


PROGRESS NOTE
RE: Ray Jones
DOB: 03/28/1937
DOS: 03/27/2023
Jefferson’s Garden
CC: Increased confusion.
HPI: An 85-year-old, when I entered the room was standing without any assistive device in the hallway going to his bedroom when I came in and I said why I was, he greeted me and then turned and told me he was going to find his chair, so he could sit down and did so. I asked him how he had been feeling and he gave me the general as usual. He has had no falls, still eats in his room, rarely leaves his room and I told him that staff thought he had more confusion, so I wanted to check urine to make sure he did not have an infection that could be part of that and he is agreeable. Then, somehow, the patient just started talking and talked about his mortality and he said that he tells his children much to their chagrin that he and his wife are now living in their death chamber i.e. the apartment here and he says this will probably be the last place we ever live and was reflecting on that, but it was not morbid. He also had a sense of humor about it. Anyway, he denied fevers or chills. No dysuria or hematuria. Appetite is at baseline along with sleeping and energy level. He also had what staff called a fall. He stated that he actually just slipped out of bed, got caught up in covers. He said his feet were going one way and the covers, he said, somehow propelled him and that he flew back and hit his head on something, so now he has got bandages on the top of his head.
DIAGNOSES: Legal blindness, generalized weakness, uses wheelchair, CAD, DM II, HTN, insomnia and hypothyroid.
MEDICATIONS: Norvasc 10 mg q.d., ASA 81 mg q.d., Lipitor 10 mg q.d., Coreg 25 mg at noon, enalapril 20 mg b.i.d., Omega-3 at noon, folic acid 800 mcg at noon, levothyroxine 75 mcg q.d., Metamucil q.d., Metformin 250 mg with dinner and 250 mg with breakfast, trazodone 100 mg h.s., D3 1000 units at noon, MVI and vitamin C 250 mg q.d.
ALLERGIES: See chart.
DIET: Regular.
CODE STATUS: Full code.
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert and engaging in a very pleasant way, not antagonistic. He is able to voice his needs and talk more today about having hope and that people have to have things they believe in and for him it is his Christianity.
VITAL SIGNS: Blood pressure 143/81. Pulse 69. Temperature 97.6. Respirations 18. O2 sat 95%. Weight 132.6 pounds.

CARDIAC: An irregular rhythm. No MRG.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: He was able to ambulate to his chair without assist and has no lower extremity edema. Moves arms in a normal range of motion.
ASSESSMENT & PLAN:
1. Increased confusion. UA with C&S ordered and that is also family’s request and the results are back and the findings were mixed genital flora, so no evidence of UTI.
2. Decline. Whether the patient is aware of it or not, he does not vocalize it. Family is in a lot of denial. Their feeling is that they are going to rebound and be back to a healthier version of where they are at right now and I think by the later comments that Mr. Jones made that he understands that that is not going to happen, so at some point we will have to approach son with the reality of both parents’ condition and see what can be done for them. The idea of hospice for Mr. Jones is something that I have discussed with staff anyway.
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