


PROGRESS NOTE

RE: Tommy Harman

DOB: 02/03/1943

DOS: 03/01/2022

Rivendell MC

CC: 90-day note.

HPI: A 79-year-old with a history of HTN. He is on four different medications and has had some intermittent readings that were low end of normal. These are reviewed and they cover the past 30 days and he is generally well controlled. The patient is seen sitting in the kitchen area for a birthday party, initially cooperative, then later told me that he did not want me to bother him because he was enjoying himself. Fortunately, I was able to do so regardless. He had also had a shave today. So, I commented to him about that and he actually looked cute. The patient can voice his needs usually by *__________*, but that is resolved when he is tended to. He is in a manual wheelchair. He is nonweightbearing, cannot propel the chair and requires full transport. The patient had also just had a shave and I commented to him that he looked good and fresh and he seemed to like that. The patient has had no acute issues. This past week, he has had some episodes of behavioral acting out, but once the problem is addressed it is resolved. He has not had any falls.

DIAGNOSES: Unspecified dementia with occasional care resistance, HTN, atrial fibrillation, anxiety, depression and loss of ambulation/weight-bearing.

CODE STATUS: DNR.

HOSPICE: Traditions.

ALLERGIES: PCN, STATINS, CODEINE, PACERONE, PRADAXA, and DRONEDARONE.
MEDICATIONS: ABH gel 1/25/1 mg/mL 1 mL b.i.d., Lexapro 20 mg q.d., Norvasc 5 mg h.s., benazepril 20 mg b.i.d., Toprol 100 mg q.d., MiraLax q.d., sucralfate q.i.d. a.c., turmeric 500 mg q.d., Protonix 40 mg q.d., Norco 7.5/325 mg q.6h., FeSO4 q.d., and baclofen 5 mg b.i.d.
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PHYSICAL EXAMINATION:

GENERAL: Frail elderly male, groomed, sitting in his wheelchair.

VITAL SIGNS: Blood pressure 118/62, pulse 63, temperature 97.9, respirations 14, and O2 sat 95%. Weight 135.6 pounds.

HEENT: Hair combed. He has native dentition in poor repair with some missing. Moist oral mucosa.

NECK: Supple.

RESPIRATORY: Anterolateral lung fields are clear. Does not cooperate for deep inspiration.

CARDIOVASCULAR: He has distant heart sounds. Could not appreciate murmur, rub or gallop.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
SKIN: Warm, dry and intact. He does have a few small resolving like scratches or bruises on either forearm.

NEUROLOGIC: Orientation x 1. He often sits quietly looking ahead, but makes limited eye contact. Affect is usually flat. Can speak, but content is random. Can be redirected, at times it takes repetition.

ASSESSMENT & PLAN:
1. Dementia with BPSD. There has been some progression of his dementia subtle, but not necessarily correlating to increase in behavioral issues, which appeared to be managed without compromising his baseline.

2. Dysphagia. He is now on pureed with nectar-thickened liquids. He actually will eat what is given.

3. On 11/20/2021, his weight was 142 pounds. So, in three months, he has lost 6.4 pounds.

4. Continue with current diet. Add additional protein drink and just monitor. He will be coming up on labs and we will note total protein and albumin.

5. HTN. Reviewed BPs and I have discontinued Norvasc at 5 mg q.d. and we will continue with Toprol 100 mg in the morning and benazepril at 1 pm. and h.s and continue q.d. monitoring with parameters of when to hold medication.
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