


PROGRESS NOTE

RE: Oscar Earle
DOB: 12/06/1948
DOS: 05/29/2025
Radiance MC
CC: Breakthrough pain and delusions.

HPI: A 76-year-old gentleman with advanced vascular dementia and BPSD which includes delusions, care resistance and anger outbursts when not getting way. The patient has had gradual introduction of medication which has helped to temper some of the behavioral issues. He is on ABH gel 0.5 mL q.4h. and he is clearly having breakthrough delusions that determine his behavior if he does not get his way according to his delusions. Today, when I went into see the patient, he was lying in bed. He had had a staff member with him doing personal care and then I went in, he began talking to me about how he was going to get his car keys so that he could find his car and went on and on about this that I should contact his brother so that he can figure out where his car keys are so that he can leave and get back home. He asked me if he could walk. So, he is aware that he has got issues with his feet for which he is receiving wound care and I told him that while his feet appeared to be getting better to start walking on them would cause the cracking of the dried-up wounds that are currently in the healing process. I told him it would be starting over again which means having to stay here. He then started telling me about people he knows who got in prison because of selling drugs and that was someone he needed to get away from and not live near when he leaves here. I then just told him that it was better for him to just be quiet and rest and that he would leave when it was time for him to leave and that time was not now. He gave me a puzzled look, did not agree with that and I just told him he cannot walk, so he is not going anyplace and then he settled down. He was also then cooperative to exam. Staff tell me that he comes out for meals and has good p.o. intake and his behavior with a group setting just varies from day to day and in talking with staff, it is clear that they feel and I would agree with them that there is a degree of pain that is not being medically managed and that is part of his agitation and treating the pain I think would decrease what we view as acting out. When I asked the patient about pain, if he was still having any, he said what do you think? He said yes and it just hurts all over. He is currently on Roxanol 0.5 mL a.m. and h.s. and I am told that that medication calms him, but does not sedate him. He has had no falls or other acute medical issues and has been cooperative with wound care. 
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DIAGNOSES: Advanced vascular dementia, BPSD of agitation, care resistance and anger outbursts, hypertension, seizure disorder, insomnia, GERD, COPD, CKD IIIB, aortic stenosis and a history of inpatient psychiatric care and outpatient psychiatric medical management.

MEDICATIONS: ABH gel 1/25/1 mg/mL 0.5 mL currently at a.m. and h.s., Seroquel 200 mg h.s., Dilantin 200 mg ER one p.o. b.i.d., melatonin 3 mg two tablets h.s., Depakote 500 mg EC one tablet q.12h., Cardura 2 mg h.s., Proventil 2.5 mg/0.5 mL as nebulizer treatment, Coreg 6.25 mg b.i.d., Plavix q.d., ASA 81 mg q.d. and Ativan 0.5 mg one tablet b.i.d. p.r.n.

ALLERGIES: CODEINE and AMITRIPTYLINE.

DIET: Low-carb and low sugar diet and chop meat.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is lying in bed post lunch and personal care. He was awake, made eye contact and just talking randomly about needing to get out to find his car keys and call his brother so he can get his car brought to him and that he is going to leave and go back home, but did not state where that would be and this was a story that he repeated emphatically throughout the time I was with him.

VITAL SIGNS: Blood pressure 118/79, pulse 79, temperature 98.0, respirations 16, and weight 136 pounds.

RESPIRATORY: He has a normal effort and rate. Lung fields are clear. Decreased bibasilar breath sounds secondary to position and no cough.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Slightly protuberant and nontender. Bowel sounds hypoactive, but present.

MUSCULOSKELETAL: The patient has generalized decreased muscle mass and motor strength. He is a two-person transfer assist as weightbearing is very limited due to wounds on his feet. He is transported in a manual wheelchair and a Hoyer lift is used for transfer and he requires transport in his wheelchair, unable to propel.

NEURO: He makes eye contact. His speech is clear. He voices his need regardless of how unrealistic it may be. His affect is congruent with what he is saying. He does not like the answer no or just not agreeing with him and if he started raising his voice, I redirected him and he would follow. His orientation is x 1. He often requires redirection and can be redirected generally with more than one effort.
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SKIN: The skin on his feet both lateral aspects have roughness with subcutaneous bleeding that is old and dry. It is turning a red brown color and overlying skin is intact. On his right foot, he is missing his great toe. The second toe has a blood blister that involves the DIP. There is some occasional draining from that area around the toenail and he has a very small amount of subcutaneous bleeding on the small toe of the right foot. There is also some old crusting on his left foot. He has a small blood blister on the second toe DIP and resolving blood blister on the fourth digit. On the lateral aspect, he has subcutaneous bleeding that is turning to yellow-brown. The skin overlying is rough, but no oozing and the bottoms of both feet have random scattered areas where the skin had broken down and bled. The central areas are now hardened and are yellow-brown color and currently not draining.

PSYCHIATRIC: The patient just appears to be in his own world and seems to be happy. He will just talk randomly about the things that he is doing none of which are actually being done and his plans to return home once he gets his car keys. 

ASSESSMENT & PLAN:
1. Increased delusional thinking. I am adding Haldol tablet 0.5 mg p.o. t.i.d. routine and that will be in addition to the ABH gel that he is currently receiving. We will monitor and adjust the oral Haldol as needed. 
2. Pain management. I think that there is currently inadequate pain management. So, Roxanol which he is currently receiving at 5 mg b.i.d. will be increased to 10 mg (0.5 mL at 8 a.m., 2 p.m. and 8 p.m. routinely). He also has an order for p.r.n. q.6h. for breakthrough pain. 
3. Skin breakdown and wounds on bilateral feet. He receives daily wound care, keeping the areas clean and dry and skin prep for both heels and Betadine on the areas that were open and now starting to have a hard layer of skin filling in. He has decreased pain to touching of his feet. However, due to breakdown, he is non-weightbearing and continue with Hoyer lift for transfer. 
4. Social. Contact the POA letting them know of what the current state of his care is and the delusional issues that are going on, but being treated. 
CPT 99350 and direct POA contact 15 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
