


PROGRESS NOTE
RE: Flavious Richardson

DOB: 01/13/1933

DOS: 01/25/2024

Harbor Chase AL.

CC: Lab review, skin tear on left forearm new and wife reports the patient having paranoia and delusions in the evening.

HPI: A 90-year-old gentleman. He and his wife have been in residence since 01/13/24. They share an apartment together in AL and she is here because of his dementia and inability to take care of him alone at home. Baseline labs were ordered last week at my initial visit and reviewed today. After I reviewed them she tells me that he has also just been a problem in the evening that he is seeing things that he reacts to with verbal aggression trying to yell at things or strike out at them and wants to know if there is anything that can be done. She also states that he looked like he was going to fall yesterday when he was getting up and she reached out to help him, but she ended up scratching his forearm and it just took skin back. She did report to staff who cleaned it and dressed it. When I came in the patient is well groomed, seated quietly and he was receptive when I spoke to him making eye contact, but he does not verbally respond. I reviewed his labs and he looked at me. I do not think he understood what we were doing now. The wife tells me that they go down to the dining room and she has to encourage him to eat. He sleeps through the night and occasionally gets up and wanders around. He has not been irritable or verbally aggressive with her.

DIAGNOSES:  Dementia unspecified, hypertension, NIDDM, CAD, GERD, anxiety disorder, asthma, insomnia/disordered sleep pattern.

ALLERGIES: Multiple, see chart.

MEDICATIONS: Unchanged from admit note.

DIET: Low-carb DM II diet.
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PHYSICAL EXAMINATION:
GENERAL: The patient seated quietly. He would make eye contact, but did not speak.

VITAL SIGNS: Blood pressure 133/64, pulse 76, temperature 97.6, respirations 18, and weight 154.2 pounds.

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

SKIN: His left forearm had a dressing that was removed, only a small amount of blood on it. There is a medium size skin tear that is surrounded by redness, warmth, and mild edema. It did not appear to be tender or painful to touch.

NEUROLOGIC: Orientation x1. He has verbal ability, but is generally quite and wife supports that. He has no overt behavioral issues. Appears to be attentive. How much he understands is unclear and the behavioral issues, delusions, hallucinations not evident, but they are reported to occur later in the afternoon and early evening.

ASSESSMENT & PLAN:
1. Cellulitis of left forearm secondary to skin tear. We will have the area cleaned with a new dressing applied and Keflex 250 mg q.6h. x5 days.

2. DM II. A1c was omitted from his recent labs so I have written for that to be done.

3. Agitation with paranoia and hallucinations. Haldol 0.25 mg at 5 p.m. to start. We will monitor how that is doing for the patient and make adjustments as needed.

4. Anemia. H&H are 12.8 and 37.1 with normal indices. No intervention required.

5. Thrombocytopenia. Platelet count is 139K. The patient is not having increased bruising or bleeding so we will monitor. I have no comparison labs.

6. Hypoproteinemia. T-protein is 6.1 so mildly low and we will just have him continue with the diet here. Wife states that he is eating better and it may improve and we will do a followup in three months.

7. Screening TSH. It is normal at 1.69. No intervention required.
CPT 99350 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

