


PROGRESS NOTE

RE: Robert Haddican

DOB: 02/28/1930

DOS: 02/22/2024

HarborChase AL

CC: Further decline.
HPI: A 93-year-old gentleman with unspecified dementia that is now progressed to end-stage seen today. The patient has been in AL since his admission easily six months ago he met criteria for transfer to memory care but he had a fit and so after that he seemed to get his behavior in line and there were no issues with him for some time but over the last several months those behaviors have shown themselves but more importantly it is clear that his dementia has progressed. He is gone from having difficulty with continence to full bowel and bladder incontinence from swallowing his medications to not being able to I have gone through and get a med review for only essential medications and those remaining are a crush med order which he often is able to get down. He is now having difficulty swallowing food. Today, he has not eaten because he could not swallow despite staff trying to mince some meat and then put it in gravy. He still could not swallow and coughed it back out. The patient was seated in his recliner. He had fairly good neck and truncal stability. Staff had just cleaned him and redressed him after he had soaked his bed by urinating and had a bowel movement in it as well. I talked to him about some of the changes that have occurred he was quiet and I told him that it was time for the move to memory care to occur. The patient was quiet but he stated that he had already been there and was referencing his wife who when they moved in. She had dementia he tried to be her caretaker was not successful and she required being moved to MC he would go to visit her and try to stay with her however she found a social life there and did quite well and he said my wife died over there I know that place and I reminded him that he also got several good months of quality time with his wife whereas before she was just kind of in her own word and isolated but that changed in memory care and he got to be a part of that change. I told him that there was not discussion there was no bargaining he brought up that he has got a home and he has hired a staff member from here that is going to be there full-time to help him and take care of him. He asked me if I knew his discharge date and when he first said that I had no idea what he was referencing and then he came out with the above and I told him that that was a figment of his imagination and may be something that he truly wants to do but is not something that there is a plan for. I called and left a VM with his son/POA Tim Haddican, he returned my call and states that his brother had seen his father and said that he had noticed a difference in him for the worse and he has been made aware that swallowing, etc., have been new problems and he understands the indication of that.
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ASSESSMENT & PLAN: Decline of dementia with increased need of care. The patient will be moved to memory care on Monday 02/26 and in his absence the ED Willie will pick at a room that she knows he would like and the move will happen then son Tim will be in the facility on Monday as he is back from out of town on Sunday and as to the remaining furniture in his room family will be responsible for that movement.

CPT 99350 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

