


PROGRESS NOTE

RE: Ralph Jones
DOB: 03/02/1928

DOS: 09/10/2024
Jefferson’s Garden AL

CC: Wound care, increased emotional lability, and delusional thinking.

HPI: A 96-year-old gentleman seen in his room. He was seated in his recliner, watching television. He was well dressed. He saw me, knew who I was, called out to me and told me “c'mon in and have some chocolate”. I told him I was there to also see him. The patient was sent to IBMC ER on 09/09/24 as he had a fall in his room and was diagnosed with a contusion of his right cheek and cervical compression fracture. He also had imaging of his head and chest. When I asked him about the fall, he could not really tell me and I read to him a part of the ER note “fall after he reportedly rolled out of bed at the assisted living facility, unclear if he struck his head or not but denied any headache.” The patient then and today complains of generalized neck pain and unaware of any other injury to this body part.

CT revealed no acute fracture or dislocation, degenerative changes of the thoracic spine present, healing right lateral rib fractures, mild bibasilar atelectasis present, atherosclerosis of aortic arch and descending aorta. CT of the cervical spine – likely chronic anterior wedge compression deformity C6, degenerative change throughout C-spine, severe neural foraminal stenosis C3-C4, and near complete disc height at C6-C7. Head CT shows moderate diffuse cerebral volume loss with moderate chronic white matter microangiopathy.

MEDICATIONS: ASA 1 mg q.d., levothyroxine 88 mcg q.d., Toprol 25 mg q.d., PEG solution q.d., temazepam 15 mg h.s., trazodone 150 mg h.s., and Basaglar insulin 15 units q.d.

ALLERGIES: NKDA.

DIET: NCS.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is seated in his apartment, TV on full blast. He is alert and pleasant.
VITAL SIGNS: Blood pressure 136/76, pulse 75, temperature 98.3, respirations 18, and O2 saturation 97%. The patient is 5’9” and weighs 178 pounds.

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

CARDIAC: He has an irregular rhythm without murmur, rub, or gallop. PMI nondisplaced.

NEURO: Orientation x 2. He has to reference for date and time. His speech is clear. He is very hard of hearing so we have to talk really loud to him despite wearing hearing aids and if he understands, he is able to give appropriate answers. Affect is congruent with situation.

MUSCULOSKELETAL: He is getting around, walking with his walker and uses it appropriately. No lower extremity edema. Arms move in a normal range of motion.

ASSESSMENT & PLAN:

1. Neck pain. He states that this has been chronic at this point and it is just really bothering him. Tylenol is not effective and that is all he has on a p.r.n. schedule, so I am ordering tramadol 50 mg q.a.m. and h.s. routine with q.6h. p.r.n. order. The patient is able to ask if needed.

2. DM II. Quarterly A1c ordered and 05/14/24 result was 8.2.

3. UTI. Apparently UA was obtained in the ER. The patient previously had been treated empirically with cefepime for presumptive UTI a weekend or two ago and that was stopped and he is now receiving Cipro 500 mg b.i.d. and unclear what day this is on, will clarify.
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