


PROGRESS NOTE

RE: Jerry Stevens

DOB: 11/11/1947

DOS: 06/18/2025
The Harrison AL

CC: Staff concern about the patient’s depression.

HPI: A 77-year-old male who has been in residence since 07/28/2023. Staff on the second floor have got to know resident over the last year in particular and have noted a change over the last couple of months where he has days that he will stay in his room and not come out. He would normally go to every meal in the dining room and he is now eating in his room more. As to his personal care, he is not showering with any regularity. His hair has grown past shoulder length and he has a full beard and he has had no grooming to his hair or beard. Today, the patient did come out of his room and go downstairs for a community meeting and then later went to the dining room and I saw him there, he spoke with me where I brought up questions of how he is feeling and whether depression has been something he has had in the past or feels currently. The patient is retired military having spent 40 years in Intel, so concerned about military experience and possible PTSD. When I spoke to the patient this evening one-on-one in his room, he stated that he is not aware of feeling depressed, he has no consideration of isolating himself, self-harm, etc., and then after discussion, he stated that he was willing to try something if there was possible benefit in it. I explained the SSRIs to him, how they work and it would take at least six weeks to know whether there is going to be any benefit, but we would start low dose and work upward as needed and that at any time he felt he no longer interested in taking an antidepressant that it could be discontinued. He voiced understanding as to why others would have some concern and appreciated it.

DIAGNOSES: Possible onset of depression, DM II, Parkinson’s disease with generalized muscle weakness, paroxysmal atrial fibrillation on anticoagulant, MCI, and HLD.

MEDICATIONS: Tylenol 650 mg b.i.d., Lipitor 10 mg h.s., Coreg 12.5 mg b.i.d., Eliquis 5 mg q.12h., Proscar 5 mg q.d., folic acid 1 mg q.d., gabapentin 100 mg t.i.d., metformin 500 mg with breakfast and lunch, Flomax q.d. two capsules, tizanidine 2 mg one tablet b.i.d., and Lantus 20 units q.a.m. and h.s.

ALLERGIES: PCN.
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DIET: DM II.

CODE STATUS: Full code. The patient does have a healthcare proxy with form in chart.

PHYSICAL EXAMINATION:

GENERAL: The patient observed in the dining room and then later seen in his room and he was engaging both times.
VITAL SIGNS: Blood pressure 155/74, pulse 60, temperature 96.9, respirations 18, and O2 saturation 98%.

MUSCULOSKELETAL: The patient has good neck and truncal stability and propels his manual wheelchair around the facility without difficulty. He moves arms in a normal range of motion, has no lower extremity edema, self-transfers, has had no falls in some time. Intact radial pulse. He is thin and has adequate muscle mass and motor strength for his ADLs.

CARDIAC: The patient has regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

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

ABDOMEN: Slightly rounded, nontender. Bowel sounds present. No masses.

SKIN: Warm, dry, and intact. He does have a few scattered purpura in various stages of age, but skin intact.

PSYCHIATRIC: The patient was quiet. He listened and stated that he would be willing to try an antidepressant and maybe there is some benefit he will derive. He did want me to know that he does not outwardly feel depressed and has never had considerations of self-harm etc.

ASSESSMENT & PLAN:

1. Possible depression in a patient with a history of depression, currently untreated for the last three years. Zoloft 25 mg q.d. x1 week, then we will increase to 50 mg q.d. and go forward about six to eight weeks and follow up to see how he is doing. At any point, the patient can let me know if he wants to either stop or change medication and we will go from there.

2. DM II. The patient will be due for an A1c in mid July, so we will hold off until then and his last A1c on 04/18 was 6.8 on the same medication he is currently taking.
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Linda Lucio, M.D.
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