skin breakdown. Continue with wound care and dressings are placed as need to determine by WC. This is also followed by hospice.
2. Behavioral issues. Adjustments in his behavioral medications are increasing his Haldol to 1 mg t.i.d. and adding Seroquel 100 mg at 1 p.m. I tried decreasing some of his medications and see how he would do and his behavior became worse. So we will evaluate in the next couple of weeks.

3. General care. I am ordering a CMP and CBC.
CPT 99350
Linda Lucio, M.D.
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