


PROGRESS NOTE

RE: Willie Hubbard

DOB: 02/02/1932

DOS: 03/23/2023

HarborChase MC

CC: Met with family and medication reconciliation.
HPI: The patient is 91-year-old gentleman status post acute ischemic left MCA, CVA with residual deficits of expressive aphasia, dysphagia, vascular dementia, and decreased mobility. At baseline, he has hearing loss. His post cochlear implants x2 and has had three different sets of hearing aids per family. Since move to facility there have been a lot of family issues related to patient’s medical issues as well as staff response. The patient has had insomnia for a period of time unknown. Melatonin trial did not work at SNF and trazodone 50 mg nor temazepam. Ambien was requested as it was effective for a family member but contraindicated as explained to them in geriatric population. The patient’s appetite has been quite good and he has been on Megace since SNF and the question of whether it should be discontinued that was discussed. The patient apparently has loose stools to diarrhea and it is unclear how long this has been going on but it has been noted by both staff and family. He has been on Flomax initially h.s. and had a lot of nocturia so medication was changed to a.m. and 3 p.m. still continues nocturia so we compromised on decreasing it. Son Scott who I have met for the first time today brought up that he is having congestion and they are concerned about that and rightly so, so he was examined and that was addressed. With Scott as well when I was in the dining room he approached from a distance with his father but making it clear that he was there for reason and stated I know your dodginess, I did not know who he was and said as much. I then met with Scott, his wife and sister-in-law along with his parents in room all the above issues were addressed, orders were written to address them at that time and reviewed with family who agreed with orders.

DIAGNOSES: Post CVA with residual deficits, hearing loss, cochlear implants have been removed from the back of his head and to be repaired, insomnia, HTN, and nocturia.

DIET: Regular. No straw use and he has to be given pills whole.

CODE STATUS: DNR.

Willie Hubbard
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MEDICATIONS: Lipitor 80 mg q.h.s., melatonin 10 mg two tablets to be given h.s. and family did bring a bottle that can be used starting tonight, Megace decreased to 5 mL q.d., Flomax will be given q. 8 a.m. only, Imodium 2 mg tablets x2 q.a.m., Z-PAK to start on arrival with instruction, Robitussin DM 10 mL t.i.d. routine x2 days then b.i.d. x2 days, Plavix q.d., and lisinopril 5 mg q.d.

PHYSICAL EXAMINATION:
GENERAL: Gentleman sitting quietly in wheelchair who was pleasant when I interacted with him.

VITAL SIGNS: Blood pressure 134/63, pulse 82, temperature 96.6, respirations 18, and weight 135.2 pounds.

HEENT: He has full thickness hair combed and again cochlear implants have been removed for repair. No hearing aids in place. Nares patent. Moist oral mucosa.

RESPIRATORY: I asked him deep inspiration and that initiated cough, but I was able to hear some mild rhonchi in the left upper anterior exam.

CARDIAC: Regular rate and rhythm without M, R or G.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

SKIN: Warm, dry, and intact with good turgor.

ASSESSMENT & PLAN:
1. Insomnia. Start melatonin 20 mg h.s. tonight, need to give a week for it to say that it is not of benefit and we will go from there.

2. Concerns about cough and congestion. Clear cough initiated with deep breathing and rhonchi prior to that Robitussin DM 10 mL t.i.d. x3 days then b.i.d. x2 days and Z-PAK will be started.

3. Good appetite. Decrease Megace to 5 mL (200 mg q.d.) and family stated that he may not need the medication. We will see if he maintains his appetite then will discontinue Megace after a week.

4. Senile diarrhea. Imodium 4 mg q.a.m. will adjust dosing as needed by monitoring for constipation.

5. Social. Spoke at length with two DILs and son Scott, family understandably wants things done in a very timely manner for the father but have no patience or understanding that in a large care setting things do not happen instantaneously and lacking awareness of how they come off and how they speak to the staff working on behalf of these patients.

CPT 99350 and direct POA contact 25 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

