


PROGRESS NOTE

RE: Matt Kaye
DOB: 07/18/1949
DOS: 09/23/2025
Tuscany Village
CC: Followup on behavioral issues.

HPI: The patient is a 76-year-old gentleman whose only psychiatric diagnosis is major depressive disorder; however, when initially viewing the patient and observing him, he was delusional with a lot of confusion, threatening to sue people and focused on someone who had been stabbed to death in front of the building and no one here had done anything about it which infuriated him and it was why he was going to sue everyone and then contact the police and this seemed to hit an apex that there was just no way to get him to calm down, getting him to be realistic was not even considered. On 08/25/25, the patient was prescribed quetiapine 25 mg a.m. and h.s. and then Ativan 0.5 mg q.6h. was added for anxiety. This combination appears to have subdued a lot of his agitation and his ongoing rants about people being harmed, people are going to be sued and wanting to go back to Atlanta and that we could not keep him here, etc. He does get up in the morning, comes out for all meals. He will propel himself around during the daytime and tonight as other nights I have seen, when dinner is over, he goes to his room. I did go in there tonight to check and he was already in bed though in his street clothes. I was able to examine him without him awakening.
DIAGNOSES: Advanced unspecified dementia, BPSD of delusions and hallucinations, major depressive disorder, DM II, CKD, chronic systolic CHF, HLD, HTN, BPH, GERD, generalized debility and morbid obesity.

MEDICATIONS: Unchanged from 07/21/25 note.

ALLERGIES: PCN.

DIET: Controlled carbohydrate and a renal consistent carbohydrate diet.

PHYSICAL EXAMINATION:

GENERAL: Obese gentleman in manual wheelchair that he propels around, seen going off to his room and then later sleeping soundly.
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VITAL SIGNS: Blood pressure 155/103, pulse 82, serum glucose 183.
HEENT: He has male pattern hair loss. EOMI. PERLA. He has heavy cheeks and a full chin.

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

RESPIRATORY: He does not cooperate with deep inspiration, but lung fields are relatively clear. Decreased bibasilar breath sounds secondary to body habitus. He does have some rhonchi in his mid lung fields. No cough and no evidence of SOB with propelling his manual wheelchair.

ABDOMEN: Obese, firm and nontender, could not auscultate for bowel sounds.

EXTREMITIES: Intact radial pulses. He has trace ankle and distal pretibial edema. He is weightbearing for transfer assist.

ASSESSMENT & PLAN:
1. DM II. On 07/07/25, A1c was 9.3. The patient had been on Lantus 30 units a.m. and h.s. and it was increased to 40 units b.i.d. Novolin R continued at 15 units q.a.c.

2. Major depressive disorder. The patient continues on Effexor 150 mg q.d. and Ativan 0.5 mg q.6h. routine for anxiety.

3. General care. The patient comes out for meals. He will come out on the unit intermittently quietly and get around, but he is less vocal than he used to be. I just spoke to staff who care for him during the day as well as the night and they state that he does intermittently sleep or nap whereas before he did not as much, but he will still shower, still get up, take his medications, has not had any falls secondary to sleepiness. So, we will evaluate again next week and I think it may warrant decreasing the frequency of the 0.5 mg Ativan that he receives.
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