


PROGRESS NOTE

RE: Ray Roper
DOB: 08/27/1933
DOS: 09/29/2025
The Harrison Memory Care
CC: Clarification of hospice diagnosis.

HPI: A 92-year-old gentleman admitted to the Harrison from SSM Geri-Psych Facility where the patient was admitted 05/28/25 and discharged on 06/16/25. The patient was diagnosed with severe neurocognitive disorder. On admission, I spoke with the patient’s son/POA who related that in the preceding last year and half, the patient’s behavior had notably changed. He had become more impatient, was quick to anger and unpredictable in how he would respond both physically and verbally. The patient was then placed at Quail Ridge Assisted Living Facility and it was there that behavioral issues became notable and progressed in severity. He was verbally aggressive and threatening. Physically, he was aggressive toward staff, pushing them or grabbing their arms, and then that extended to doing similar things to residents that he felt got in his way or were trying to tell him what to do and that was his perception. The patient’s diagnoses upon discharge from his extended Geri-Psych stay was major neurocognitive disorder and bipolar disorder with current manic episode. The patient’s behavioral and psychological symptoms of dementia were medically managed with benefit, but there would still be times where behavioral issues would break through. The patient tended to isolate. He would be out in a day room at the Harrison after arrival, but he would not sit with other people or interact with them and he could be abrupt with staff, but not anything physical or threatening.
Additional background information that clearly supports a diagnosis of senile dementia is that while the patient continued to drive, he ended up getting lost multiple times and from there it became clear to the family that he should not be driving and that his behavioral issues of aggression that were seen in Geri-Psych had also occurred at home and another facility that preceded Quail Ridge to the point that he was asked to leave the facility because of behavioral issues. The patient has also had episodes of TIAs. The patient began to have falls approximately three years prior to admission at home and then the AL facilities that he spent time in prior to the Harrison. 
DIAGNOSES: Major neurocognitive disorder due to vascular disease (vascular dementia), behavioral and psychological symptoms of dementia (BPSD).
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The patient has gait instability and initially was refusing to use an assistive device with resulting falls. He has now accepted the use of a walker, but does remain unsteady. Aggression is medically treated with benefit and bipolar disorder is treated with an antipsychotic.

MEDICATIONS: Depakote 125 mg b.i.d., Seroquel 50 mg h.s., ASA 81 mg q.d., Eliquis 2.5 mg b.i.d., Depakote 125 mg b.i.d., MVI q.d., and omeprazole 20 mg q.d.
ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR per POA. 
ASSESSMENT & PLAN:
1. The patient’s primary diagnosis is senile dementia of the brain supported by information provided as above.

2. Room air hypoxia. The patient began to have periods of increased gait instability where as he would previously walk independently or with a walker, he was now leaning and unstable with the use of a walker and some would result in falls. When vital signs were checked, his O2 sats were in the mid to upper 80s and the patient does not have a diagnosis of COPD. Then, there would be periods of increased confusion and O2 sats would be checked and again would be in the mid 80s and on more than one occasion, labs were checked and UA was obtained that ruled out UTI as a factor in the room air hypoxia. It came to a point then that it was determined the patient would be better served by having O2 added. So O2 per nasal cannula at 2 liters brought the patient’s O2 sats up into the low to mid 90s and it was noted that he seemed less confused though it was clear he still had advanced to severe dementia and he was less likely to try and get up and walk as that did remain unsteady, but he had more potential to walk without a fall with standby assist by staff. Again, his sats would be 90 to 94% with O2. His primary diagnosis is room air hypoxia improved with supplemental O2 per nasal cannula. The patient’s increasing gait instability has stabilized without progression since he has been on the O2. He is still monitored whenever he wants to get up and walk for any distance. Recommendation is that the patient’s diagnoses are more accurate as senile dementia of the brain and secondary diagnoses or primary comorbidity is room air hypoxia improved with supplemental O2.
Linda Lucio, M.D.
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