


PROGRESS NOTE

RE: Ron Nicholson
DOB: 06/19/1944

DOS: 05/25/2022
Rivendell AL

CC: Increased confusion, decreased appetite, and request change in sinus rinse.
HPI: A 77-year-old seen in room. He stood the entire time that I was talking to him even though I suggested that he might want to sit down. I told him that I had reports that he seemed more confused than normal, that he was not eating at his baseline amount. The patient seem confused about the confusion and stated that he was not sure, but he did want to tell me that his ear sounded muffled and he was not hearing at his normal level. He denied dizziness. He has a long history of tinnitus. He wanted me to look at his legs stating that they were so swollen. I pointed out they were swollen, but looked better than they had a couple of months ago. He is on Lasix a.m. and afternoon. I told him that we would increase the dose for a period of time and that he did need to sit and elevate his legs when he could. I was told after my visit that he had complained of not being able to urinate. He has had Foley catheters placed which he then pulls out intentionally or accidentally. He does not have one in place at this time. He did not bring up voiding as a problem. He did repeat that he was confused because he saw me in the building and did not know when I was going to see him and then was disappointed that he had to wait so long to be seen. I apologized for that and told him that I would make a point of seeing him early on the next time around. 
DIAGNOSES: Alzheimer’s disease – moderately advanced, history of urinary retention, chronic lower extremity edema, depression, HTN, HLD, sundowning, chronic seasonal allergies, and insomnia.

MEDICATIONS: Unchanged from 04/06/22 note.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Well-developed and well nourished male, cooperative. 

VITAL SIGNS: Blood pressure 121/69, pulse 71, temperature 98.3, respirations 16, and weight 173.7 pounds – a gain of 1.7 pounds in 30 days.

HEENT: Conjunctivae clear. 

NECK: Supple. No LAD.

MUSCULOSKELETAL: He has good neck and truncal stability. He ambulates independently. He has a short stride, flatfoot gait. He has 2+ pitting edema dorsum of both feet and ankles and distal pretibial area, left greater than the right.

NEURO: He is alert and oriented x2, makes eye contact. His speech is clear with monotone voice. He has a flat facial affect. He is cooperative once information repeated and has clear short and long-term memory deficits, but still able to express his needs.

PSYCHIATRIC: He does have a low-grade anxiety level about him wanting to make sure that he understands what is going on, what is going to be done and reassurance that he is okay. 
SKIN: Warm, dry and intact. Good turgor. There is no weeping at of his legs.

ASSESSMENT & PLAN: 
1. Increased confusion. UA to rule out infectious etiology and in addition may give information as to problem regarding urinary retention. 
2. Lower extremity edema. Lasix is increased to 40 mg a.m. and 2 p.m. for one week, then we will return to the 40/20 mg dosing schedule. He is on KCl. I am also discontinuing Norvasc which is low dose and contributes to ankle edema. Tubigrip is ordered to be provided through home health for both lower extremities. 
3. Bilateral ear congestion. The patient has had Debrox in the past. I am ordering it to be used again one drop both ears four times a day for five days and next week I will do an otoscope exam. 
4. BMP is ordered just to assess his electrolytes and renal function given increased diuresis. 
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