


PROGRESS NOTE
RE: Homer Simmons (Mike)
DOB: 07/28/1943
DOS: 02/21/2023
Rivermont MC
CC: Increased confusion with sundowning.
HPI: A 79-year-old who came into the dining room near everyone else’s meal completion. He stated that he was hungry and that he had not eaten when in fact he had already been in there, eaten a full meal and then was coming in for what he thought was his first lunch, which he completed as well. The patient was walking around the dining room. He appeared a bit lost as to where to sit and how his food would get to him. He was redirectable. When I spoke with him, he did not have recollection of who I was or that we had previously met. The patient generally stays in his room other than coming out for meals and occasionally they can coax him out for an activity. He has a small dog and the question of his ability to care for this dog has been raised, as in his room he will tie it up to the inside doorknob of the front door and the last time he had secured it to the dog by wrapping it around its neck, fortunately staff found this and were able to undo it. He has had no falls or other acute medical events. He has had bilateral lower extremity edema for which torsemide was started and, looking at his legs today from a distance as well as exam, there has been benefit. The patient is not able to give information otherwise. He reportedly sleeps through the night, is compliant with medications, has to be coaxed into personal care.
DIAGNOSES: Unspecified dementia with staging, BPSD in the form of sundowning, DM II, hypothyroid, BPH, mild thrombocytopenia and gait instability.
MEDICATIONS: ASA 81 mg q.d., folic acid 1 mg q.d., Haldol 0.25 mg b.i.d., levothyroxine 75 mcg q.d., lisinopril 2.5 mg q.d., Metamucil q.d., torsemide 40 mg q.d. and 20 mg MWF at 1 p.m.
ALLERGIES: NKDA.
DIET: NCS.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Well-developed and nourished male who was cooperative once I got him to sit down.

VITAL SIGNS: Blood pressure 126/79. Pulse 68. Temperature 97.2. Respirations 17. Weight 186 pounds.
CARDIAC: Regular rate and rhythm. No MRG.

RESPIRATORY: Normal effort and rate. He has to be reminded to not talk while I was examining him. He had clear lung fields. Symmetric excursion. No cough.

ABDOMEN: Mildly protuberant. Nontender. Bowel sounds present.
MUSCULOSKELETAL: He has good muscle mass and motor strength. He ambulates independently. He has trace edema bilateral ankles to distal pretibial. Moves limbs in a normal range of motion, goes from sit to stand without assist.
NEUROLOGIC: Orientation x 1-2. He repeats the full stories of being a coach at Norman North and all that sports stuff, which he loves telling. He has no insight into the appropriate care of his animal and what he is doing may endanger him.
ASSESSMENT & PLAN:
1. Unspecified dementia with progression and staging. Haldol was started for the sundowning and that gently needs to be increased as benefit is limited. 0.5 mg a.m. and h.s. ordered.

2. General care. The patient’s weight has remained stable. He is one pound less than he was a month ago. BMI is well within target range at 25.2.

3. Lower extremity edema. Reminded him to elevate his legs. He tends to just walk around a lot and, even in his room, he will stand and watch television, so reminded him to elevate his legs.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

