


PROGRESS NOTE
RE: Billy Daniels
DOB: 11/20/1928
DOS: 03/24/2023
Rivermont AL
CC: Leg pain.

HPI: A 94-year-old with advanced vascular dementia who is wheelchair-bound. I have taken care of him and his wife when she was alive; she passed about a year ago and he progresses in his senile frailty. Today, he expressed concerns about both of his legs that he has pain. He is currently on tramadol and it is ordered at 50 mg q.6h. and I was told that prior to my seeing him that he was given 100 mg. When I told him this, he seemed to be reassured, I also brought up that he had gained some weight, he told me he did not like that. I related that he has previously been underweight with poor nutrition and so the weight gain may be a good sign of improving his overall health and that is not what he wants and he voiced that clearly. I spoke to the ADON who is very familiar with the patient and she along with hospice have spoken about and he has voiced that he is tired and he is ready to go and so some of his actions may be geared indicating that. He was cooperative to exam and he participated in conversation although he seemed confused and when I was talking about the pain medication tramadol, he thought I was talking about tea that may have been all that he heard as he is very hard of hearing despite having both hearing aids in place.

DIAGNOSES: Senile frailty stable, vascular dementia advanced, wheelchair-bound, chronic pain, HOH despite hearing aids, HTN, HLD, and insomnia.

ALLERGIES: NKDA.
MEDICATIONS: Gabapentin 100 mg t.i.d., tramadol 50 mg q.6 hours, alprazolam 0.25 mg 10 a.m., Pepcid 40 mg q.d., Lasix 40 mg MWF, Senna Plus two tablets h.s., Flomax h.s., trazodone 50 mg h.s., melatonin 3 mg h.s., Haldol 1 mg 6 p.m. and MOM 15 mL on Monday and Thursday.
DIET: Mechanical soft, regular thin liquid.
CODE STATUS: DNR.
HOSPICE: Traditions.
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PHYSICAL EXAMINATION:

GENERAL: Frail elderly male in wheelchair who is verbal and propelling his chair in room with feet, clear that he wanted to talk.
VITAL SIGNS: Blood pressure 122/71. Pulse 78. Temperature 97.7. Respirations 17. Weight 138 pounds; up 11 pounds with the BMI of 22.3.
HEENT: He has male pattern baldness with keratoses on his scalp and neck.
RESPIRATORY: He has a normal effort and rate. Lung fields clear with decreased bibasilar breath sounds. No cough.

CARDIAC: Regular rate and rhythm. No MRG.

ABDOMEN: Scaphoid. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. He can propel WC with feet and he moves his arms. He is a transfer assist and he does push himself up from WC.
NEUROLOGIC: He makes eye contact. He is verbal. He does not track with conversation and some of that may be related to hearing. He is random in the issues that he brings up and when I bring up medical issues, he discounts and one was that it was reported that this morning he was constipated and likely an enema or suppository needed to be given and he immediately told me that no he has already gone. His confusion is increased when he was telling me about his legs hurting, he said that especially when he is up walking on them. The patient does not walk and I reminded him of that and he looked confused.
PSYCH: The patient appears almost lost.
ASSESSMENT & PLAN:
1. I think it is clear that he is in some ways just lost what it is he supposed to do with his days, so we will try to keep him occupied, he has a schedule that is given every day and staff engage him to come out for activity, sometimes he will, but frequently he will not. We will continue with current care.

2. Lab Review. CMP notable for total protein of 6.0. The patient does have Ensure that he is to drink daily, but does not comply with that.
3. Anemia mild. H&H are 13 and 40.1 with normal indices. No intervention required.
CPT 99350
Linda Lucio, M.D.
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