


PROGRESS NOTE

RE: Barbara Embry

DOB: 10/11/1933

DOS: 07/29/2022

Jasmine Estates

CC: Increased agitation and aggression.

HPI: An 88-year-old with advanced Alzheimer’s dementia and behavioral disturbance in the form of verbal aggression, rudeness, and abruptness. Today, her focus is on her room being cold and it needs to be fixed and she needs to be moved out of there and nobody is doing a damn thing and this continued on regardless of what she was being told that maintenance was addressing the issue. She also has significant psychiatric history of severe recurrent depressive disorder with psychotic features and anxiety. The patient was hospitalized at SSM Geri Psych starting on 02/15/22. Staff reports behavioral issues continue randomly throughout the day. She is quiet loud and in a manual wheelchair that she propels throughout the facility. This morning the patient was in room sleeping. She was dressed better and under the covers. She keeps here door open because she thinks it too cold in there and a male resident with advanced Alzheimer’s disease was propelling his wheelchair around and went into her room and per her report started going through her thrash and stated that she felt assaulted as he grabbed her on her forearm trying to get her out of bed. Staff quickly went to the room and we were able to move the male resident and attend to Ms. Embry who had mild abrasion to her right forearm, but clear redness where she had been grabbed on bilateral forearms.

DIAGNOSES: Advanced Alzheimer’s disease with dementia, major recurrent depressive disorder with psychotic features, anxiety disorder, and chronic pain syndrome.

MEDICATIONS: ASA 81 mg q.d., Zyrtec 10 mg q.d., docusate b.i.d., Lexapro 5 mg q.d., Flonase b.i.d, meloxicam 7.5 mg q.d., olanzapine 2.5 mg b.i.d., Prilosec 20 mg q.d. MiraLax q.d., Ultram 25 mg b.i.d., D3 400 IUs q.d.

DIET: Regular.

CODE STATUS: Full code.

ALLERGIES: NKDA.
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PHYSICAL EXAMINATION:

GENERAL: Agitated female propelling herself around the facility calling a loud that she wanted something done about her room that was cold.

VITAL SIGNS: Blood pressure 123/73, pulse 74, and weight 127.1 pounds.

RESPIRATORY: When she tried to talk throughout the entire exam, but finally took couple of deep breaths. Lungs fields were clear with normal effort and rate. Symmetric excursion.

CARDIAC: Regular rate and rhythm without MRG.

MUSCULOSKELETAL: She is seated in her wheelchair with fairly right posture. Propels herself quickly around. No lower extremity edema. Moves arms in a normal range of motion. 

NEUROLOGIC: The patient makes eye contact. She is verbal. Speech is clear. She makes her point. Orientation is x1-2. Difficult to redirect. Denies seeing or hearing things.

ASSESSMENT & PLAN:
1. Increased agitation increased olanzapine to 5 mg b.i.d. 

2. Depression. Increase Lexapro to 10 mg q.d. in two weeks to assess benefit and if needed we will further increase to 20 mg q.d.

3. Altercation with male resident. The DON actually contacted Metro police and filed a police report regarding this and no charges etc. are made, but it for the record.

4. General care. CMP, CBC, and TSH ordered.

CPT 99338

Linda Lucio, M.D.
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