


PROGRESS NOTE

RE: Sherron Evans
DOB: 01/07/1940

DOS: 04/11/2025
Radiance AL

CC: Met with husband.

HPI: An 85-year-old female with advanced dementia who approximate three months ago started with BPSD of agitation and verbal aggression directed toward other residents and staff given those issues low dose Depakote 125 mg daily was started and there was limited benefit seen without any sedation or compromise to her baseline cognition. Depakote was then increased to 125 mg a.m. and h.s. on 04/01 and she has done well on it and there is notable decrease in agitation or resistance to care or direction and again no sedation or decrease in her baseline cognition. On 01/24, x-ray of right hip was done secondary to pain complaints that was not alleviated by ibuprofen 400 mg q.6h p.r.n. and this had been in place since admit at the request of husband. Tramadol 25 mg b.i.d. was started on 02/01 and continues in place. Husband states that she does not seem to have any pain and feels that the tramadol can be stopped as it is no longer needed. I pointed out that the pain may be decreased because she is taking the tramadol he does not see it that way. He then states that I will then stop the tramadol as she no longer needs it and I told her she may no longer have pain because of the tramadol being taken. While he was upset that he had not been consented on the medications that she was taking. I told him that that is not necessarily something I do each time a patient is placed on medication and that anything that has started is with the intent of improving the life and/or quality of life for the patient. For patient, she has had no negative outcome and has had benefit in taking the edge of her aggression or irritability with the Depakote and using her arthritic pain with a tramadol. I think clearly the underlying issue is the lack of control the patient has had in this situation. The patient was in her room for a while and then was transported out by her husband during the day time to go to meals or to sit in an activity, staff have to transporter. She is no longer able to independently weightbear or propel her manual wheelchair either using her feet or hands. Unfortunately, there have been no falls.

DIAGNOSES: Advanced to severe Alzheimer’s disease, polyarthritis in particular hip with significant pain, anxiety disorder, depression, CAD, GERD, urinary incontinence, and gait instability requires a wheelchair full-time.

MEDICATIONS: Wellbutrin 150 mg q.d., melatonin 10 mg 7 p.m., ibuprofen 200 mg two tablets q.6h p.r.n., antihistamine q.4h p.r.n., tramadol 25 mg b.i.d. has been taken as up to today she is now out of the medication, and Depakote 125 mg a.m. and h.s. has been taken as of today and will be at husband’s request.
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ALLERGIES: CODEINE.

CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient was observed being transported in her manual wheelchair. She was quiet looking about and then later sitting by herself around other residents while her husband when I was speaking.
VITAL SIGNS: Blood pressure 132/68, pulse 70, temperature 97.1, respirations 16, and weight 155 pounds.

MUSCULOSKELETAL: The patient is weightbearing for transfer assist then transported in manual wheelchair. She does not propel it. She has adequate upper body strength to hold utensils and drinking glasses. She has trace ankle edema.

SKIN: Warm, dry, and intact with fair turgor.

NEURO: Orientation x1-2 recognizes family soft-spoken and says a few words at a time it varies whether she can make her needs known and unclear that she understands information given.

PSYCHIATRIC: She is quiet and appears detached interaction with others is overall decreased. She does not initiate interaction but there are a couple of residents that do with her.

ASSESSMENT & PLAN:

1. Pain management. The patient had identified musculoskeletal pain and given the inadequacy of ibuprofen to cover her pain. Tramadol 25 mg b.i.d. introduced and appeared to do well for patient. There are no negative side effects and as per husband’s comments today that she was not having any pain thus questioning why she would be on pain medication. The fact that the medication may have caused the pain relief appeared to be missed on him. As the medication is out today and husband does not want it renewed. We will not refill medication.

2. Behavioral issues. The agitation and resistance displayed when came to care or interaction with others was tempered with again low dose Depakote and no negative side effect of sedation or compromise of her baseline cognition. But husband states that she appears to be doing well and was adamant that she had not taken the Depakote when in fact she has been receiving it since 04/01/25 with observed benefit per report of different staff members. It appeared that lack of control in the situation was distressing to patient’s husband.
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3. Social. Sat with Mr. Evans and heard clearly what he felt and thought and what his wishes are. There is also a need for letter to be written on behalf of patient and an insurance policy he gave me a copy of the letter he received so that I could use that I guess as of reference for getting together a letter on patient’s behalf. Another issue occurred, there is a another female resident who is always seeking out Mrs. Evans and appears to have some influence in her behavior to the point of behavioral problems and Mr. Evans clearly was annoyed by this resident he wanted us to get up and move were we were sitting because she kept coming over to him and then later when the DON after Mr. Evans had stated that she was quite a problem for him and the family that DON will take action to decrease that and he very quickly snapped back and loudly said that he would take control of it and he would handle it. So the patient conversation ended and he went to patient’s room transporting her in wheelchair.

CPT 99350 and direct POA contact 45 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

