


PROGRESS NOTE
RE: Jim Hill
DOB: 02/19/1934
DOS: 07/27/2022
Rivendell MC

CC: Lab review and spoke with daughter.
HPI: An 88-year-old spoken to in the dining room, he and his wife were sitting there, having eaten lunch and they okayed my speaking with him to review labs. A UA was obtained at daughter’s request. Her explanation is that he requested to urinate six times in 15 minutes and viewing that it is abnormal requested a urine. Wife brings up the issues that he sleeps in the recliner rather than getting into bed with her, it is annoying to her clearly, he states that he sleeps good and I pointed out that as long as he was getting restful sleep that he had the choice of sleeping where he wanted to. Wife also brings up leg swelling; this is an issue that she brings up each time. His legs actually look good today and I did point out that he has had swelling in the past, he has some residual amount now, but the goal is decreasing of it from where it had been and unlikely that will get full resolution. The patient was verbal and engaging, which seemed to be annoying to wife.
DIAGNOSES: Vascular dementia with progression, DM II well-controlled, OA bilateral knees, remains ambulatory with walker use, HTN, peripheral neuropathy, COPD, ankylosing spondylitis, macular degeneration, GERD and HLD.

MEDICATIONS: BuSpar 15 mg q.d., Celebrex 200 mg q.d., docusate q.d., Effer-K 10 mEq MWF, Haldol 0.25 mg q.a.m. and 1 mg at 5 p.m., Eye-Vite q.d., metformin 500 mg q.d., lubricating eye drops a.m., Lyrica 150 mg h.s., Seroquel 50 mg h.s., repaglinide 2 mg t.i.d. a.c., Flomax q.d., torsemide 100 mg MWF, trazodone 50 mg h.s., D2 50,000 units q. week, FeSO4 q.d.

ALLERGIES: CODEINE.

DIET: Regular NCS.
CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished male, no distress.

VITAL SIGNS: Blood pressure 94/67, pulse 70, temperature 97.2, respirations 17, O2 sat 95%, weight 212 pounds.

MUSCULOSKELETAL: He ambulates with a walker.
LOWER EXTREMITIES: He has trace pretibial edema of the left leg, right leg is less than trace.

NEURO: He makes eye contact. His speech is clear and takes cue from his wife about what he will talk about. Orientation x 1-2. Poor insight and judgment consistent with progression of vascular dementia.

SKIN: Dry and changes consistent with having been stretched and with the decrease in the underlying edema, there is now give in the skin.

ASSESSMENT & PLAN:
1. UA followup. Negative for UTI. No C&S reflexed.
2. DM II. A1c is 5.8; in April, it was 6.4. He is on metformin 500 mg b.i.d. q.a.m. meal and Prandin 2 mg q.a.c. We will leave the meds in place as they are; most likely, family’s preference.
3. General care. We will discontinue a redundant order for KCl; he should be on the Effer-K 10 mEq MWF and discontinue a Micro-K order b.i.d.
4. Social. Spoke at length with daughter/POA, Karen Wilson, regarding the lab work and current issues related to her father. Explained that going forward rather than doing a urine when there is something different we will look into what else is going on that could explain it, in part dementia progression.
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