


PROGRESS NOTE

RE: Elbert Loud

DOB: 12/08/1932

DOS: 05/16/2022

Quell Creek AL

CC: 90-day note.

HPI: An 89-year-old gentleman seen in his room. He is very hard of hearing despite wearing hearing aids and you have to yell at him to get him to hear you and in turn his speech volume is as though it is like he is yelling. The patient is jovial and engaging. It was until the end of our time together when he began talking about the agency staff who fill in on the weekends and how they do not do their work and/or assist patients that he became loud and started to show visible anger. Staff had reported that he started to have angry outbursts that can start in conversation with another resident that is normal and then obviously something goes awry and he begins yelling or he will get mad with staff and start yelling and it is difficult to redirect. The patient has also been noted to be up at night; when I asked him about this, he stated that he is having to get up to go to the bathroom all night from those water pills. He has Lasix 20 mg in the a.m. and then 20 mg at 1:00 in the afternoon which should be out of his system by 10 o’clock, but he states that it keeps him up and urinating. I suggested that we give the water pill the total of 40 mg in the morning, so that it would be out of his system by bedtime. He was agreeable. The patient has CHF and is now O2 dependent maintaining at 2 to 3 L and he is compliant with full-time use of O2. He states he feels good. He has no chest pain or palpitations, points out that he makes sure he keeps his oxygen on and he rests when he needs to. He also has mild cognitive impairment that has had a slow progression, but progression nonetheless and it is evident in that it takes a shorter amount of time in our discussion for him to get to a point of anger. He has had no falls and no acute medical events. His son continues to visit. I also reviewed labs with the patient, which he seemed to have some understanding of.

DIAGNOSES: Cardiac arrhythmia with pacemaker, O2-dependent CHF, HLD, CAD HTN, MCI, chronic seasonal allergies and BPSD in the form of aggression.

MEDICATIONS: Plavix q.d., divalproex 125 mg b.i.d.; this will be changed to 250 mg q.a.m. and 125 mg in the evening, Cardura 4 mg h.s., Allegra 180 mg q.d., Lasix will be 40 mg q.d., hydralazine 50 mg t.i.d. and Mag-Ox 400 mg q.d., melatonin 5 mg h.s., Pravachol 20 mg h.s., Symbicort two puffs b.i.d., D3 1000 units q.d., and Zinc 220 mg q.d.
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ALLERGIES: ACE INHIBITORS, BETA-BLOCKERS, DILAUDID and VIOXX.
DIET: Regular.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Well-groomed gentleman, speaking quite loudly throughout my visit, was engaging.

VITAL SIGNS: Blood pressure 130/76, pulse 78, temperature 97.9, respirations 18, O2 sat 96% and weight 145 pounds and a weight loss of 4.5 pounds since 12/20/2021.

HEENT: He has full-thickness hair. Conjunctivae clear. Moist oral mucosa. Clear carotids.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: He has O2 in place. He has a normal effort and rate and prolonged expiratory phase. He does have a few mid to upper air field rhonchi that clear with cough MUSCULOSKELETAL: He ambulates with his walker in room. He has no lower extremity edema. He is flexed at the hips even when he is fully extended and has a slow to moderate gait pace, appears stable.

ASSESSMENT & PLAN:
1. Behavioral issues in the form of aggression. Increase divalproex 250 mg q.a.m. and continue at 125 mg q.p.m. We will give a week and, if he is not sedated with the increase a.m. dose, we will increase the p.m. dose as well. Monitor for these behavioral issues. He became quite inflamed just talking about weekend agency staff and his belief that they do very little for the residents.

2. O2-dependent heart disease. He is very good about wearing his oxygen. AeroCare and the phone number 405-943-2208 provides O2 and all the supplies needed for the patient.

3. Nocturia. We will consolidate his Lasix to 40 mg q.a.m. and hopefully that will decrease his nocturia. In addition, he is on Cardura which may also be a factor in his increased getting up and we will address this medication if needed.

4. Anemia. H&H are 11.7 and 33.1 with normal indices, stable, no change.

5. Thrombocytopenia. Platelet count is 133, previously 145. He has had no increased bruising or bleeding. We will monitor.

6. Hypoproteinemia. Serum protein and albumin are 5.1 and 3.3 respectively. We will order Ensure one can daily.
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Linda Lucio, M.D.
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