


PROGRESS NOTE
RE: Susie Barnes
DOB: 02/06/1944
DOS: 12/18/2024
The Harrison MC
CC: Readmit from ER.
HPI: An 80-year-old patient with advanced Alzheimer’s disease with BPSD. Behavioral issues are attention seeking staying up at night despite it being bedtime and staff assisting her in so to speak talking her in which she requests and then being up 10 minutes later. The patient is talkative and will go from one subject to the other, will go from one resident to the other talking and just trying to engage. It can be upsetting to other residents as she can be just a overpowering without necessarily meaning to. The patient has not received Seroquel, Ativan or tramadol now in almost 72 hours. She is alert. Speech is clear. Gait is steady but behaviors continue. She was sent to OU ER on 12/16/2024 for mental status changes. In addition to her behavioral issues she had about four falls in two days most of them were in her room. She had some abrasions and bruising evident discomfort of her left shoulder, unable to fully raise it or move her arm or hand stating that it hurt. The patient had a prior visit to OU downtown ER with x-rays and labs taken after multiple falls complaining of left collarbone pain and left knee and leg pain and imaging of those areas ruled out fracture or dislocation. So the second ER visit was due to persistent mental status changes with continued gait instability and increased falling. On her return the night of the 16th there was no information sent back, but daughter did go and was able to bring back her ER information.
Head CT showed no acute changes. CXR was clear. X-ray pelvis showed lucency at the pubic symphysis possible fracture and x-ray of chest showed no acute fracture, but severe left AC joint osteoarthritic changes. Labs were unremarkable. So since her return she has been out and about the unit going up to people, interjects herself in any interaction going. She does not cue into the fact that other residents are annoyed by her and she requires a lot of redirection, which she initially enjoys that and today when I saw her on the unit I went and I sat down with her and we went through her paperwork from the ER. I explained to her all the tests and x-rays that were done what the results were and how overall of physically she was healthy. She then asked me if she was being a nuisance and I just pointed out to her very specific behaviors that she does and she could work on not interrupting other people, not having to always talk and maybe spending some time in her room and resting.
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MEDICATIONS: Lipitor 40 mg h.s., Relpax 20 mg q.d. p.r.n. headache, lorazepam 0.5 mg q.d. p.r.n., and Zoloft 100  mg q.d.
ALLERGIES: NKDA.
DIET: Healthy heart.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: Elderly female appears chronically ill and moving around unit.
VITAL SIGNS: Stable. Blood pressure 121/96, pulse 62, temperature 97.2, respiratory rate 16, O2 sat 95%, and 115 pounds.
HEENT: Her hair is short and combed. She has dark circles under her eyes. Anicteric sclerae. Nares patent. Moist oral mucosa.
NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: Regular rate and rhythm. No murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Scaphoid. Hypoactive bowel sounds. No distention or tenderness.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

SKIN: Warm, dry and intact. She has some resolving bruising on the upper part of her sternum, which is also tender to touch and tenderness at the left AC joint but no discoloration.

NEURO: Orientation x1 to 2. She makes eye contact, but she also looks around a lot. Her speech is clear and content is random going from topic to topic. She is a very short attention span not able to give much information. She does ask questions repeatedly. Her affect she will smile or laugh if she thinks something is funny. She can get annoyed when we redirected and pallets.

PSYCHIATRIC: Her mood can be labile in a good mood and then another person or just herself. We will change the mood being annoyed irritable not wanting to talk, but then later wanting to talk and have everybody listen to her.
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ASSESSMENT & PLAN:
1. Behavioral issues. A trial of ABH gel 125/1 mg/mL 0.5 mL to be given routinely at 4 p.m. and 8 p.m. The goal is to slow her down and hopefully lift her mood and be able to sleep at the appropriate time. We will monitor for excess sedation or gait instability.
2. Medication review. I am discontinuing Lipitor and eletriptan will be used what remains and then DC the order going forward. The patient has increasingly refused to take medications.
3. General care. Contact with daughter/POA Andrea she is well aware of her mother and the behavioral issues and agrees with whatever needs to be done so that she is safe, not moving around with falling and able to be a part of the larger group without being annoying to the rest of the community.
CPT 99350 and direct POA contact 10 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

