


PROGRESS NOTE

RE: Robert Shirley

DOB: 11/25/1936

DOS: 01/10/2025
Radiance MC

CC: Followup since moved to memory care.

HPI: An 88-year-old gentleman lying in his hospital bed. He was awake and made eye contact, but was quiet, did not talk. He had a massage therapist in the room who had not yet started his therapy. She states she sees him three times a week and then the remainder of the week he has a male therapist that comes in for similar treatment. I had tried to see him a couple of days earlier this week, but he was in the process of having his massage and the POAs made it clear that that is not to be interrupted. The patient has had cough with congestion, which has been going around the facility and Tessalon Perles 100 mg one p.o. t.i.d. routine was ordered for a week and then he has a p.r.n. for two weeks. The patient is compliant with taking them and when I asked if it helped, he was quiet, but the therapist stated that it seemed to help as he was coughing less after taking it. The patient spends most of his day in his hospital bed, occasionally will come out into the dining room with other residents for meals, but primarily has them in his room.

DIAGNOSES: Alzheimer’s disease moderately advanced, coronary artery disease, paroxysmal atrial fibrillation, DM II, but now off oral medication, GERD, BPH, hypothyroid, chronic pain, wedge compression fracture of L1 and T3 and T4, macular degeneration, and hard of hearing.

MEDICATIONS: Docusate q.d. p.r.n., Norco 5/325 mg one q.6h. p.r.n., Eliquis 2.5 mg q.12h., Proscar q.d., Advair Diskus 100/50 mcg one puff b.i.d., Flonase nasal spray two sprays q.d., levothyroxine 88 mcg q.d., lidocaine patch 4% to affected area place a.m. and remove h.s., losartan 25 mg q.d., Namenda 10 mg q.d., Remeron 7.5 mg q.h.s., Protonix 40 mg q.d., KCl 10 mEq Monday and Friday, trazodone 150 mg h.s.

ALLERGIES: NKDA.

CODE STATUS: DNR. Advance directive indicating no heroic measures and we will address DNR.
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HOSPICE: Traditions.

NEUROLOGIST: Dr. Kent Smalley.

PHYSICAL EXAMINATION:

GENERAL: The patient lying in hospital bed head propped up and eyes closed. He did awaken and made limited eye contact, but did not speak.
HEENT: Full-thickness hair. Conjunctiva mildly injected. Glasses in place. Slightly dry oral mucosa.

NECK: Supple.

CARDIAC: An irregularly irregular rhythm. A very soft systolic ejection murmur. No rub or gallop.

RESPIRATORY: Decreased bibasilar breath sounds. Lung fields relatively clear. Intermittent nonproductive cough. He had evident nasal congestion, unable to blow his nose or expectorate.

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

NEURO: Made eye contact, was quiet and cooperative to exam. I then saw him later, he was sitting in the dining room with his sitter awaiting dinner, so he was having meals outside of the room.
After that, when he was put into bed, his sitter requested Imodium and when asked why that he had had two bowel movements one initially was just a small amount like liquid and then the following within 20 minutes was another stool that she said was also liquid. He has not had a bowel movement apart from that in a couple of days. Did not give Imodium based on the fact that it is not clear that he has diarrhea, more likely that he is with the known constipation of a few days.

ASSESSMENT & PLAN:

1. Alzheimer’s disease. The patient appears cognitively stable though his dementia has progressed clearly since his admission to the facility, but a smaller quieter environment, I think he is calmer, he appears more rested.

2. GI issues. The patient vacillates toward constipation and has to be treated for that resulting in loose stools. Right now, we will just watch what his bowel pattern is and if he starts having diarrheal stools by the standard.

CPT 99350 and direct caretaker/POA contact 20 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

