


PROGRESS NOTE

RE: Jonas Foster
DOB: 02/21/1936

DOS: 11/21/2023
Jefferson’s Garden AL

CC: 30-day followup.

HPI: An 87-year-old gentleman seen in room initially, is seated in his wheelchair, he has a Foley catheter with tubing that runs under his sweatpants, so it does not get in the way he would pull at it previously. The patient is able to propel himself around the facility; he is slow in doing it, will propel himself for a while and then asks for somebody to push him and then later propels himself. He parked himself in the hallway for a while during a music activity and had a nap. When I was looking at him, noted on his left lower extremity a round area with eschar that was bleeding that area was cleaned, he does not know what happened and denied any pain. The patient comes out for meals occasionally, is able to feed himself, but requires things to be set up. He is generally quiet, does not interact much with others. He does respond to staff when they ask questions with very basic answers.

DIAGNOSES: Frontal lobe dementia, bilateral lower extremity edema, peripheral neuropathy and is wheelchair dependent, HTN, depression, and history of inappropriate sexual comments/gestures treated with progesterone.

ALLERGIES: NKDA.

MEDICATIONS: Albuterol HFA two puffs b.i.d., ASA 81 mg q.d., Flonase q.d., gabapentin 100 mg h.s., Gemtesa 75 mg q.d., lisinopril 10 mg q.d., Namenda 10 mg 5 p.m., KCl 20 mEq four days weekly, progesterone 100 mg q.d., Zoloft 50 mg q.d., torsemide 100 mg four days weekly, and D3 5000 IU q.d.

DIET: NCS.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient makes eye contact briefly when spoken to. He does not say much, maybe a word or two and is generally in his wheelchair sleeping. He did spend time out on the unit, which is more than I have seen him since the admit.
VITAL SIGNS: Blood pressure 120/60, pulse 75, temperature 98.1, respirations 16, and weight 198 pounds.

RESPIRATORY: He does not really cooperate with deep inspiration. His lung fields are relatively clear. Decreased bibasilar breath sounds secondary to effort. No cough. Symmetric excursion.

CARDIAC: Regular rate and rhythm. No murmur, rub, or gallop.

MUSCULOSKELETAL: He propels his manual wheelchair with both arms and feet and does not seem to have difficulty doing so. He has trace bilateral lower extremity edema and on his left lower leg a round area, indurated, that had eschar and then was bleeding, the area was cleaned. No redness, warmth, or tenderness noted.

NEURO: Orientation x1, is verbal, but only a word or two at a time, limited in information he can give.

ASSESSMENT & PLAN:

1. Urinary incontinence. He has a Foley in place. He for the second time pulled his Foley, but that has resolved. He has got no more hematuria and appears to be aware that he just needs to leave it alone. I did see the urine today and it was a clear yellow color.

2. Depression. The patient is on Zoloft 50 mg q.d.; this was started September 13 and appears to be of benefit because the patient is being out on the unit and choosing to stay out on the unit, is a change in behavior from isolating in his room, so that is a good thing and hopefully he will continue to find benefit from the Zoloft.

3. BPSD. On the progesterone at 100 mg q.d., he appears to be settled and has become more social. Consideration of discontinuing the medication or at least decreasing the frequency was considered; however, now that he is out more among other residents, we will see how he acclimates to that leaving the medication in place and then looking if we can decrease it.
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