


PROGRESS NOTE

RE: Joe Miller

DOB: 02/20/1931

DOS: 03/04/2022
HarborChase MC

CC: Questionable increased confusion and review FSBS.

HPI: A 91-year-old with moderately advanced Alzheimer’s disease. He remains verbal, but not always able to give coherent information. He is in a manual wheelchair that he can propel short distances; for longer, he is transported. He was in the dining room awaiting dinner and motioned for me to come to him and then told me that he was having belly pain. He pointed his right upper quadrant. I was able to listen to him and he had normal hypoactive bowel sounds throughout. There was no distention. No masses. There is equivocal tenderness to the right upper quadrant. He stated yes and then started to kind of move my hand around to the other side and then the right lower quadrant. He denied any nausea or emesis. No change in his bowel pattern. His appetite remained good and he stated he wanted to eat. He has not had any new medication. He has p.r.n. Zofran, but denies nausea. I observed his activity at mealtime and he looked around and he was interactive with other residents. His wife was sitting adjacent to him and she was feeding herself and he did not really interact with her.

DIAGNOSES: Moderately advanced Alzheimer’s disease, DM II, HLD, gout, depression, and insomnia.

MEDICATIONS: Sodium bicarbonate b.i.d., MVI q.d., Ambien 5 mg h.s.; the patient was admitted on this medication and family wishes that he remain on it, Lantus 7 units q.a.m. a.c., Norco 5/325 mg q.6h. p.r.n., lactulose 15 mL MWF, lorazepam 1 mg h.s., melatonin 5 mg h.s., Namenda 5 mg b.i.d., Mucinex 1200 mg q.12h., olanzapine 5 mg q.d. and 10 mg h.s., KCl 20 mEq q.d., Exelon patch 4.6 mg q.12h., Tylenol 650 mg b.i.d., allopurinol 100 mg q.d., Lipitor 10 mg h.s., Depakote 125 mg b.i.d., Lexapro 20 mg q.d., Lasix 40 mg 8 a.m. and noon, and Haldol 1.5 mg q. evening.

ALLERGIES: METFORMIN, SULFAMETHOXAZOLE, and TRIMETHOPRIM.
DIET: NCS.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: The patient seated in his wheelchair awaiting his meal.

VITAL SIGNS: Not available, but weight was 188.8 pounds.

NEURO: When he saw me, he knew who I was, motioned for me to come and was able to voice his concerns and was cooperative to exam. His speech was clear. Clear short-term memory deficits and his focus was brief and not able to answer questions about sleep or pain.

MUSCULOSKELETAL: His posture was good in his wheelchair. He does have +1 lower extremity pitting edema. He can propel his chair short distances in his room, otherwise is transported.

CARDIAC: Regular rate and rhythm. No MRG. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. Mildly distended without tenderness. Palpation to the right upper quadrant is where pain was elicited, but no rebound or peritoneal signs.

ASSESSMENT & PLAN:

1. Abdominal pain, etiology unclear. Per his H&P, the patient had a cholecystectomy. He has also a heart transplant since 87. Given his symptoms and the difficulty in delineating where his pain is actually coming from, I am going to go ahead and get a UA, also supported for by the fact that he has reported increase in confusion, not evident when I was speaking to him, he was at his baseline level of dementia. So, UA with C&S ordered.

2. DM II. It is time for his quarterly A1c, which is ordered.

3. Renal insufficiency. BMP ordered along with the uric acid secondary to his gout diagnosis.
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