


PROGRESS NOTE

RE: John Boyd
DOB: 06/03/1939

DOS: 03/18/2024
HarborChase MC

CC: Decline.

HPI: An 84-year-old patient in residence approximately two weeks arriving from Rivendell MC. The patient was on multiple medications and in having spoken with the patient’s daughter felt that he was overmedicated, so a move to start slowly decreasing some of his medications was put into place. Initially, he looked like he was tolerating it without difficulty and in the last several days appears to be in decline. The patient is followed by Suncrest Hospice and they contacted me today on 03/18 concerned about his overall decline to include difficulty with swallowing. On admission, the patient was on multiple medications that were concerning and in having spoken with daughter she stated that they were added while at the other facility without clear understanding as to why. After admission, the goal was to decrease medications as the patient tolerated, so a slow titration was started, he appeared to be okay for the first few days, then a hand tremor was noted followed by a decrease in eye contact or speech and then dysphagia both to food, fluid, and medication. The patient’s gait has been unstable and that has been since admit, but that was noted to increase, so he is placed in a wheelchair and today has been trying to get up and out of it, but staff intervened prior to any fall. The patient’s titration downward from the medications he was on at admit has been over the past 10 days.

CURRENT MEDICATIONS: Lorazepam 1 mg h.s., Neurontin 300 mg h.s., tramadol 50 mg q.6h. with 650 mg of Tylenol (family request as was taking it at home with benefit), and Haldol was initially 1 mg b.i.d. on admit that was decreased to 0.5 mg b.i.d. and now he is off Haldol.

HOSPICE: Suncrest Hospice.

PHYSICAL EXAMINATION:

GENERAL: A telemed call was undertaken so I was able to see the patient lying in bed. He had his eyes closed and was lying on his back, did not awaken or make any verbalizations with nurse at bedside.
VITAL SIGNS: Blood pressure 115/58, pulse 61, temperature 97.4, and O2 saturation on room air 90-91%; initially check was 83%, but felt to be artifact due to the patient’s hand tremor.

MUSCULOSKELETAL: He is still able to move arms and legs, does not weightbear without assist and had a noted right foot inversion, unclear how long that has been present. Nurse’s palpation of his lower extremities did not result in any evidence of pain to include his right foot. He has no lower extremity edema or mottling.
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CARDIAC: He had an irregular rhythm with a tachycardic rate noted at 106.

RESPIRATORY: The patient has an intermittent moist cough nonproductive with decreased bibasilar breath sounds. Initial O2 sat on RA was 83% and felt to be in part artifactual secondary to hand tremor. The patient was placed on 3 liters of O2 and O2 sat after 20 minutes 90-91%.

SKIN: The patient’s skin is generally intact. No bruising or skin tears noted. Lower extremity is negative for mottling. Skin was noted to be warm to touch. Recheck of temperature went from 97.4 to 99.9.

NEURO: The patient would intermittently groan, but did not speak, kept eyes closed, but per nurse’s check, pupils were reactive, orientation x1, unable to voice his needs.

ASSESSMENT & PLAN:

1. Dysphagia. This is a change noted today and it is both to food, fluid, and medication. Medications are being minimized to essential only and to liquid form or gel form as able. Diet is currently regular with chopped meat. A trial of pureed was tried Sunday 03/17 and the patient would not hold it in his mouth, so we will continue with the regular soft chopped meat and the patient will be fed.

2. Agitation. Ativan Intensol 2 mg/mL, 0.5 mL b.i.d. will be started and 1 mg at h.s.

3. Pain management. Roxanol 20 mg/mL, 0.5 mL (5 mg q.6h routine and q.4h. p.r.n.). We will dose the patient once medication arrives and assess response and if needed we will adjust dose.

4. Right foot inversion. X-ray ordered for right hip, knee, and ankle to assess fracture or dislocation and that would also give information about needed pain management.

5. Room air hypoxia. As lung fields are clear and the patient has had a response from a low RA sat to improvement on O2 at 3 liters, we would continue with O2 per nasal cannula as the patient tolerates. Whether the O2 sat was artifactual due to tremor is unclear.

6. Change in blood pressure and pulse rate parameters. This is not unexpected for tachycardia and hypotension as the patient continues with poor PO intake, so some component of volume contraction that affects BP parameters will likely occur and simply monitor and have held all blood pressure medications.

7. Social. Family is made aware of all of the above and we will come and see the patient this afternoon. Suncrest hospice nurse has also spoken with them and explained all of the above and will be present when they come in and, if there are any questions, they can certainly contact me.

8. General care. I have discontinued all medications except comfort meds and I have spoken several times to this hospice nurse regarding medication and dosing, x-rays to be obtained and current status.

CPT 99350, direct POA contact 10 minutes and a total time involving the patient’s care of 1 hour and 20 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

