


PROGRESS NOTE

RE: Randy Duncan

DOB: 10/19/1951

DOS: 09/04/2024
The Harrison AL

CC: Increase agitation and review of bilateral knee pain.

HPI: A 72-year-old gentleman with advanced unspecified dementia, history of anxiety, and insomnia. The patient has had a long time male partner to whom he has been married over 20 years and recently his partner’s family from Utah came and took him back to Utah and it was not expected that he would not return. The situation has been anxiety provoking for patient and he has just also recently received divorce papers, which stunned him as well as his daughter who was his former partners POA. He is a bit more tearful when he is by himself. Staff report that he is very irritable directed toward them and very impatient and rude to other residents if they are in his way or holding anything up that he wants to do. He has a history being somewhat abrupt or snippy but not to the extent currently so I think situationally that is the trigger event. When I spoke to him today, he recognized me and hugged me and then he asked me what my name was. He was going out on an activity friend of his daughters was taking him and a female resident who he hangs out with to go do something.

DIAGNOSES: Advanced unspecified dementia, insomnia, anxiety, and BPSD in the form of increased agitation and irritability

MEDICATIONS: Namenda 5 mg b.i.d., trazodone 50 mg h.s., gabapentin 100 mg b.i.d., and Lexapro 5 mg q.d.

CODE STATUS: Full code.

DIET: Regular.

ALLERGIES: NKDA.

PHYSICAL EXAMINATION:

GENERAL: Well developed and nourish male who appeared to be in good spirits.
VITAL SIGNS: Blood pressure 130/75, pulse 54, temperature 97.1, respirations 16, height 5’8”, and weight 191 pounds.
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NEURO: Orientation to self in Oklahoma. Speech is clear. He goes from topic to topic is very tangential. He has very evident short and long-term memory deficits. His affect can be very animated and at times able to make his needs known but most of the time forgets what he was going to say.

MUSCULOSKELETAL: Independent ambulation. Moves limbs in a normal range of motion. No LEE.

ABDOMEN: Protuberant, nontender, and bowel sounds present.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

ASSESSMENT & PLAN:

1. Depression/anxiety. As he is on Lexapro, we will continue with that but I am going to increase the dose to 10 mg q.d.

2. Anxiety. He is currently on Ativan 0.25 mg t.i.d. and is having refractory symptoms to that. So I am going to increase his a.m. and p.m. Ativan to 0.5 mg and will leave the mid day dose at 0.25 so that he is not overly sedate.

3. Insomnia. I am increasing trazodone to 100 mg h.s.

4. Social. Spoke with his daughter/POA __________ and she is made aware of the above.

CPT 99350 and direct POA contact 15 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

