


PROGRESS NOTE
RE: Leonard Lewis
DOB: 04/10/1947
DOS: 05/15/2024
HarborChase MC
CC: Followup on FSBS and morning excess sedation.
HPI: A 77-year-old male with dementia that has progressed since admission to facility. He is not a behavioral issue per se. He has gone from being able to voice his need to not being able. He is generally quiet, sits up in his wheelchair but naps for as before he was social, I observed him sitting in the dining room. He has a high back wheelchair and was sleeping. He requires feet assist, attempts to feed himself, have not had good results as he has difficulty holding utensils or glasses. Due to the patient’s decreased PO intake and intermittent hypoglycemic readings decreased his Lantus from 20 units b.i.d. to 10 units b.i.d. A review of his FSBS since that change has shown good results a.m. FSBS are high 90s to low 120s and then p.m. FSBS have range from 100 to 135. His appetite is good when again he is awakened. He has had no falls. Family continues to come and visit and fully aware of his progression and the medication changes made.
DIAGNOSES: Vascular dementia has staged since admission now severe, HTN, CAD, DM II, history of CVAs and chronic low back pain.
MEDICATIONS: Norco 5/325 one p.o. t.i.d., Ativan Intensol 2 mg/mL 0.5 mL q.6h. p.r.n., Roxanol 20 mg/mL 0.25 mL q.2h. p.r.n., Levsin one tab q.4h. p.r.n., nystatin powder to a groin and perirectal area and O2 2 L per NC to maintain sats greater than or equal to 90%.
ALLERGIES: NKDA.
DIET: Mechanical soft.
CODE STATUS: DNR.
HOSPICE: Traditions.
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PHYSICAL EXAMINATION:
GENERAL: Obese gentleman sitting in the dining room. He was at a table upright in his high back wheelchair sound asleep.

VITAL SIGNS: Blood pressure 114/58, pulse 102, temperature 97.8, respiratory rate 18, and weight is 193 pounds.
CARDIAC: He has regular rate and rhythm without murmur, rub or gallop.

ABDOMEN: Obese, nontender. Bowel sounds present.

RESPIRATORY: He is able to cooperate with deep inspiration, but it is limited so he has decreased bibasilar breath sounds, but lungs are relatively clear. He had a slight cough, no expectorant.

MUSCULOSKELETAL: He is a Hoyer lift transfer as unable to weight bear. He has trace bilateral lower extremity edema. He can move arms, but he has decreased motor strength and he has +1 edema bilateral lower extremities from dorsum ankle and distal pretibial area.
NEURO: When awake, the patient is oriented x1. He will look around with a blank expression. He is slow to give any verbal response if he does. When he speaks it is just a few words, can often be out of context. He is hard of hearing, affecting communication. He is unable to voice his needs.
SKIN: Warm, dry, and intact. He is very fair and has senile keratosis of arms, face and neck and then he has a lot of dryness and flaking of his lower legs.
ASSESSMENT & PLAN:
1. DM II. He is also on Lantus 10 units b.i.d. and with that change from 20 units b.i.d. fingersticks reviewed with the lower dosing. His average a.m. FSBS are 120 to 130 and p.m. average is 135 so is doing quite good, no change there.

2. Morning sedation. He receives Cymbalta b.i.d. We will hold the morning dose of 60 mg to see if that does not lead to more alertness and if there is more pain we will have to address that.
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Linda Lucio, M.D.
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