


PROGRESS NOTE
RE: Matt Kye
DOB: 07/18/1949
DOS: 10/01/2025
Tuscany Village
CC: Assess the patient’s lethargy.
HPI: A 76-year-old gentleman who I wanted to see, he was sitting in his wheelchair at bedside he had his foot extended on the footstep of his wheelchair there is a small pool of bright red blood and looking at his right great toe it was bleeding and there turned out to be a horizontal laceration. He could not tell me what happened. The patient has been on low dose Ativan q.6h. for the past nine days and it has worked to tamper his delusions and hallucinations that rile him up and have seen someone murdered out in front of the building and no one doing anything to help her and then getting angry at the staff that work here that he is going to file a class-action lawsuit against this hospital and he is going to call the police because of what is being done here etc. There is no redirecting him when he gets into that mood since he has been on the Ativan that has stopped. He has had increased sleeping, but he is up for each meal and he still able for staff to get himself up into his manual wheelchair and propel himself out of the room as well as get up and toilet himself. I did sit with him in his room and after telling the nurse that she needed to come in and clean and dress his laceration and he had somewhat of a smile on his face and made eye contact with me and so I started asking him questions about his background and he then focused in on being in the jewelry business and was kind of scattered about that and then kind of drifted off and so I just was able to examine him without any resistance.
DIAGNOSES: DM type II, morbid obesity, unspecified dementia, history of seizures, history of congestive heart failure, hyperlipidemia, major depressive disorder, muscle weakness, HTN, GERD, and gout unspecified BPH.
MEDICATIONS: Unchanged from most previous note, but will review the Ativan, which is 0.5 mg and it is q.6h.
ALLERGIES: CEFTRIAXONE.
DIET: Low-carb and diabetic diet with thin liquid.
CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, seated quietly, and just looking around. He did make eye contact and began talking after I started asking him questions.
VITAL SIGNS: Blood pressure 136/80, pulse 85, temperature 97.7, respiration 18, O2 sat 96%, and the patient to be weighed today.
HEENT: He has wispy thin gray hair. EOMI. PERRLA. Eyes, mildly injected. No evidence of drainage. Nares patent. Moist oral mucosa. Native dentition.

NECK: Supple.

CARDIAC: He had a regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Obese. Nontender. Hypoactive bowel sounds.

RESPIRATORY: He did not understand deep inspiration so just listen to regular breathing. Lungs were clear, decreased bibasilar secondary to effort.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. He gets around in a manual wheelchair that he propels with his feet and arms. He has trace edema of bilateral lower extremities at the ankles.
NEURO: Orientation is to self in Oklahoma. He can speak comments are random and out of context. He has a distant look despite making eye contact. He is soft-spoken and he did have a smile and while he noticed the bleeding from his toe he did not seem in any way distressed.
SKIN: The great toe, there is a horizontal laceration that is coagulating. The nail bed is intact and if he does have some vascular coloration to bilateral lower extremities from the ankle upward to mid pretibial. There is no warmth or tenderness to palpation and I tell the patient that I know he sees it, but does he have any leg and foot pain and he stated no.
SOCIAL HISTORY: Did call his brother Mickey who was very appreciative being contacted stating he had not been able to talk to his physician since his brother had been here. He tells me that the patient is his twin brother that he would visit him regularly and he would always be excited to have food brought to him and that he would laugh and talk with him and he stated that he would not always be talking about what they were talking about and he knew that. He would have some hallucinations that what he was telling them they knew could not have happened. Recently, he states he has not been able to come to visit with an irregularity because of his own medical issues, but they have a friend who lives locally who does come up and visit tells him that he is different that he does not talk much and he is looks at them, but how much he recognized is unclear. I did relate to him the psych medications that he was on and in any addition of Ativan when it was started and how was dosed and the reason for that he was very familiar with his brother making up these big stories and then emotionally reacting to him and you could not redirect him. He acknowledges it was not just the physical to helping to take care of them, but more the delusional hallucination issues that occurred to which he would react and that was difficult.
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I reviewed the patient’s diagnoses with his brother specifically emphasizing the major depressive disorder and the unspecified dementia. I then also reviewed his medications and went over the titration off Ativan that will be starting. Brother did give me information regarding the patient:

SURGICAL HISTORY: The patient had a VP shunt placed about 8 to 10 years ago for what was described as normal pressure hydrocephalus and then had a meningioma removed right side six years ago. After that procedure his behavior and memory started to be problematic. He believes that there has been a slow progression with delusions and hallucinations starting about four years ago.

ASSESSMENT & PLAN:
1. Unspecified dementia. We will do an MMSC. Once the patient has been titrated off of the Ativan and assess for his baseline memory.
2. Delusion/hallucinations that has been tempered with the Ativan. He has been on it today being nine days. We will begin titration of the Ativan tomorrow with the 0.5 mg Ativan to be given b.i.d. for three days then q.d. for two days then the Ativan would be decreased to 0.25 mg to be given q.d. for five days then will assess discontinuation. All of this was reviewed and explained to the brother who is in agreement. He did add that if he reverted to the hallucinations and delusions and if there was possibility of giving him some of the same medication, but at a lower dose somewhat he was on and I stated that would be possible or they may be another medication we can try. So he was in agreement with that.
3. Seizure disorder. The patient is on Keppra and level was drawn end of July 2025, and it is within target range at 28.9 seizures are controlled.

4. DM II. The patient remains on Lantus 40 units a.m. and h.s. and his quarterly A1c will be drawn mid month.
5. BPSD. The behavioral and psychological symptoms of dementia, we will decrease the Ativan as previously noted. The patient will remain on Effexor 150 mg q.d. and Seroquel 25 mg q.a.m. and h.s. and will monitor his response.
6. Right great toe laceration. It was cleaned and dressed with a bandage by the nurse and will followup within the next couple of days.
CPT 99350 and direct POA contact 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

