


PROGRESS NOTE

RE: Susie Barnes
DOB: 02/06/1944

DOS: 12/12/2024
The Harrison MC

CC: Increased behavioral issues.

HPI: An 80-year-old female with advanced Alzheimer’s disease and BPSD in the form of aggression directed toward residents and staff alike. She can be disruptive, loud, wants attention, and is persistent until people attend to her. A trial of ABH gel was given and had minimal benefit for a short period of time. Seroquel was started 25 mg t.i.d. with minimal benefit for a short period of time. The patient has p.r.n. Ativan 0.5 mg tablets, which was given along with Seroquel and found to have some benefit in calming her down and getting her to relax and lie down. Today when I went on to the unit a couple of different times, she immediately comes right up to me, she starts talking and she wants me to go sit with her someplace and just listen to her. She does not know boundaries obviously and not able to wait. She wants to be the first in line and push other people out of the way if she wants to talk to someone. After I went onto the MC unit later in the evening for another patient, she immediately came up to me and it was suggested that she go to bed by another staff person; I was in agreement; she said only if I would walk her back there, so I did; she got into bed; I said good night to her and 10 minutes later she is coming into the day area where the other residents are and she saying “look… look, I can’t help this happens and it was the bottom of her pajamas were on the floor almost as though she had done it intentionally. So it is clear that behaviors have to be more aggressively addressed.

DIAGNOSES: Advanced Alzheimer’s disease, gait instability with falls most recently resulting in a right patellar fracture in August and resulted in right-side rib fractures x 4 ribs, HLD, osteoporosis, and adjustment disorder.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.
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MEDICATIONS: Medications going forward will be Seroquel 50 mg a.m., 2 p.m., and h.s. routine; Ativan 0.5 mg tablet a.m., 2 p.m., and h.s. routine and p.r.n. Ativan 1 mg q.6h. p.r.n.; Zoloft 150 mg q.d., and ABH gel 125/1 mg/mL q.6h. p.r.n.

PHYSICAL EXAMINATION:

GENERAL: Frail, petite older female seen wandering about the unit.
VITAL SIGNS: Blood pressure 140/71, pulse 78, temperature 97.6, respirations 18, and weight 108.2 pounds.

CARDIAC: She has a regular rate with an occasional irregular rhythm. No murmur, rub, or gallop. PMI is nondisplaced.

RESPIRATORY: Normal effort and rate. Slight decreased bibasilar breath sounds. No cough with deep inspiration. She does have a COPD history.

MUSCULOSKELETAL: Ambulates independently. She has a brisk gait. Moves limbs in a normal range of motion despite having had a recent right patella fracture. She will put on the brace that she was given in the ER like in the evening and then act as though she has a limp when she has walked about freely all day without the brace.

NEURO: The patient is oriented x 2 to self and Oklahoma. Her speech is clear; it is random and out of context. She occasionally can voice her needs. She is impatient, does not listen to redirection and generally wants to be the center of attention and can just be disruptive to the general group and difficult to redirect.

SKIN: Dry, intact, and fair turgor.

ASSESSMENT & PLAN:

1. Behavioral issues. This has gotten to a point where she demands so much attention or is disruptive that it really takes from the needs of the other residents. Adjustment in her BPSD medications are as follows: Seroquel 50 mg q.a.m., 2 p.m., and h.s. along with Ativan 0.5 mg a.m., 2 p.m., and h.s. all routine and then p.r.n. Ativan 1 mg tablet q.6h. p.r.n.

2. Social: Daughter is made aware of the medication adjustments and the reason for needing to be a bit more aggressive.

CPT 99350 and direct POA contact 10 minutes

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

