


PROGRESS NOTE

RE: Ulo Kasenurm
DOB: 11/27/1935
DOS: 11/27/2023

Jefferson’s Garden AL
CC: Fall followup.
HPI: An 85-year-old who has had recent staging with significant progression of his vascular dementia. He has a loss of weightbearing and is requiring full assist for transfers and no longer able to propel his wheelchair other than just small distance in his room and requires transport. In attempting to self transfer on 11/26/2023, the patient fell landed face first and was sent to the ER. He returned later that evening, we are waiting results of CAT scan. The patient is seen sitting in his manual wheelchair. Staff members with him and he is propelling his wheelchair slowly in his room. He is in good spirits and very smiley. He is verbal. When I asked if he remembered me he said yes, but he could not tell me who I was or what my relationship to him was. The patient is also now fully incontinent of urine, not able to alert staff for toileting purposes with adult briefs. He tended to chafe and so indwelling Foley was placed. We premedicated him with Ativan 0.75 mg and it has been given p.r.n. if he appears to be agitated regarding the Foley. Previously about two weeks ago a Foley catheter was placed by Valir Hospice who follows the patient. He put up a battle, but it was placed and then later simply pulled it out with the balloon inflated. When asked later if he had any pain he denied and staff monitored for any hematuria, which did not occur.
DIAGNOSES: Vascular dementia staging to end-stage, loss of weightbearing status and decreased ability to propel manual wheelchair, BPH resulting in urinary retention, Foley now in place, and generalized myalgias.
MEDICATIONS: Ativan 10 mg h.s. and 7.5 mg b.i.d., Pepcid 20 mg q.d., IBU 800 mg at 1 p.m. and 5 p.m., Haldol 0.5 mg b.i.d., levothyroxine 50 mcg q.d., Flomax q.a.m., torsemide 40 mg MWF, KCl 10 mEq MWF, tramadol 50 mg at 9 a.m. and 9 p.m. and vodka 8 ounces at 7 p.m.
ALLERGIES: NKDA.
DIET: Regular.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: The patient seated in chair in room. He is in good spirits and interacting.
CARDIAC: He has an irregular rhythm without murmur, rub, or gallop.
ABDOMEN: Protuberant. Nontender. Bowel sounds hypoactive.

GU: Foley catheter in place. Urine is a yellow but clear. No sediment.

MUSCULOSKELETAL: He is in a manual wheelchair in his room. He propels with both his hands and his feet taking small steps. He has not tried today to self transfer. His doors kept open so that staff can monitor him and his pendant has been placed clearly on the outside of his shirt so he sees and it is reiterated frequently that he pushes that for help and he has no lower extremity edema. He moves arms in a fairly normal range of motion.
NEUROLOGIC: He is oriented x1. He looks at people smiles as though there is a knowingness but cannot tell who they are or what they do here and his orientation on occasion is to Oklahoma in general. He can in a roundabout way let his needs being known, but he has to be monitored for that. He does not appear to be in pain or discomfort.
ASSESSMENT & PLAN:
1. Change in mobility. The patient requires transport for any distance and full assist for transfers, a sit to stand transfer lift is to arrive most likely tomorrow and will orient the patient so that he cooperates when it is used. He is acclimated to staff assisting him in transport.
2. Urinary retention with this Foley in place now. He no longer needs Flomax so that will be discontinued.
3. Pain management appears adequate with two ongoing meds and he has no difficulty swallowing them. He is also on GI protection.
4. GERD. We will increase Pepcid to 20 mg b.i.d. given NSAID and ETOH daily use.
CPT 99350
Linda Lucio, M.D.
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