


PROGRESS NOTE

RE: George Reid
DOB: 10/21/1930
DOS: 08/05/2024
Jefferson’s Garden AL
CC: Followup on new DME.

HPI: A 93-year-old gentleman seen in room. He was seated in a new lift chair that he has. It appeared comfortable. When I asked him if he liked it and whether it was easy for him to use, he did not really understand what I was talking about and I had to remind him that he had gotten a new lift chair. The previous chair he had was a recliner that also swiveled and resulted in multiple falls. So far, he has not had a fall with this chair. He also has a new hospital bed which he needs periodic elevation of his legs and then elevation of his head due to reflux and CHF. Most recent fall was a week ago. The patient fell in room. He was attempting to self transfer without asking for assist and it was prior to his lift chair. He has a residual bruising on his left cheek and eschar on top of his head. The patient is very hard of hearing. So, communication requires effort and at times unclear that he actually heard or comprehends what was said. He does come out for meals. Otherwise, he stays in his room.

DIAGNOSES: Advanced cognitive impairment, gait instability with falls, CAD, CHF, atrial fibrillation, HLD, and GERD.

MEDICATIONS: Unchanged from 07/08/24.

ALLERGIES: MORPHINE, STEROIDS, SHELLFISH, and STRONTIUM.

DIET: NCS.

CODE STATUS: DNR.

HOSPICE: Valir.

PHYSICAL EXAMINATION:

GENERAL: Elderly gentleman quite wiry and alert seen in room.

VITAL SIGNS: Blood pressure 116/60, pulse 65, temperature 97.4, respirations 20, O2 sat 96%, and weight 147.2 pounds.
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HEENT: Male pattern baldness. He has scab dark red on the top part of his head related to the fall last weekend as well as residual bruising on his left cheekbone with abrasion. Conjunctivae are clear. Glasses in place. He is hard of hearing. Moist oral mucosa.

RESPIRATORY: He had a fair effort and a normal rate. Decreased bibasilar breath sounds. No cough. Symmetric excursion. Prolonged expiratory phase.

CARDIAC: He had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds hypoactive, but present. No distention or tenderness.

MUSCULOSKELETAL: I observed the patient earlier walking with his walker from the dining room back to his apartment. He was slow, but steady and upright. He moves arms in a normal range of motion. He has no lower extremity edema. He does have a wheelchair for distance.

NEURO: Orientation x 2. He will make eye contact and then as I am talking to him, he will just start smiling and shaking his head or laughing and asking him why or what is going on, he does not say anything. So, I am not sure what the problem is there. He is verbal. He will talk, but it is usually random and tangential. Questions asked, appeared not to be what he hears and so when he responds often, it is out of context.

SKIN: Bilateral forearms multiple sites of bruising, but skin is intact and few abrasions on the shin of both legs left greater than right.

ASSESSMENT & PLAN:
1. Generalized musculoskeletal frailty with weakness. The patient’s new lift chair makes it much easier for him to come out of and be placed into his recliner with standby assist and when left alone given that the chair is non-swivel if he maintains good neck and truncal stability, so he is not falling out of the chair.

2. Advanced cognitive impairment. There has been some progression noted today from last visit with him. He is slower to respond both visually and verbally. I do not know that he understood much of what I asked and some of it is because of the hearing deficit and others I think he was just confused by what I was saying. He is not impolite or in any way inappropriate.

3. Hypertension. Review of BP show good control, no change.

4. Social. Family continues to be involved in his care visiting and bringing him things that he needs.
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Linda Lucio, M.D.
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