


PROGRESS NOTE

RE: Paul Hartman

DOB: 05/04/1939

DOS: 02/13/2025
The Harrison AL

CC: Outburst this morning.

HPI: An 85-year-old gentleman who had been downstairs having lunch with his wife and I saw them coming up; he is behind her wheelchair pushing her and in the room he sits in his recliner and just keeps his eye on her as she sits in her wheelchair. Earlier today, I was told by the nurse that staff had gone in there to change patient and do personal care and given her inability to weight bear, which is a new change, they were going to use a Hoyer lift. He was very loud and upset about that and told them that they could not do that and they tried to explain why it was being used and it did not matter. The patient was given some time and eventually staff were able to do what they needed to, but he was very upset and some cursing in there. Staff asked about being able to get a UA, but after I saw him with his wife present later after lunch he was in good spirits and I think that it was just a provoked outburst by seeing staff do something that was physically uncomfortable for her. The patient has had some increased confusion by report of staff. His wife was gone for some time so she is back now and much different and in a not desired way and I think it is a lot for him to process and more work required on his part as he sees it to have to help take care of her.

DIAGNOSES: MCI with progression, COPD, asthma, GERD, HTN, BPH, HLD, osteoarthritis, and myalgias.

DIET: Regular, healthy heart diet.
CODE STATUS: DNR.

MEDICATIONS: ASA 81 mg q.d., Coreg 6.25 mg b.i.d., clonidine 0.1 mg q.d., Farxiga 10 mg q.d., Eliquis 5 mg b.i.d., Zetia 10 mg q.d., meloxicam 15 mg q.d., Singulair q.d., Myrbetriq 25 mg q.d., niacin 500 mg q.a.c., Rapaflo 8 mg q.d., Aldactone 25 mg q.d., and Demadex 20 mg q.d.
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ALLERGIES: Multiple, see chart.
PHYSICAL EXAMINATION:

GENERAL: The patient is a well-developed and nourished gentleman, seated quietly.
VITAL SIGNS: Blood pressure 145/79, pulse 70, temperature 97.1, respirations 18, O2 saturation 93%, and weight not available.

NEURO: He makes eye contact. His speech is clear. He wants to give information about his wife. Affect congruent with situation. He did appear to be in better spirits than I was told he had been. He was pointing out the good that he saw as far as how she was coming along.

MUSCULOSKELETAL: He ambulates. He uses a walker on his own, but pushes her using the back of her wheelchair for support. He has trace ankle edema. Moves arms in a normal range of motion.

CARDIAC: He has an irregular rhythm at a regular rate. No murmur, rub, or gallop.

ABDOMEN: Protuberant, nontender. Bowel sounds noted. No masses.

PSYCHIATRIC: He was happy and kind of excited talking about her and then I caught him moments just looking at her almost with the sadness and I think it is clear that he sees a big change.

ASSESSMENT & PLAN: Increased confusion. I think that right now we need to just give him time to process the change that he is seeing in his wife of 64 years. He brought that up while I was there and repeatedly looked at her and asked her a few times if she remembered who he was.
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Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
