


PROGRESS NOTE

RE: Thomas Huber

DOB: 11/13/1947

DOS: 04/26/2023

CC: SOB.

HPI: A 75-year-old with long-term history of smoking, now has diagnosis of COPD, was given nebulizer treatments with benefit while in the hospital and SNF. So, request is to continue that. The patient is new to the facility and has not had O2 dependence or MDIs with him. So, we will order as requested Atrovent solution and levalbuterol solution in combination to be given in nebulizer form t.i.d. routine. He was able to give information, but there were clear memory deficits as we spoke. He stated he wanted to know what his medications were because no one had really explained all that to him and we did that as well. He was seated comfortably in his recliner, which was elevated. His right leg elevated. It became clear he did not have a left leg, but when I asked what surgeries he has had he thought for a minute and he said none.

PAST SURGICAL HISTORY: Left BKA approximately three years ago secondary to osteomyelitis.

MEDICATIONS: MiraLax 1 g q.d., Senna-S b.i.d., D3 2000 IU q.d., guaifenesin ER 600 mg q.12h., omeprazole 20 mg q.d., FeSO4 q.o.d., NaCl 1 g tablet two tablets t.i.d., Claritin 10 mg q.d., B12 1000 mcg IM q. month, levalbuterol nebulizer along with Atrovent via nebulizer t.i.d., EDAP dermal biostimulant topically b.i.d. to left stump with healing suture.

ALLERGIES: NKDA.

DIET: Regular. NAS.

CODE STATUS: DNR.

SOCIAL HISTORY: He was living at home alone. He has a neighbor Chris Ivich who is his POA. The patient has about a 50-pack year smoking. He quit in 12/2020 and stated that it was a stupid habit and then I broached his alcohol use history. He took a while and then finally I just talked to him some things about why that was important to his medical history and medications.
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He stated that he has been drinking almost as long as he smoked and has been abstinent a couple of months only because he was in the hospital and he acknowledged noticing that he feels better than when he was drinking. He was in the Air Force in Vietnam for four years with honorable discharge and then he worked in construction and as a custodian for many years. He has no children and I will have to clarify if he was married.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: He states he generally weighs about 140 pounds. He is currently 127.8, but I pointed out that includes a partial loss of a limb.

HEENT: He wears glasses. He used to have hearing aids. Does not have them anymore and was not anymore specific, but appeared to hear questions that I asked and I was a little distance from him. He has dentures; he showed me by taking them out.

CARDIAC: He denies chest pain or palpitations.

RESPIRATORY: Occasional cough and SOB with exertion, but states he has not been exerting himself for a while.

GI: He denies nausea or vomiting. He is continent of bowel.

GU: He has some urinary incontinence and does wear an adult brief, but he is able to let people know when he has to toilet.

MUSCULOSKELETAL: He has a wheelchair that he can propel and self-transfer. He does require some assist for shower and dressing, but likes to try to dress himself.

SKIN: He denies rashes, bruising or breakdown.

NEUROLOGIC: No history of seizures, syncope or vertigo. I did bring up the issue of alcohol related cognitive impairment and he states he had never thought about how it affected his thinking, but he can see that, probably did not do him good.

PHYSICAL EXAMINATION:

GENERAL: The patient was disheveled, seated in his recliner with a baseball cap on, initially antagonistic.

VITAL SIGNS: Blood pressure 134/69, pulse 60, temperature 97.3, respirations 18, and O2 sat 98% and weight 127.8 pounds.

HEENT: With the removal of his baseball cap, he has male pattern baldness. His hair is long. He has a moustache and scruffy beard. Conjunctiva mildly injected, but no drainage. Nares patent.

CARDIAC: He had a regular rate and rhythm without MRG. PMI nondisplaced.

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

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

MUSCULOSKELETAL: He has a sock on his stump. No tenderness to palpation. He states that the skin is closed and it has healed. Right Lower Extremity: No edema. Small area of superficial abrasion; he states he did not know how that happened, but it is healing. Moves arms in a normal range of motion.
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NEUROLOGIC: He is alert and oriented x 2-3. Speech is clear. He is educated and bright and that shows in his vocabulary, proper use of words and it seems to be how he just normally communicates. He did become more relaxed and listened to questions before he became defensive and acknowledged learning some things from the information that I gave him as well as asking him about how alcohol affected his life in specific arenas that he had not thought about.

ASSESSMENT & PLAN:
1. ETOH-induced cognitive impairment, perhaps with time as he clears up cognition and memory etc., will improve and we will monitor.

2. Long-term tobacco dependence. He was a smoker. The nebulizers are helping. So, we will continue for that right now and then just reassess with time what MDIs he may need as opposed to ongoing DuoNeb’s.

3. Mobility issues. I believe that his BKA was more recent than three years ago. PT and OT from Epworth are working with him with balance and transferring safely as well as propelling his wheelchair and then doing self-care. So, we will continue with that.

4. Cognitive versus swallowing issues. Speech therapy is working with the patient on that.

5. General care. CMP, CBC and TSH ordered to assess what his nutritional needs may be in addition to what he is already doing. We have no labs from his SNF stay.
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Linda Lucio, M.D.
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