


PROGRESS NOTE

RE: David Seelen
DOB: 08/24/1949

DOS: 09/11/2024
Rivendell AL

CC: Difficulty walking, requests wheelchair and increased confusion.

HPI: A 75-year-old gentleman seen in room; as per usual, he is sitting in a bedside chair watching television. He was alert and began talking as soon as I came in and he told me that he just was not able to walk like he has been and that his legs, in particular, his left knee has been very painful and not as supportive. We x-rayed this knee on 08/28 along with several other joints that were bothering him. Imaging showed marked narrowing of the knee joint with bone-on-bone articulation medially and a small joint effusion. I did review this with the patient and, at that time, I told him it would be likely that he would need to get off that knee for a while i.e. using a wheelchair. We also x-rayed his left wrist and it shows marked narrowing throughout the wrist bones and MCPs, so he would hold the walker with almost a death grip exacerbating his wrist pain. I suggested a course of physical therapy to work with his alignment and also making sure that he is fit for the appropriate wheelchair, he is in agreement.

DIAGNOSES: Severe polyarticular arthritis with pain, peripheral neuropathy, COPD, HTN, HLD, and anxiety disorder.
MEDICATIONS: Lipitor 10 mg h.s., Depakote 250 mg b.i.d., Aricept 5 mg h.s., Omega-3 1000 mg h.s., folic acid 1 mg q.d., gabapentin 300 mg q.8h., hydroxyzine 25 mg b.i.d., melatonin 10 mg h.s., olanzapine 10 mg h.s. and 2.5 mg q.a.m., omeprazole 40 mg b.i.d., Zoloft 50 mg b.i.d., MVI q.d., tizanidine 4 mg t.i.d., tramadol 50 mg t.i.d., and Trelegy Ellipta q.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Chronically ill-appearing gentleman seated at bedside who was alert and interactive.
VITAL SIGNS: Blood pressure 148/64, pulse 79, temperature 98.9, respirations 20, and weight 198 pounds. The patient is 5’9”.

NEURO: Orientation x3. Speech is clear, makes his point, can voice his need, understands given information and he is practical and pragmatic in taking steps toward improving his own health.

MUSCULOSKELETAL: He is weightbearing and ambulatory. He tends to hunch over his walker and is working to not grip so hard. He has crepitus of both knees left greater than right and there is clear pain and almost a bony callous medial left knee. No lower extremity edema.

CARDIAC: He has regular rate and rhythm without murmur, rub, or gallop.

GU: There is an increased odor of urea in his room and this is the first time that I have noticed that. The patient then tells me that he has noticed that his urine smells different and he is drinking the same amount of water, which he thinks is plenty, so a UA with C&S is ordered.

ASSESSMENT & PLAN:

1. Polyarticular arthritis and joint pain both severe. I have completed form for wheelchair via Medicare coverage and that is submitted to my office. Physical therapy to assess the patient’s gait and grip strength and orientation to using a wheelchair appropriately.

2. Constipation. The patient tells me that he had almost a week before he had a bowel movement and I told him he needs to let somebody know because he does have p.r.n. medication for that, but he was able to have a good bowel movement today. Review of his chart, he does not have routine bowel med, so I told him he is to start MiraLax daily beginning tomorrow that will be routine and then in the event he starting to get constipated, he will have an as-needed MOM 30 mL daily that he can ask for followed by a glass of water.

3. Increased confusion. UA with C&S.
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Linda Lucio, M.D.
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