


PROGRESS NOTE

RE: Whorton Collier
DOB: 06/29/1943
DOS: 02/27/2024
Rivermont AL
CC: Routine followup.

HPI: An 80-year-old gentleman seen today. He had been out in the dining area and different parts of the building. I saw him propelling himself readily in his wheelchair and then he would just stare at me with a smirk almost to the point of being weird and uncomfortable. When I saw him, the ADON was present and I asked him how he was doing and he starts in with a litany of complaints that he has a cough with continual mucus and he starts giving a vivid description of what it looks like and in looking at recent orders by Bristol Hospice who follow the patient. They had just ordered Siltussin DM which contains guaifenesin and he was receiving 10 mL q.6h. I explained that to him and that if his expectorant were discolored then we talk about antibiotic. He did not bring it up after that. He tells me that his left elbow is sore and he does not know what has happened to it if it is broken or the bone is out of place. The patient had a left elbow fracture with ORIF late last year approximately October 2023 and thereafter he also had skilled care. The patient has been here since 12/28/23 and this is the first time that he is brought this up. I asked him if he was doing any heavy lifting or moving differently perhaps sleeping on his left side and he said no to all of those. When I reviewed his medications with him, there were things that I mentioned and he stated he did not know what that medicine was and he never took it. I informed him that it was medication that he had been taking prior to coming here. He was just generally in a very testy mood and had to be redirected. The ADON did that.

DIAGNOSES: Atrial fibrillation, hypertension, BPH, GERD, depression, chronic allergic rhinitis, OA of knees and elbows, FeSO4 anemia, osteopenia, and sleep apnea with CPAP.

MEDICATIONS: Unchanged from 01/08/24 note.

ALLERGIES: NKDA.

DIET: Regular.
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CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, is complaining and things are mentioned that could assist him or be a cause of the complaint.
VITAL SIGNS: Blood pressure 128/69, pulse 67, temperature 97.4, respirations 20, O2 sat 97%, and weight 200 pounds.

RESPIRATORY: Normal effort and rate. Lung fields are clear. He intermittently would bring up sputum and seem to do it intentionally and then complained about it and I explained to him that he was on a medication that caused mucus to be brought up and that it would be discontinued.

CARDIAC: He has a regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Obese and nontender. Bowel sounds present.

MUSCULOSKELETAL: He is in a manual wheelchair that he can propel without difficulty. He moves arms in a normal range of motion. He self transfers. He has no lower extremity edema. Intact radial pulses. Adequate muscle mass and motor strength to propel himself and self transfer and it was apparent that he has lost some weight and he brought up the weight and discrepancy as he sees it from when he arrived here to what he weighs now. He states he was told he weighed 250 pounds when actually his admit weight which is documented two different places to include my H&P was 231 pounds and he is currently 200 pounds. He seemed to settle down after that. Left elbow: The outer aspect of the olecranon process which I explained to him, he has one that same bump on the outside as well as the inside of his elbow and it is a normal part of the anatomy. There was no broken bone or something loose. I had him move his elbow by flexing and extending which he did without difficulty and I told them they served as the levy between the upper and lower arm.
NEURO: He is alert and oriented x 2 to 3. Speech is clear. He can ask questions. He generally understands given information and today he was just testy asking questions or repeatedly complaining about things and when one issue would be resolved he then started complaining about something else. He also had a smirk on his face most of the time.

SKIN: Warm, dry and intact with good turgor.
ASSESSMENT & PLAN:
1. Left elbow pain. It may just be arthritic pain and it is status post ORIF of about six months ago or less. The patient has Norco routine q.6h. and has a p.r.n. available. I informed him of that and he is capable of asking. He has normal range of motion when seen.
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2. Cough with expectoration. We will discontinue Siltussin DM and start Robitussin (dexamethasone) so, he will receive 10 mL three times daily routine and can adjust the dose as needed.

3. Seasonal allergies. He is currently on Claritin 10 mg q.d. He states it is not working. So Claritin-D one p.o. q.d. x2 weeks to see if his congestion clears up and then he will have the option of returning to plain Claritin routinely.

4. Daytime fatigue. The patient attributes it to his medications and one that we reviewed was his pain medication which he receives Norco 5/320 mg one q.6h. routine and I told him that we can reduce that. The ADON pointed out that he states he does not have pain anymore and it could be because the medication was working. If his drowsiness is greater than his pain benefit then we will cut it back and he will receive it at 8 a.m., 4 p.m., and h.s.

CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
