


PROGRESS NOTE

RE: Ralph Comstock Jr.
DOB: 08/30/1935
DOS: 01/09/2022
TFOC LTC
CC: Followup ion agitation, insomnia, and daughter needing letter of incapacity.

HPI: An 86-year-old who was sitting up in his wheelchair. Daughter was present and he was trying to get into his closet. He did not have a shirt on and was not allowing her to assist him. Later, he easily propels his manual wheelchair around the room and could not figure out how to open the door so that he could get into the bathroom. He was right in front of the door and did not understand why, kept hitting his wheelchair. When last seen on 12/20/21, due to his insomnia, trazodone was added which has helped; however, he does awaken. For the agitation and delusional thinking, Haldol and ABH gel were initiated which has been of benefit, but daughter states that delusional thinking goes on morning and afternoon until evening Haldol is given. There is no evidence from either staff or daughter that the medications make him sleepy or negatively affect his cognition or alertness. The patient is in constant motion and is difficult to redirect. Daughter requests a letter of incapacity for his long-term care insurance to activate. She would like to get him into a memory care bed; there is not one available at this facility. She was given names of other places to look into and will do so when the aforementioned is addressed. 
DIAGNOSES: Dementia with BPSD which is constant motion and agitation, gait instability – in wheelchair – will spontaneously attempt to stand, glaucoma, hearing loss even with HA in place, incontinence of B&B, OAB, OSA, hypothyroid, HTN and GERD.

MEDICATIONS: MVI q.d., Tylenol 650 mg q.8h. routine, asa 81 mg q.d., Lipitor 10 mg h.s., diltiazem CD 240 mg q.d., divalproex 125 mg b.i.d., Haldol 1 mg 6 p.m., hydroxyzine 50 mg b.i.d., latanoprost OU h.s., levothyroxine 137 mcg q.d., omeprazole 20 mg q.d., oxybutynin ER 5 mg q.d., and trazodone will be increased to 100 mg h.s. 

ALLERGIES: NKDA.

CODE STATUS: Full code.
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DIET: SNP fortified with one-on-one feed assist and h.s. snack.

PHYSICAL EXAMINATION:

GENERAL: The patient is seated in his manual wheelchair propelling it throughout the room, going from closet to trying to get into bathroom and out of room. 
VITAL SIGNS: Blood pressure 119/64, pulse 52, temperature 98.2, respirations 18, and O2 sat 97%.

RESPIRATORY: Despite repeated instruction, unable to cooperate for deep inspiration. He did not appear short of breath.

CARDIAC: He has an irregular rhythm with an SEM most prominent right second ICS.

ABDOMEN: Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: He has a fairly stable neck and truncal stability in wheelchair. He uses his legs to propel manual wheelchair. No lower extremity edema.

NEURO: Orientation is x1. He will make eye contact, a short attention span. He requires redirection and requires assist 6/6 ADLs. He is verbal. Comments are random and out of context. Affect generally is flat or agitated.

SKIN: Scattered purpura on his arms and pretibial areas. No breakdown noted.

ASSESSMENT & PLAN: 
1. Insomnia. Trazodone increased to 100 mg h.s. We will monitor to see if overnight dosing is also required.

2. Delusional thinking. Haldol 1 mg 8 a.m. added and continue with 6 p.m. same dose.

3. General care: CMP, CBC and TSH ordered. Daughter has requested a letter of incapacity so that his long-term care insurance can be activated. The plan is to move him to a memory care facility. 
CPT 99310
Linda Lucio, M.D.
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