


PROGRESS NOTE

RE: Jimmie Anderson
DOB: 03/20/1957

DOS: 01/02/2025
Featherstone AL

CC: Medication adjustment and fall followup.

HPI: A 67-year-old gentleman with left-sided hemiplegia and post CVA x2. The patient is wheelchair bound. He is able to propel himself around. He self transfers and has infrequent falls but had one over the weekend. The patient has a history of anxiety for which Ativan 0.5 mg t.i.d. was started. The patient stated that it really help decrease his anxiety and that his thoughts were not just continually racing. He also seemed to be more relaxed around other residents. Just recently, he began to appear drowsy and after his fall stated that he thought that he was drowsy and that is why he fell. The hospice nurse came and evaluated him and after speaking with her the decision was made to decrease his Ativan. He has been at a decrease dose now for approximately five days and he seems to be doing fine with that change.

DIAGNOSES: Left-sided hemiplegia, seizure disorder, peripheral neuropathy, anxiety disorder, and progression of cognitive impairment.

MEDICATIONS: Going forward will be Ativan 0.25 mg t.i.d., Celexa 20 mg q.d., Keppra 750 mg b.i.d., Lipitor 80 mg h.s., lisinopril 10 mg q.d., extra strength Tylenol 500 mg two tablets t.i.d., probiotic q.d., D3 2000 IUs q.d., ASA 81 mg q.d., baclofen 10 mg t.i.d., BuSpar 10 mg b.i.d., albuterol MDI two puffs b.i.d., gabapentin 100 mg t.i.d., melatonin 10 mg h.s., lidocaine patch to affected pain area q.d., trazodone 75 mg h.s., KCl 20 mEq q.d., progesterone 100 mg q.d., torsemide 20 mg q.d., tramadol 100 mg t.i.d., and Norco 7.5 mg one b.i.d.

ALLERGIES: PCN and ATIVAN.

DIET: Regular.

CODE STATUS: Full code.

HOSPICE: Valir hospice.
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PHYSICAL EXAMINATION:

GENERAL: Overweight gentlemen sleeping in his recliner he leans to the right and in a slouchy manner. He was difficult to awaken.
VITAL SIGNS: Blood pressure 156/90, pulse 88, temperature 97.8, respirations 16, and weight 178 pounds.

NEURO: Orientation x2. He has mild dysarthria but can communicate his need appears to understand what is said to him at times is HOH. Affect he often looks just confused.

MUSCULOSKELETAL: Poor neck and truncal stability with leaning to the right. He self transfers and refuses assist. He has done fairly well with really no falls and propels his manual wheelchair. He has +2 hard edema bilateral legs left greater than right, which the left is actually +2-3.

SKIN: Remains intact, warm, and dry. There is some flaking and scaling on his lower legs.

ASSESSMENT & PLAN:

1. History of depression. Celexa is decreased from 40 mg to 20 mg q.d. given his age 20 mg is the max dose.

2. Bilateral lower extremity edema. Torsemide is 20 mg tablets and had been one tablet q.d. but given the edema that he has seen today I am going to increase it to two tablets equaling 40 mg q.d.

3. Pain management. I am decreasing baclofen to one tablet b.i.d. and decreasing Tylenol 1000 mg also to b.i.d. and tramadol is adjusted to 75 mg h.s. and a.m.

4. Lower extremity edema. Torsemide 20 mg one tablet to be given q.a.m. and 1 p.m. and he does have potassium replacement.
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Linda Lucio, M.D.
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