


ASSUME CARE NOTE

RE: Norma Farnon
DOB: 11/16/1950
DOS: 06/03/2022

Rivermont MC
CC: Assume care.

HPI: A 71-year-old admitted to the facility on 12/29/2021, has a diagnosis per husband of Alzheimer’s disease; however, frontotemporal dementia is also listed. I have observed the patient over the last few months while I was in MC seeing my own patients, she makes her presence known, she is loud, and moves about amongst the other residents giving direction or interfering with interactions between other residents usually resulting in conflict. I have noted that she has also been difficult to redirect by staff. I was asked to assume her care with medication adjustments as needed. The patient’s husband and POA Patrick Farnon came to the facility, he is a source of history and I reviewed with him my findings as well as treatment plan going forward. Today, when I went to see the patient, her room door was locked and staff opened it. There is a male resident sitting on the foot of the bed facing away from her, she is lying on the bed and it was noted that she had to adjust her sweat bottoms after I came in and she went to stand. Staff report that she has been fixated on this male resident and he will do what she tells him to do, she calls him by her husband’s name and tells me that they are not married, but they have been together for a long time and she asked if I was insinuating that whether or not they had slept together and I told her that, that was not a question that I had posed. The patient is verbal, but she is tangential, goes from one topic to the other, not able to give information, and becomes agitated sitting too long and has to get up and go back and forth. Staff state that she tends to agitate other residents when there is nothing going on that involves her.

PAST MEDICAL HISTORY: Alzheimer’s/frontotemporal dementia, BPSD in the form of aggression and care resistance, DM II, insomnia, HLD, anxiety, and HSV-2 requiring suppressive treatment.

PAST SURGICAL HISTORY: Left breast lumpectomy secondary to breast CA, appendix cancer with cyst removal 11.2 pounds weight, and bilateral cataract extraction.

ALLERGIES: SULFASALAZINE.
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MEDICATIONS: BuSpar 5 mg b.i.d., trazodone 100 mg h.s., valacyclovir 500 mg one p.o. b.i.d., MVI q.d., melatonin 3 mg h.s., metformin 500 mg b.i.d., rosuvastatin 10 mg h.s., Effexor 37.5 mg q.d., D3 5000 units q.d. and Exelon patch 9.5 mg q.d.

DIET: NCS.

CODE STATUS: DNR.

SOCIAL HISTORY: She is married to Patrick for 36 years, he is her second husband and they have no children. She is a retired dental assistant, Canadian and served for 7.5 years as a dental assistant in the military. A nonsmoker and a previous social drinker.

FAMILY HISTORY: The patient is adopted, so unknown.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight is 135 to 140; she is currently 140 pounds.

HEENT: No visual or auditory deficits. Native dentition.

CARDIAC: No chest pain or palpitations.

RESPIRATORY: No cough expectoration or SOB.

GI: Can toilet and generally continent of bowel.

GU: Occasional urinary leakage, but toilets.

MUSCULOSKELETAL; Ambulates independently, no fall history.

NEURO: Positive for dementia, Alzheimer’s/FTD, also noted sleep disorder effectively treated with trazodone and behavioral issues, which the patient seems completely unaware.

PSYCHIATRIC: Has been treated for anxiety/depression.

PHYSICAL EXAMINATION:

GENERAL: The patient initially lying in bed, but once up moving quickly back and forth, at times purposeful and other times not and her pace is brisk and steady.
VITAL SIGNS: Blood pressure 139/81, pulse 107, temperature 97.6, respirations 19, and weight 140 pounds.
HEENT: Her hair is not groomed. Conjunctivae clear. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple with clear carotids.

CARDIOVASCULAR: Tachycardic rate. Could not appreciate MRG. PMI nondisplaced.

RESPIRATORY: Cooperates with deep inspiration. Lung fields clear. Symmetric excursion. No cough. Tries to talk throughout the exam.

ABDOMEN: Soft. Bowel sounds present. No distention, tenderness or masses.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. Again, a brisk steady pace.
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SKIN: Warm, dry and intact with good turgor. No bruising or breakdown noted.

NEURO: CN II through XII are grossly intact. Orientation is x1. Her speech is articulate, but the content is random and out of context. She is difficult to redirect, very short attention span, approaches people verbally from an accusatory perspective and she can become agitated and angry very quickly. She is fixated on this current male resident as her love interest and ignores other things she needs to do to focus on him.

ASSESSMENT & PLAN:

1. FTD/Alzheimer’s dementia with significant BPSD. Given her delusional obsession with the male resident and agitated at redirection regarding this, Haldol 1 mg b.i.d. will start this evening. For the aggression and resistance to care, Depakote 125 mg b.i.d. is initiated. We will adjust those doses as need indicated in the next week. Current BuSpar will be titrated off over the next week, will leave Effexor in place.

2. DM II. A1c ordered. There is no baseline available.

3. Disordered sleep pattern. We will leave on current dose of trazodone increasing as needed.

4. Medication review. Two nonessential meds discontinued.

5. Social. I spoke at length with her husband/POA, reviewed the treatment plan. He is in agreement and understands that there are specific issues that need to be addressed with the patient. Baseline labs CMP, CBC, and TSH also ordered.

CPT 99338 and prolonged direct contact with POA 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

