


PROGRESS NOTE

RE: Jerry Johnson
DOB: 04/14/1944
DOS: 07/17/2025
Radiance MC
HPI: An 81-year-old patient seen in his room. He was in his recliner seated quietly. He made eye contact with me when I came in. I asked him how he was doing and he nodded his head yes and I asked if there is a reason that he was not in the day room and he said it is too noisy. So, I told him it is good that if something bothers him to separate himself from it. I wanted to follow up with him today on his lower extremity swelling and he was happy to show me his legs. When I asked if his legs are uncomfortable or feel heavy when walking, he stated yes and it has improved though from a couple of months ago. We started torsemide 40 mg q.a.m. and 20 mg at 2 p.m. in mid May. Labs on 05/19/25 showed a normal BUN and creatinine and potassium of 4.1. So things are within normal regarding the diuretic use for his legs. He tells me he sleeps good. Staff states he has a good appetite. He feeds himself without any difficulty and consensus is that he is a soft-spoken gentle giant who is cooperative with care. 
DIAGNOSES: Advanced Alzheimer’s disease, BPSD in the form of aggression and hallucinations – medically managed, depression, pain management and insomnia.

MEDICATIONS: Tylenol 500 mg one p.o. t.i.d., Depakote 125 mg two tablets b.i.d., olanzapine 5 mg b.i.d., torsemide 40 mg q.a.m. and 20 mg at 2 p.m., KCl 20 mEq one tablet q.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Pleasant gentleman who was cooperative to being seen and subsequently examined.
VITAL SIGNS: Blood pressure 162/88, pulse 71, temperature 97.4, respirations 19, and weight 239 pounds.
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HEENT: He has full-thickness hair that is about shoulder length. EOMI. PERLA. Nares patent. Moist oral mucosa.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. 

ABDOMEN: Soft, obese and nontender. Hypoactive bowel sounds.

MUSCULOSKELETAL: The patient moves his arms in a fairly normal range of motion. He is weightbearing for transfers. He has bilateral lower extremity edema that is taut at 2, sometimes 3+, but today 2+. His skin is thickened and firm, but intact without lesions. He has a decreased neck and truncal stability, so a high-back wheelchair is used during the day when he is out with the community. 
NEURO: Orientation is to self and Oklahoma. Soft-spoken, a few words at a time. He is almost shy about making eye contact. He will sheepishly smile. He does not offer information unless it is pushed for.

ASSESSMENT & PLAN:
1. Bilateral lower extremity edema. The patient is on a fair dose of torsemide 40 mg q.a.m. and 20 mg at 2 p.m. with Klor-Con 20 mEq q.d. He had a BMP on 05/20/25 that showed BUN and creatinine within normal at 18 and 1.08 and potassium WNL at 4.1. The patient has not expressed any inconvenience with the diuretic. He does wear an adult brief for support.

2. Pain management. He has done well with Tylenol 500 mg ES one t.i.d. and his pain sources are generalized musculoskeletal.

3. BPSD which is aggression or hallucinations and there has been no reported behavioral issues. We will continue with medications as is and we will reevaluate in one month and if continues to be doing okay, we will decrease Depakote to 125 mg b.i.d. 
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Linda Lucio, M.D.
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