


PROGRESS NOTE

RE: Homer Mike Simmons
DOB: 07/28/1943
DOS: 05/22/2023
Rivermont MC

CC: Early afternoon agitation and sundowning.

HPI: A 79-year-old seen in the dining room seated at a table and with patient and waiting his turn to be seen. He has a dog who he had been walking outside, brought him in, but made it known that he was not going to be able to sit around too long because of the dog. The patient had a fall on 05/06/23 when he was out of the facility with his daughter. He had been attempting to step up on a curb and lost his balance falling to the ground. The patient had an abrasion to the outer side of his right eye and his right ring finger and skin tear to the top of his lower forearm right side. EMSA did come to the scene and attended to the patient. Today in looking at those aforementioned sites, there is no residual evidence of abrasion. Mr. Simmons was impatient, but was able to manage and hang in there till I got to him and then he was very verbal, unclear what he was talking about. It was random and out of context, but it seemed that he felt better just getting to talk. Staff reports that when I was seeing him, it is about the time he starts to become agitated between 1 and 2 p.m. He was started on Haldol q.p.m. 12/17/22 and then an a.m. dose was ordered on 04/26/23 given agitation in the morning and so now I will increase the dose of Haldol rather than the frequency. Mike had friends who would come to visit him who are no longer coming as it was just too difficult to try and interact with him. 
DIAGNOSES: Unspecified dementia with progression, sundowning with increased agitation beginning at 5 in the evening and then agitation starting around noon hour, DM-II, hypothyroid, gait instability, BPH and mild thrombocytopenia.

MEDICATIONS: ASA 81 mg q.d., Depakote 250 mg 9 a.m. and 5 p.m., Haldol will be increased to 1 mg at 11 a.m. and 6 p.m., levothyroxine 75 mcg q.d., lisinopril 2.5 mg q.d., Metamucil q.d., and torsemide 20 mg MWF.

ALLERGIES: NKDA.

CODE STATUS: DNR.
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DIET: NCS.

PHYSICAL EXAMINATION:

GENERAL: The patient is a robust hearty guy, begins talking as he enters a room. He was eager for his turn and interactive.

VITAL SIGNS: Blood pressure 125/68, pulse 61, temperature 96.9, respirations 18, and weight 178 pounds, a 3-pound weight loss from last month.

HEENT: He has full-thickness hair. Conjunctivae clear. Nares patent. Moist oral mucosa.

NECK: Supple. 

RESPIRATORY: He had to be reminded to not talk as I was trying to listen. He was cooperative with that. Lung fields are clear. Symmetric excursion and no cough.

CARDIOVASCULAR: Regular rate and rhythm. No M, R or G. PMI nondisplaced.

MUSCULOSKELETAL: He ambulates independently. A slight stoop to his posture. No LEE. He is able to walk with his dog pulling in different directions and maintain balance.

PSYCHIATRIC: As his wait time increased, he became more impatient and just started mumbling things to himself that were not really understandable to anyone else that stopped once he was being seen and then afterwards it started up again. 

ASSESSMENT & PLAN:
1. Delusional/paranoid. Haldol 0.5 mg has been effective. There are no breakthrough behaviors. So for the patient’s comfort as well as the residents around him, I am increasing Haldol to 1 mg at 11 a.m. and 6 p.m. We will monitor for benefit versus side effects. 
2. Hypoproteinemia. CMP shows a T-protein and ALB 5.5 and 3.8. His T protein is actually down 0.3 points from the 5.8 on 08/10/22 and albumin was also 4.2. I am checking to see if he has protein drinks available; if not, we will order through facility. 
CPT 99350
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
