


PROGRESS NOTE

RE: Henry Ashley
DOB: 10/08/1936
DOS: 07/07/2022
HarborChase, MC
CC: ER followup, increased declined, BPSD.
HPI: An 85-year-old with advanced Alzheimer’s disease has had an increase in behavioral issues becoming combative directed toward staff and other residents if they are in his way. He also had hallucinations talking to himself, will look in the mirror and talk to himself, but it is another person and then he gets mad at his reflection and argumentative. Staff tried to redirect him which further agitates him. He refuses to take medication. He has decreased food and fluid to the point of not eating or drinking. His gait has become unsteady. He previously had a cane that he used. He will not use that now. A walker is available and attempts to redirect him to that have been unsuccessful. He was sent to SSM on 07/06/22 for being physically combative and difficult to redirect. After evaluation, he returned early this morning with diagnoses of altered mental status unspecified and dementia with behavioral disturbance unspecified and COVID-19 he was tested in the ER and as he is asymptomatic returned to facility. The patient has not been seated for meals and has not been drinking fluid when offered and the majority of his stay here has refused medications. His agitation has increased to the point of combativeness directed towards staff when they try to redirect him or assist him in either changing clothes or any kind of personal care and that does not seem to remember the female who he spent most of his time with.
DIAGNOSES: End-stage Alzheimer’s disease, BPSD in the form of care resistance, and physical aggression, BPH, and GERD.

MEDICATIONS: ABH gel 125/1 mg/mL increased to 1 mL t.i.d. routine and q.6h. p.r.n.
ALLERGIES: NKDA.

CODE STATUS: Full code.

DIET: Regular.
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CURRENT HOME HEALTH: Angel’s Care.

PHYSICAL EXAMINATION:
GENERAL: Frail male lying quietly in bed, sleeping soundly, disheveled appearance.

VITAL SIGNS: Blood pressure 109/79, pulse 85, temperature 96.8, respirations 22, and O2 sat 90%, and June weight 106.2 pounds, 07/06/22 ER weight 90 pounds.
MUSCULOSKELETAL: He had generalized decreased muscle mass to palpation. No lower extremity edema. He had a faint radial pulse.

SKIN: Thin and dry. He has some scattered bruising and small areas of excoriation but healing. He has not shaved in some time and his hair is matted, not refusing to shower or wash.
ASSESSMENT & PLAN:
1. Weight loss. 16-pound weight loss in six weeks with clear decreased p.o. intake food and liquid.
2. Increase in behavioral issues. He has become more aggressive with any attempt to provide care or redirect him, increased delusions and hallucinations. ABH gel is increased to 14 mL t.i.d. routine and q.6h. p.r.n.
3. Clear general decline. I spoke to the patient’s POA Julie Plockot and she and her sister Susan just talked for both of their reports and decided that hospice would likely be the next thing to do on his behalf. They see the decline clearly in whatever treatment we need to do to assist him is fine and they are open to Traditions Hospice to evaluate and treat. Once they start, we will discontinue Angel’s Care Home Health.
CPT 99338 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
