


PROGRESS NOTE

RE: David Goodman
DOB: 01/01/1941
DOS: 08/23/2023
Rivendell MC
CC: Lab review.
HPI: An 82-year-old seen in room, his wife was present along with the occupational therapist admissions person. Wife per staff’ input and her acknowledgment has been here every day since his admission and stays for about eight hours each time. She is the one who provides any care that is needed. He is the one that tells her what is bothering him and she then goes to nursing staff so and he does not participate in activities when she is around, but he will when she is not present. Today, in seeing him, she is the one who did all the talking as far as giving input on his current status. He was alert. He was looking in my direction, but he has learned to just let her do the talking. When I told her that we had talked about less time here with him so that he can acclimate, she acknowledged that, but had nothing further to say; it was clear that she did not want to discuss it or like being told that she needed to step back a little bit. The OT person stated that from his review that he has significant upper body weakness and that that is going to be a focus of work. Wife also had the issue that she did not believe he was getting the care that they wanted him to receive and that he had been found with significantly soiled briefs primarily urine and that was upsetting and unacceptable to her, I reassured her it is unacceptable and that the unit nurse will address it with her staff and I will talk to the DON.
DIAGNOSES: Senile dementia of the brain moderately advanced, HTN, HLD, chronic pain syndrome, degenerative disc disease, and gait instability.
MEDICATIONS: Oxycodone recently decreased to 10 mg t.i.d. from q.i.d., Lyrica 75 mg t.i.d., Aricept 10 mg h.s., olmesartan/HCTZ 12.5/20 mg one q.d., meloxicam 7.5 mg b.i.d., Namenda 5 mg b.i.d., and MiraLAX q.d. p.r.n.
ALLERGIES: PCN and HYDROXYCHLOROQUINE.
DIET: Regular.
CODE STATUS: DNR.
David Goodman
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PHYSICAL EXAMINATION:

GENERAL: The patient in recliner, alert, making eye contact and listening to what was being said. He gave an appropriate brief response to some questions that he was asked and was able to communicate how he felt. Orientation x 1 to 2.
VITAL SIGNS: Blood pressure 138/88, pulse 71, temperature 98.0, respirations 16, oxygen saturation 97% and weight 141 pounds.

MUSCULOSKELETAL: He has good neck and truncal stability when seated, moves limbs in a normal range of motion. He has no lower extremity edema.

SKIN: Warm, dry and intact.
ASSESSMENT & PLAN:
1. Senile dementia of the brain. Encouraging the patient to orient to facility and family to spend less time with him and hopefully that will start.
2. Pain management. He was overly sedate at the initial admission dose and is doing much better with pain covered on the oxycodone 10 mg t.i.d.

3. Need for OT being evaluated with therapy to start in the next couple of days and noted significant upper body weakness.
4. Screening TSH WNL at 2.50.
5. Hypoproteinemia. T-protein and ALB are 5.7 and 3.4, explained the value of those numbers being WNL and he has a protein drink ordered daily. Hope is that he will begin eating on a healthier normal basis here.
6. Thrombocytopenia. Platelet count is 143,000 with low end of normal 150,000. He has no evidence of bleeding or bruising, stable at this time. No intervention required.
7. General care. PT, family of course can visit, but not as frequently and for the duration of the day as they have been.
CPT 99350 and direct POA contact 15 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
