


PROGRESS NOTE

RE: Wesley Ware
DOB: 08/30/1952
DOS: 08/22/2025
Carnegie Nursing Home
CC: Followup on behavioral issues.

HPI: The patient is a 72-year-old gentleman with advanced Alzheimer’s disease who had had some behavioral issues such as aggression; however, with time and dementia progression, the behavioral issues seem to have subsided without treatment. The patient was observed in the dining room sitting at a table with the same gentleman I saw him with last visit. He was quiet, ate his food without talking to anyone and, when I asked to see him, he made eye contact, did not say anything, but was cooperative to exam. The patient has recently started having abdominal pain that was not alleviated with the Carafate that he had been on for some time. So, after being contacted, he was switched to Protonix which seems to have helped. Also, the patient was seen by OUMC Neurology Clinic on 07/29/25. He was seen by Dr. Evgeny Sidorov, neurologist doing stroke followup. The patient was started on lisinopril 20 mg q.d. and meloxicam was discontinued at 7.5 mg.
DIAGNOSES: Hypertension, hyperlipidemia, seizure disorder, dry eye syndrome, glaucoma, GERD, osteoarthritis, history of CVA, Alzheimer’s dementia, and BPSD of delusions.

MEDICATIONS: Zyrtec 10 mg q.d., Restasis eye drops OU one drop q.12h., latanoprost OU h.s., thiamine 100 mg q.d., ASA 81 mg q.d., Keppra 750 mg q.12h., Protonix 40 mg q.d., Lipitor 80 mg h.s., Norco 10/325 mg one q.12h., and MiraLAX b.i.d.

ALLERGIES: NKDA.

DIET: Regular with thin liquid.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient was seated quietly. He was cooperative to exam.

VITAL SIGNS: Blood pressure 152/94, pulse 78, temperature 97.7, respirations 19, and O2 sat 96%.
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HEENT: He has full-thickness hair. He has corrective lenses in place. He makes eye contact. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

CARDIOVASCULAR: He has a regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

RESPIRATORY: He has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Soft. Hypoactive bowel sounds and the patient notes that he has not had a bowel movement in three days.
MUSCULOSKELETAL: Right shoulder is tender to deep palpation and the patient reiterates that his shoulder hurts and he does not want any more pills for it and I kept telling him that we would try something topical; it is unclear that he listened. He has a history of right shoulder fracture.

NEURO: He is oriented to person and Oklahoma. He knows that he is in Carnegie. He has to reference for date and time.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. Right shoulder pain. I am increasing Norco 10/325 mg to t.i.d. from b.i.d. until his shoulder pain is managed and I have ordered Icy Hot to right shoulder 8 a.m., 2 p.m. and 8 p.m. routine.

2. Hypertension. He has had lisinopril 20 mg q.d. added per the neurologist at OU and has been taking it routinely since 07/30/25 and his blood pressure remains elevated, so ordered BP monitoring for the next 10 days and fax results to me and based on those, we will then further increase his lisinopril as need indicated adding a 10 a.m. to the 20 mg already ordered.
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Linda Lucio, M.D.
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