


PROGRESS NOTE

RE: Michael Lohrengel
DOB: 03/01/1946

DOS: 05/15/2025
Radiance AL

CC: Transferred from MC to AL.

HPI: A 79-year-old gentleman who was admitted to memory care from VA. The patient was felt to be higher functioning than the majority of other residents around him so was transferred to AL on 05/14. There was however not adequate communication from the MC staff to the AL staff regarding patient and his behaviors. The patient is quick to anger and will curse loudly using foul words directed at whoever he is upset with. He also will as he did last night if he was upset with staff because the bed in his room he stated was not his and not working and he was going to sleep in the recliner which they encouraged him not to do but rather to get into the bed and in refusing he then began yelling and kept his door open and would yell, residents were awakened and complaining to the staff would close the door and he would reopen it. I made it clear to him today that the behavior in AL does not tolerate bad behavior of any kind and that if he steps into that and is not redirectable then he will have two options to go to Geri Psych to see what can be done to help manage his behaviors or an eviction notice and he can explain that to his family. We will also do that before he speaks with them. Another issue is that the patient will get himself to toilet and toilet himself, the problem is he is nonweightbearing and is not able to wipe himself and would have stool all over the place and yet refuse to be showered or wash his hands at the most basic. Today, when he came out of his room on his wheelchair propelling himself out among the other residents, he was noted to have stool in different places on his chin and the sides of his cheeks. When confronted about this, the patient did not know what was being talked about and he said that he falls asleep and may likely scratch his bottom and does not know that he is wiping it on himself. The patient when I went to speak with him one-on-one he was upset that the bed in his room did not work and it turns out after talking with the staff and MC that the bed in his room is the bed that he had in memory care it is a hospital bed with a low airflow mattress and it is functional it just had not been plugged in that was done and it was clear that it was filling with air. The patient stated that it was not his and he was not going to sleep in it and I told him he had two choices to sleep in it or not but he was going to be quiet and not affect anyone else asleep. The patient is currently followed by Trinity Hospice. This morning a chaplain was visiting with him out in the hallway and I did speak with him briefly regarding the patient.
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The patient was admitted to VA MC on 01/26/2025 after a fall at home where he was on the ground for approximately two and half days unable to get himself up. In the time that he was on the ground, he had not had anything to eat or drink had not had his medications was found to be dehydrated and diabetic ketoacidosis with acute encephalopathy was hypothermic and possible component of starvation ketoacidosis. The patient was discharged from the hospital on 02/05/2025 and admitted to Ignite Medical Resort on same day and upon discharge from there was admitted here on 04/14/2025.

DIGANOSES: Diabetes mellitus type II, hypertension, hyperlipidemia, gout, unspecified dementia with BPSD of abrupt anger, agitation to include cursing and difficult to redirect, anxiety disorder, and history of depression.

MEDICATIONS: Proscar q.d., Flomax h.s., saxagliptin 5 mg p.o. q.a.m., Zocor 40 mg h.s., ASA 325 mg q.d., Remeron 7.5 mg 8 p.m., Protonix 20 mg q.d., and hydroxyzine 25 mg q.8h. p.r.n. for anxiety.

ALLERGIES: PCN, DIGOXIN, METFORMIN, and LISINOPRIL.

DIET: DM II diet.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Frail older gentleman seated in a wheelchair propelling self around.
VITAL SIGNS: Blood pressure 139/68, pulse 89, temperature 97.4, and respirations 15. The patient is 71” and weight not available.

HEENT: He has male pattern hair loss however what he has is gray and growing long down to his shoulders and he has a full long gray beard and mustache. Wears corrective lenses. EOMI. PERLA. Anicteric sclera. Nares patent. He has moist oral mucosa. Native dentition in poorer pair with teeth missing. Hearing appears adequate.

NECK: Supple. Clear carotids. No LAD 

CARDIAC: He has a soft systolic ejection murmur. No rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

ABDOMEN: Flat, nontender, and bowel sounds present.

MUSCULOSKELETAL: He is in a manual wheelchair that he can propel using his feet. He has a stooped over posture. The patient is nonweightbearing. He is a two-person transfer assist Hoyer lift was used in memory care unclear whether it will be used in AL. No lower extremity edema.

NEURO: Orientation to self in Oklahoma. When asked about things or his behaviors called out he states he does not remember anything and he does not know what is being talked about and finds it hard to believe that he would curse at people or yell. The patient however can target who he wants to if he is upset with them.
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SKIN: He has mid gluteal abrasion skin changes with the surrounding skin is pink without warmth or tenderness. There is no drainage.

PSYCHIATRIC: The patient is manipulative and uses memory deficits as a way to avoid being called out on behavioral issues. Again is quick to anger.

ASSESSMENT & PLAN:

1. Mild cognitive impairment, which will be further assessed with an MMSE and we will go from there.

2. Behavioral issues. There are no medications listed for treating behavioral issues however speaking to the MC med aide, the patient received ABH gel and I will write an order for it to continue and I am also going to add Depakote 125 mg b.i.d.

3. DM II. The patient’s last A1c was during hospitalization 01/29/25 and it was 14 indicating that the patient was noncompliant with his diabetic regiment. I am ordering A1c to see where things stand now and will adjust medication accordingly.

4. Hyperlipidemia. A lipid profile is ordered.

5. History of depression/anxiety. I am starting the patient on Zoloft will start at 50 mg q.d. and the response will then determine need for further increase down the road. He is currently receiving at a.m. and h.s. and I am going to add a 2 p.m. dosage to that and then I will add when the med aide lets me know what the dosage is of the ABH gel.

6. Social. Family has been contacted on transfer to AL and the behavioral issues that have occurred to date and what is being done about them and if they have any questions or concerns they can express that and I just want them to be aware of the difference between MC and AL as far as how patient can conduct himself.

CPT 99345 and direct POA contact 10 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

