


PROGRESS NOTE

RE: Tom Lovelace

DOB: 02/24/1930

DOS: 10/05/2023

Harbor Chase AL

CC: Fall followup and met with family.

HPI: A 93-year-old gentleman seen in room. His son Larry and his wife were present earlier. The DIL had requested to speak to me about Mr. Lovelace with her concerns about his falls. On 09/12/23, the patient was seen at SSM after a fall in facility where he hit his head. CT of head and C-spine performed. No acute injuries and returned to facility with no new orders. There was question of the patient using Ambien at h.s., which has been a question that I have raised with family however they support his continued use stating there were contraindications and a fall in August have shown pictures of his injuries. He had significant bruising at the corner of his right eye and he had a laceration above his right eyebrow. The patient also in that fall bruised his left great toe and per the picture there is significant purpura from the tip to the MTP. Now watching the patient it is clear that he has had decline both cognitively and physically. He continues to use a walker around the facility. I spoke with him and family regarding having a wheelchair around for long distance use such as leaving the facility with family. Son opts to use the facility’s wheelchair to get him to and from the parking lot. My bringing this up was that he may need a wheelchair in general it is some point soon. The patient’s medications were reviewed, adjustments were made and family in particular his son who is a physician were informed.
DIAGNOSES: Unspecified dementia advanced, hard of hearing, HTN, CAD, GERD, insomnia and notably gait instability with multiple injury falls.

ALLERGIES: PCN.

DIET: Regular with thin liquid.

CODE STATUS: DNR.

MEDICATIONS MiraLax MWF, Flomax hold x1 week and assess the patient with urination spontaneous, Abilify 5 mg q.d., Coreg 6.25 mg q.d., Flonase q.d., Imdur 30 mg q.d., meloxicam 7.5 mg q.d., Protonix 40 mg q.d., ropinirole 6 mg h.s, Zoloft 50 mg q.d., and Ambien ER 6.25 mg h.s.
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PHYSICAL EXAMINATION:
GENERAL:  Frail elderly male who appeared fatigued, but was pleasant and cooperative.
VITAL SIGNS: Blood pressure 113/56, pulse 80, temperature 97.2, respirations 23, and weight 176.8 pounds a weight loss of 6.2 pounds since July.

CARDIAC: He has regular rate and rhythm. No murmur, rub or gallop.

RESPIRATORY: Normal effort and rate. Lungs fields are clear. Decreased bibasilar breath sounds. No cough and symmetric excursion.

MUSCULOSKELETAL: It is clear that the patient has lost weight and looking at him. He also has lost general muscle mass and motor strength. He is weightbearing holding on to things in his apartment. He can walk short distance, but he has mild flexion at his knees when walking there and observe later out in the lobby. The patient has a rolling walker that he uses appropriately though he does tend to stoop over it.

SKIN: Thin, dry, decreased integrity, resolving bruises noted.

NEURO: He makes eye contact. He asked questions. He is hard of hearing so he leans in to try to hear what is said. He can voice his need. He appears naïve to the risk that he puts himself at with his mobility. Orientation x2. He can reference for date and time, but short-term memory increasingly poor.

ASSESSMENT & PLAN:
1. Unspecified dementia with progression. The patient’s judgment increasingly declines and he attempts things to do that he is no longer strong enough to do and generally results in a fall. I encouraged him to continue using his walker and again brought up the idea of wheelchair that I think at some point will be needed.

2. Bowel habits. MiraLax is decreased to MWF routine as the patient was taking it daily and he had daily loose stools at times. The diarrhea which is run down the inside of his pant leg and I was just made aware of that.

3. Bruising and purpura with each fall. The patient is on Plavix for a CABG done 15 years ago and cardiac stent placed 10 years ago. Plavix is not indicated for longer than 90 days but can be extended to six months so he will be on that and medication is discontinued as it is a greater risk than benefit.

4. Gait instability with occasional dizziness. BP and HR monitored q.d. for one week and after review determine whether he needs to remain on the Coreg and Lasix.

5. Urination issues. After hospitalization the patient returned on Flomax. He had had a Foley at that time and when he returned he continued with the Foley and it was after that it was discontinued that he was on the Flomax for a period of time. It continued however and I told family without telling the patient that the Flomax was to be held for one week. Staff will monitor spontaneous urination if he was able to do so then we would discontinue the Flomax.

CPT 99350 and direct POA contact is 45 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

