


PROGRESS NOTE
RE: Robert Haddican
DOB: 02/28/1930
DOS: 02/28/2024

HarborChase MC
CC: Transition to MC and medication issue specifically Haldol.
HPI: A 94-year-old gentleman with advanced vascular dementia was moved from AL to MC on Monday the 02/26/2024. The patient appears to be acclimated to the facility. His son/POA Tim states that he is happy with the care his father is receiving there. He gets more attention and feels better about that. The patient previously in AL had numerous falls because he would try to get up on his own and always landed on the ground, so skin tears, head bumps, ER visits, etc. On 02/27/2024, I was notified that the patient had been receiving 10 mg of Haldol as opposed to the 1 mg of Haldol, which I had ordered months ago and that he has been on for some time. It is unclear how the mistake happened. I did not write an order to my knowledge. The hospice nurse did not write a new order for 10 mg and I find out that the patient has been on the 10 mg seven days from yesterday the 02/27/2024. The comment that it appears to have helped him because all he does is sleep now. So, I see that at least there are the behavioral issues or him trying to get up and walk and falling, but nonetheless a medication error. I have spoken to the DON and she is investigating and addressing where the problem came from or the mistake was made.
DIAGNOSES: Advanced vascular dementia, gait instability requires a manual wheelchair and requires transfer assist as he is unable to do so, bilateral lower extremity edema chronic issue but improving, peripheral neuropathy, and BPSD. The patient can be demanding and stubborn and will abruptly do what he wants.
MEDICATIONS: Tramadol 50 mg t.i.d. routine with Tylenol 500 mg two tablets q.6h. p.r.n. for breakthrough pain, NTE 3000 mg q.d., ABH gel 2/25/2 mg/mL b.i.d., ASA 81 mg q.d., Voltaren gel to both knees b.i.d., Proscar q.d., Lasix 40 mg q.d., levothyroxine 75 mcg q.d., KCl 10 mEq q.d., Senna two tablets q.d., and Flomax q.d.

ALLERGIES: NKDA.
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CODE STATUS: DNR.

DIET: Regular.

HOSPICE: Valir.
PHYSICAL EXAMINATION:
GENERAL: The patient was sleeping soundly in his room. We did not awaken to cursory exam.
VITAL SIGNS: Blood pressure 121/81, pulse 57, temperature 98, respiratory rate 18, and 170.8 pounds.
RESPIRATORY: He has a normal effort and rate. His lung fields are clear. No cough. Symmetric excursion.

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

ABDOMEN: Slightly protuberant and nontender. Bowel sounds present.
MUSCULOSKELETAL: Intact radial pulses. He has trace lower extremity edema, ankles and distal pretibial.
SKIN: He has various bruises, skin tears and healing stages with eschar formation.
ASSESSMENT & PLAN:
1. Transition from AL to MC. I think it will be much better for the patient and he will do well. Family is happy with it to date and we will see how he is when he is in his normal level of alertness.

2. Medication issue. He is not receiving the 10 mg of Haldol at this time. We will give a few days what to get out of his system and then we will continue with the Haldol he was receiving. Before he was getting 1 mg, but clearly it is benefiting from a higher level. We will increase it to 2 mg b.i.d.
3. Social. I spoke with son//POA about all of the above.
CPT 99350 and direct POA contact 15 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

