


PROGRESS NOTE

RE: Robert Heft
DOB: 02/21/1925
DOS: 11/20/2023
Jefferson’s Garden AL
CC: Meet with daughter/POA Charmaine Brown and medication review.

HPI: A 98-year-old gentleman with advanced dementia who has BPSD anxiety. The patient sits in his chair and repeatedly calls out and states he does not know what he is doing or he does not know what is going on and he does not know what he should be doing. He can be reassured and given information and then it recurs within a matter of minutes. He is really anxious. I had adjusted his Ativan for three times daily dosing. Hospice then came onboard and increased it to 1 mg of Ativan per shift and the daughter felt that just sedated him through the day and had it stopped altogether. That left the patient basically just wild distressed and daughter is anxious about what staff was going to do. I talked with her before actually addressing her father’s issues and letting her know that we needed to be able to take care of him without her continual direction or interruption by discontinuing medications if she does not like what she sees i.e. her father sleeping. She believes if medications caused sedation and not of benefit, so I told her the contrast is that he is awake, agitated, crying out and repeatedly stating that he does not know what to do next. I think she got the message that we are going to take care of him and she has to just let it happen without interruption.
DIAGNOSES: Senile dementia of the brain advanced endstage, BPSD in the form of anxiety, agitation, crying out, depression, HTN, unsteady gait, no longer ambulates, and history of prostate CA.

MEDICATIONS: Zoloft 100 mg q.d., Ativan increased to 0.75 mg t.i.d., Tylenol 500 mg one tablet b.i.d., Norvasc 5 mg b.i.d., Tums 500 mg two tablets at noon, ASA 81 mg q.d., candesartan 32 mg h.s., HCTZ 12.5 mg h.s., Peg Powder q.d., Senna Plus b.i.d., tramadol 50 mg b.i.d., and trazodone 25 mg h.s.

ALLERGIES: NKDA.

CODE STATUS: DNR.
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DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: Elderly male seated in his rocker. He appears anxious. He grips the handles on each side and repeatedly comments that he does not know what to do next and looks around anxiously. I had the nurse give him an additional 0.25 mg of Ativan as he had had the previously scheduled 0.5 mg to see how that would help and an additional 50 mg of Zoloft as he is now going to be on 100 mg q.d. Later in checking in on him, he was sleeping comfortably in his chair. When it was time for checking him his brief etc. before dinner, he was cooperative and then he came out for dinner and fed himself.
VITAL SIGNS: Blood pressure 148/90, pulse 80, temperature 97.9, respirations 20, and weight 179.3 pounds, a weight loss of 4.7 pounds since October.

RESPIRATORY: Anterolateral lung fields relatively clear. No cough. Symmetric excursion.

CARDIAC: Regular rhythm, soft early ejection murmur and PMI nondisplaced.

ABDOMEN: Rotund and nontender. Bowel sounds present.

NEURO: Orientation to self. He recognizes his daughter, but generally talks out loud to whoever is there. He has a lot of anxiety which has not been adequately treated due to discontinuation of medication by daughter and reminded her that this is what occurs when he is not adequately treated. Also, Haldol was started on 11/19/23 by Valir Hospice, the nurse on duty who follows him. I am not quite sure why they started it. There is no given diagnosis, but it is an inappropriate medication for this patient. So, I am discontinuing that.

ASSESSMENT & PLAN:
1. Anxiety/depression. I think Zoloft is the appropriate SSRI on him. He has been on 50 mg for 30 days now and does not appear to have any adverse reaction. In fact, I think he has breakthrough anxiety. So, we will increase it to 100 mg q.d. and monitor and the Ativan t.i.d. The compromise will be to increase the 0.50 mg which has not been adequately beneficial to 0.75 mg avoiding the 1 mg which the daughter stated made him sleepy. I am not sure how valid that is. So, he will get Ativan 0.75 mg t.i.d.

2. Medication review. We have got medications down to just what he actually needs at this time. I am discontinuing Haldol. It is not indicated in this patient.

3. Insomnia. The patient is receiving trazodone 25 mg h.s. that was written for in early October and has been of benefit without daytime sedation.
4. Hypertension adequately controlled. No issues in that arena.

5. Weight loss. While the patient has lost weight, he still remains above his BMI. We will just continue to monitor intake as well as T-protein and ALB.
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6. Social. I talked directly with the daughter about just needing to let us take care of him and that she cannot keep coming in and saying I do not want him to have this. So, I want that stopped because she does not know what she is doing and sometimes she has to wait through what is perceived as a negative side effect to get to the full benefit of medication. She does not see herself as doing that which is typical for most family members, but I told her that we recognize she wants him taken care of and that is what we want to do. So with the current changes made, she was fully in agreement and we will just give time to see benefit. I also encouraged her to sleep. She has a full-time job now and then trying to be here. She looked very tired and just said she has permission to go home and take care of herself and not worry about her father.
CPT 99350 and direct POA contact 30 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
