


PROGRESS NOTE

RE: James Harrison
DOB: 08/01/1937
DOS: 03/06/2026
Windsor Hills

CC: UTI with behavioral issues.

HPI: An 88-year-old gentleman seen in his room. He was lying in bed napping, but he did awaken when I called his name. He was little confused. I reminded him who I was. He is the patient who I have not had to see frequently as he has generally no complaints. His lunch tray was still seated on the side table covered. I told him that I would uncover for him and help him set up so that he could eat lunch. He stated he did not want to eat at all. When I asked if he had eaten breakfast, he stated he did not remember. Staff told me that he has been more difficult to deal with since being diagnosed with a UTI. I asked about that and it was actually on 03/01/26 that he was complaining of dysuria and began to have hematuria. So, he was sent to the VA ER which is where he goes for hospitalization and they provide his medications. He returned with a script for Keflex 500 mg two tablets b.i.d. for 14 days and that will be completed on 03/15/26. There is still mild evidence of the hematuria. He is on Eliquis 2.5 mg b.i.d. which complicates that issue.
DIAGNOSES: His other diagnoses are lung cancer of the bronchus and bladder cancer, hypokalemia, HTN, GERD, glaucoma, chronic pain, anemia, HLD, BPH, atrial fibrillation, AAA, PUD, OA, and B12 deficiency.

MEDICATIONS: Also, include PreserVision one capsule b.i.d., Senna Plus two tablets q.d., Flomax one capsule h.s., metoprolol 150 mg b.i.d., Eliquis 2.5 mg b.i.d., timolol eye drops one drop OU q.d., melatonin 5 mg h.s., Zocor 40 mg h.s., FeSO4 one tablet q.d., B complex one capsule q.d., omeprazole 20 mg q.d., Colace 100 mg q.12h. p.r.n., and calcium carbonate 648 mg q.d.
ALLERGIES: NKDA.

DIET: Regular with thin liquid.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: Elderly gentleman, little irritable, lying in bed who began to cooperate.

VITAL SIGNS: Blood pressure 142/64, pulse 80, temperature 97.6, respirations 18, and weight 142.6 pounds.

HEENT: Full-thickness gray hair. EOMI. PERLA. He had his glasses on even while he was asleep. Nares patent. Moist oral mucosa. Native dentition with multiple teeth missing.

RESPIRATORY: Decreased bibasilar breath sounds. Anterolateral lung fields are relatively clear. No cough.

CARDIAC: An irregular rhythm at a regular rate without murmur, rub, or gallop.

ABDOMEN: Soft. Hypoactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: He has fair muscle mass and motor strength. He is transported in a manual wheelchair. He can weight bear for transfers and propels his chair with his feet and arms.

NEURO: He was sleepy, so not in a good mood being awakened, but he did make eye contact, would let me do my exam and was quiet while I explained things to him and when I stated that that was enough, did he have any questions, he stated no and closed his eyes again.

ASSESSMENT & PLAN:
1. UTI, organism unclear, most likely empiric treatment for both the history of bladder cancer and then hematuria which most likely was impacted by the Eliquis use as well, but we will continue 1 g b.i.d. through 03/15/26.
2. HTN. Review of BPs shows good control; the highest systolic reading that he has had in the past total of 30 days is 149 and the highest diastolic that he has had is 70, so no change in those medications.
3. Hyperlipidemia. Review of lipid profile shows all values in target range, so no change in dosing.
4. BPH. A PSA was done; results are 13.71 that is to be followed by the VA. To my knowledge, he has not had any further testing.

5. CMP review. BUN elevated at 28.9; otherwise, alkaline phosphatase 128 also elevated, but for the most part a normal CMP.

6. Anemia. H&H of 13.2 and 40.6, so just a little bit off with a mildly macrocytic MCV, thus the initiation of B complex and we will give it some time before a recheck of that is done.
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