


PROGRESS NOTE

RE: Milton Odom
DOB: 11/30/1944
DOS: 09/24/2024
Rivendell Highlands
CC: Behavioral issues.

HPI: A 79-year-old gentleman admitted on 09/09/2024, seen last week for initial visit. The patient has had a series of events that have led up to a change overall in his cognition. His behavioral issues are that he will just randomly start calling out for “help… help… help” or that he wants something and will just do it nonstop and is not redirectable without him becoming agitated. ABH gel 1/25/1 mg/mL was ordered and started at 0.5 mL q.6h. and the behaviors have continued. The patient does not appear to be sedated by the medication. He can be verbally aggressive or rude to staff. Staff reports that he is also at times refusing medications more often than not. I observed him tonight having dinner; he was feeding himself, sitting at a table with a couple of other residents and he appeared to be well behaved and then he started to bring his calling out.
DIAGNOSES: Diagnosed with a right subdural hematoma and a T10 compression fracture, DM II, GERD, anxiety/depression, CAD with CABG, left foot drop – progressive over the past six months, difficulty ambulating, dental issues – unable to chew a regular diet and he requests a soft diet.

MEDICATIONS: Going forward: Tylenol 500 mg two tablets h.s., MiraLax q.d., Eliquis 5 mg b.i.d., Plavix q.d., Lexapro 10 mg q.d., Proscar q.d., Flonase if unable to use will be discontinued, lidocaine patch to affected area, Imdur ER 30 mg q.d., losartan 100 mg q.d., and tramadol 50 mg q.6h. p.r.n.

ALLERGIES: VANCOMYCIN.

DIET: Regular, soft with Glucerna one can b.i.d.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Elderly male, observed sitting in the day room quietly, eyes closed and then 10 minutes later just yelling repetitively and the same behavior later seen in the dining room.

VITAL SIGNS: Blood pressure 118/71, pulse 80, temperature 97.6, respirations 18, and unable to weigh.

RESPIRATORY: Lung fields are clear. He does not do deep inspiration.

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

MUSCULOSKELETAL: Intact radial pulses. He does have trace to +1 ankle and lower leg edema.

NEURO: The patient unable to voice his needs directly and it is unclear how much he understands of what is said to him given his recent injuries particularly his back. Question of untreated pain being part of the yelling out is a concern. So, we will re-dose Tylenol 500 mg two tablets at 6 p.m. and see if that is of help. Orientation x 1. He does not respond to direct questions. He will sit in his Broda chair with a blank expression, just eyes open, looking around. He occasionally will nap and out of the blue, he will just start doing his yelling, usually “help me” or something very similar, one sentence.

ASSESSMENT & PLAN:
1. BPSD. I am adding Tylenol a.m. and h.s. to see if pain management is a part of the yelling out, but I have also increased his ABH gel to 1 mL q.4h. routine and once we have got that into his system and saturated, then we will look at decreasing the frequency, remaining at the same doses of ingredients in mL.
2. General care: We will do lab work when the patient’s behaviors are more managed.
CPT 99350
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
