


PROGRESS NOTE

RE: Billy Daniels
DOB: 11/20/1928
DOS: 09/26/2023
Rivermont AL
CC: Continued decline.

HPI: A 94-year-old gentleman with end-stage vascular dementia and now fulltime in his manual wheelchair that he is transported in. The patient is in good spirits, smiling when seen. He is verbal, tries to give information. It takes a bit of time to get things out and often he will respond with a yes/no nod. Over this past 30 days, the patient has had days where he varies and his ability to sit upright and assist in his transfers to needing a full assist. He has had no falls however this period. His p.o. intake remains variable. He now has a scoop plate which makes it easier to eat. His pain is managed and he denies not having any pain when seen. He then looks at me and tells me by forming a zero with his thumb and fingers that that is about how much he can see when he looks at me that the rest of the peripheral area is blocked out or grey. He seems happy being able to explain his vision to me so that I would understand and I told him that I did appreciate it.

DIAGNOSES: End-stage vascular dementia, senile frailty, wheelchair bound often transported though he can propel it short distances such as in room, chronic pain management, HOH despite bilateral hearing aids, HTN, HLD and insomnia.

MEDICATIONS: Alprazolam 0.5 mg b.i.d., Cymbalta 30 mg q.d., gabapentin 100 mg t.i.d., Haldol 1 mg at 6 p.m., Lexapro 20 mg q.d., Norco 10/325 mg one tablet q.6h. routine, MOM 15 mL Monday and Thursday, Refresh Tears two drops right eye q.a.m., Senna two tablets h.s., Flomax h.s., trazodone 50 mg h.s., Lasix 40 mg MWF, and Pepcid 40 mg q.d.

ALLERGIES: NKDA.

DIET: Mechanical soft, regular thin liquid and Ensure one can q.d.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Frail elderly male in his wheelchair who was well groomed and hair combed.

VITAL SIGNS: Blood pressure 128/71, pulse 69, temperature 97.1, respirations 18, O2 sat 99%, and weight 130 pounds down 4 pounds in one month.

RESPIRATORY: He has a normal effort and rate. Decreased bibasilar breath sounds due to pulmonary disease and he has no cough and symmetric excursion.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.

MUSCULOSKELETAL: He was transported into the room, propels himself in his manual wheelchair, generally in his room, not outside of it. He has no lower extremity edema. He moves arms in a normal range of motion. He tends to stoop forward, but not far enough to fall out of his chair and then he starts complaining acutely of cramping in his left leg, the lower thigh and the upper calf and the cramping could be felt.

NEURO: He makes eye contact. His affect is animated. He is verbal and more engaging than he has been in some time. He just seemed in very good spirits.

ASSESSMENT & PLAN:
1. Leg cramping. He states it happens every now and then and it is painful. Hyland's leg cramps tabs two tabs q.i.d. p.r.n. is ordered and staff is aware of how to dose it.

2. Weight loss. Again, I told him he needs to start eating whether he feels like it or not and if he does not want to eat then to double up on his protein drinks which he has plenty of.
3. Medication clarification. He has two benzodiazepines for anxiety and if clarified that the Ativan Intensol is for when he cannot swallow pills.

4. General care. He is current on labs having had them in February. He has also a hard stick so no need at this time.
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