


PROGRESS NOTE
RE: Jim Young
DOB: 01/15/1935
DOS: 01/24/2024
Rivendell Highlands
CC: Diarrhea and postnasal drip.
HPI: An 89-year-old gentleman with advanced vascular dementia and recent right tib-fib fracture. He was admitted here in a walking boot and x-ray on 12/28/2023, showed modest healing of the proximal fibular shaft fracture. Wife felt that he had been in the walking boot for long enough and she simply took it off of him and took it home. Last week, I spoke with the PT person, she approached me about her concerns of changing therapy she stated that in the absence of full healing and without the walking boot she would not do weight-bearing exercises as it can extend the fracture. I told her that it was completely reasonable and the responsibility was with the wife because she was the one who removed it and took it home. The patient’s wife is a retired RN and she crosses lines in deciding what medical decision should be made on her husband’s behalf that she is not qualified to make and so that will be addressed with her the next time that she comes. So today, I saw the patient and he had his walking boot back in place the staff told me that the wife brought it back and it was placed on him they are not sure why, but I suspect that its because he is now able to do therapy again and she did not think anyone would do anything except what she requested. So, I will talk to therapy next week, but hopefully he has not lost too much ground with the week’s passage of no therapy.
DIAGNOSES: Advanced vascular dementia, DM II, hyperlipidemia, GERD, CAD and right tib-fib fracture the patient with walking boot.
MEDICATIONS: ASA 81 mg q.d., Lipitor 40 mg q.d., Plavix q.d., docusate q.d., Aricept 10 mg h.s., Pepcid 20 mg b.i.d., Namenda 10 mg q.d., metformin 500 mg q.d., omeprazole 40 mg q.d., ranolazine 500 mg b.i.d., and Voltaren gel bilateral knees a.m. and h.s.
ALLERGIES: NKDA.
DIET: Regular.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is sitting in his wheelchair, boot in place and head leaned forward as he was sleeping.
VITAL SIGNS: Blood pressure 110/60, pulse 75, respiratory rate 18, and oxygen situation 94%.
CARDIAC: He has regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft. Slightly protuberant. Nontender. Bowel sounds present.

MUSCULOSKELETAL: He stoops when he seated in his manual wheelchair. He can propel it on his own. He has trace to +1 lower extremity edema. Does not complain of pain when asked.

NEURO: The patient is awake. He will make eye contact. He is pleasant. His orientation is x1. He is soft-spoken. Can voice his need and give basic yes and no answers to simple questions.
ASSESSMENT & PLAN:
1. Walking boot right leg tib-fib fracture. He is back to doing therapy and hopefully he will continue walking and keeping his strength.

2. Diarrhea. Staff report that, he has sporadically and likely related to something he has eaten, but they have been identified that so Imodium 2 mg tabs with instruction on use ordered.

3. Continual postnasal drip. He has been tried on allergy medication and by itself that is not adequate so I am adding PSE tablets 10 mg one p.o. q. a.m. and 4 p.m. and we will see how that works.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

