


PROGRESS NOTE

RE: Casimir Sokolnicki
DOB: 12/20/1919

DOS: 08/28/2024
Rivendell AL

CC: 90-day note.

HPI: A 103-year-old gentleman seen today in his room; he was observed walking to dinner and back from. He uses his walker and continues to ambulate to and from his room, which is at the very end of a hallway. In room, the patient is alert. He knows my name and that I am the doctor and he has a couple of issues that he wanted to address with me. The patient has had no falls this quarter or at all that can be recalled. He sleeps good. His appetite is good. He denies pain. I asked about constipation; he stated that he does have it occasionally. He has something that he takes in the morning, self-administers and remembers what it is and was able to tell me the name so fairly clear that he is actually taking a stool softener daily. Occasionally he does have constipation, but he is cautious about taking other stool softeners because he said sometimes it ends up with him sitting on the toilet all night. Later in our conversation he flips the cover of the seat of his walker and pulls out a sheet with Dulcolax 5 mg and states that that is what will take on occasion, but again there have been issues with it. He then tells me that his left ear he said he feels like he cannot hear out of it as good as he can the right ear. He does not wear hearing aids and his granddaughter, who visits, a couple of weeks ago he states removed the wax from his right ear. He was not able to tell me what she used or how it was done, but stated that he felt like he could hear again once she was finished. Overall, the patient is in good spirits. He does occasionally come out for activity. He will do the morning exercises. The staff were quite familiar with him and will check on him, if he has something he needs he will ask.

DIAGNOSES: Leukemia not in remission, HTN, hypothyroid, hard of hearing, and gait instability – uses a walker.
MEDICATIONS: Colostrum 4 g one packet b.i.d. levothyroxine 75 mcg q.d., and Tums 750 mg one q.d.

ALLERGIES: NKDA.
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CODE STATUS: DNR.

DIET NAS with Ensure one can q.d.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and cooperative.
VITAL SIGNS: Blood pressure 131/74, pulse 66, temperature 97.6, respirations 18, and weight 130 pounds, which is a 5-pound weight loss since May 2020.

HEENT: Exam of the left ear, there is cerumen accumulation against the posterior wall but I was still able to see through to the tympanic membrane which is intact, does not appear to have fluid posteriorly and is visible by about a third with the other two obstructed by the cerumen.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

CARDIAC: He has a regular rate and rhythm with a systolic ejection murmur soft, most pronounced at the apex, but radiates throughout the precordium. He has bilateral carotid bruits.

ABDOMEN: Flat, nontender. Bowel sounds present.

NEURO: He makes eye contact. His speech is clear. He is soft-spoken and has hearing deficits. He is able to voice his need. He asks appropriate questions and understands given information. Orientation x 2-3. He was focused on his left ear and not being able to hear out of it normally. He has a sense of humor. His affect is congruent with situation.

MUSCULOSKELETAL: Ambulates using his walker. He has a stooped posture, but his gait is stable. No falls. He self-transfers. Today, he tells me that his feet feel heavy like picking them up to put his shoes on. He states it has been different and he attributes it to a weakening in his core and pelvic area which is I told him correct. He has no lower extremity edema. On exam of his feet, skin is warm, dry, and intact. Toes are normal and healthy in appearance. He has a dorsalis pedis pulse palpable on both feet. Skin color is healthy with good capillary refill of toes.

ASSESSMENT & PLAN:

1. Hearing change in left ear. There is mild cerumen accumulation but not impaction. Debrox ear drops for the left ear five drops b.i.d. x 4 days and I will check in on it next week. Cerumen removal is not done in facilities as it now needs to be done in a controlled environment, i.e., a physician’s office.
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2. Weight loss. The patient’s weight 05/20/24 was 135 pounds; he is now 130 pounds and BMI is 19.2, so just under low end of normal target range. In talking about this, the patient told me that his appetite is not good so he just eats as he wants to. I talked to him about medication that could help improve his appetite. He laughed and said he did not want any of that. So we will just encourage him to occasionally have an extra Ensure.

3. Bilateral feet heaviness. He has no lower extremity edema and feet look healthy and he has no difficulty walking. I offered PT to see if they could help with improving maybe his bilateral hip strength or lower core strength and again he laughed about that; he said he was too old for that and it was okay, so we will just keep an eye on that.

4. Leukemia, not in remission. He had a CBC on 04/05/2024. H&H at that time were 10.9 and 35.5. We will do a followup CBC next month.
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Linda Lucio, M.D.
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