


PROGRESS NOTE
RE: Jimmie Anderson
DOB: 03/20/1957
DOS: 02/14/2025
Featherstone AL
CC: Bilateral leg swelling and question of inappropriate behavior.
HPI: A 67-year-old gentleman seen in his room, he was sitting in his recliner as usual. I spoke with the patient just asking him how he is doing, he brought up the issue of his legs and wanted to make sure that I looked at them. Then, I also brought up comment that he may have been inappropriately touching staff, he became upset with that and this is an accusation has been made about him before and when it had occurred previously it led to the use of progesterone 100 mg q.d. to decrease libido and have not heard complaints about it over the past several months until now. The patient denied that he did anything wrong. He has dysarthria secondary to a significant stroke, so he was able to get out that he moved and she moved at the same time that she was in the room checking him and he did not do anything intentionally. The patient is followed by Valir Hospice. The hospice nurse had also been present and stated that she witnessed it and it just looked like a coincidental thing that the female facility nurse who was in the room moved and he moved in his hand just brushed by her lower abdomen and that is the first complaint that we have heard in the past few months. So, I told him that I will cut him slack this time and he needs to be aware that that stuff cannot happen or he will have to leave the facility. He was quiet, nodded his head yes.
DIAGNOSES: Moderate vascular dementia, BPSD of care resistance and question of inappropriate sexual touching, cerebral infarction with sequelae of dysarthria, dysphagia and left-sided hemiplegia, seizure prophylaxis, peripheral neuropathy, and anxiety disorder.
MEDICATIONS: Unchanged from 01/02/2025 note.
ALLERGIES: PCN and ATIVAN.
DIET: Regular.
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CODE STATUS: Full code.

HOSPICE: Valir.

PHYSICAL EXAMINATION:
GENERAL: The patient seated quietly in his recliner, made eye contact and was interactive.
VITAL SIGNS: Blood pressure 104/69, pulse 53, temperature 98.0, respiratory rate 16, and 183 pounds.
CARDIAC: Regular rate and rhythm. No murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Cooperates with deep inspiration. Decreased bibasilar breath sounds secondary to limited effort. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Slightly protuberant. Nontender. Hypoactive bowel sounds.

MUSCULOSKELETAL: He has decreased truncal stability. He can get around in a manual wheelchair. He also has a walker. No recent falls that I am aware of. He self-transfers. Bilateral Lower Extremities: Both legs have Tubigrip in place from the ankle to just below the knee and he has clearly 2 to 3+ edema that is firm, nontender to palpation.

NEURO: Orientation to self and Oklahoma. His speech is dysarthric, but he can communicate his point. He understands given information. He is engaging. He can be emotionally reactive when he feels that like he did today that he is being accused of something that he denies doing, but he can also be interactive. He makes eye contact. He is verbal though dysarthric can convey his needs and will listen and not interrupt if he feels that he is also being listened to. Affect is congruent with situation.

SKIN: Dry. There is flaking about the ankles and distal lower leg and dryness of bilateral arms. He has no breakdown noted. He has darkness on his bilateral toes secondary to not showering enough.

ASSESSMENT & PLAN:
1. Bilateral lower extremity edema. The patient is currently on torsemide 20 mg q.a.m. I am changing that to torsemide 40 mg q.a.m. and 20 mg to be given at 2 p.m. I am also adding KCl 10 mEq daily and we will check a BMP in 10 days.
2. General care. The patient appears to be a little more compliant with showering.
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