


PROGRESS NOTE

RE: Thomas Swyden
DOB: 10/23/1927
DOS: 09/08/2022
Harbor Chase AL

CC: Followup on skin issues.

HPI: A 94-year-old wheelchair-bound patient seen along with his son and co-POA Marty Swyden. Due to the patient being in a sitting position all day from the time he gets up he is out and about and does not give change to pressure on his bottom until bedtime. The patient had redness and chafing the perirectal and then the bilateral buttocks area Calmoseptine was started applied routinely and reported now with redness resolution. I spoke with the patient and his son, the patient is very hard of hearing, but son was hearing able to communicate with father. The patient did state that he just feels generally tired, this was confirmed by his son, however son states that when he asked if he wants to go play cards, he states “oh yeah I want to go play cards”, so the patient pushes himself to do things but at baseline states that he is tired and then added looking at me that he is existing. The family continues to be very involved in the patient’s care, keeping him company, etc.

DIAGNOSES: Cognitive impairment with progression, WCB requires transfer assist, DM-II, GERD, HLD, dysphagia, gout, GI bleed with ABLA requiring transfusions 06/09/22. The patient has had one CBC since then with an H & H of 9.0, 28.4 and microcytic indices. The patient has a history of DM-II on oral meds. His last A1c 06/23/22 was 6.1. The patient has had no falls or other acute medical events.
MEDICATIONS: Allopurinol 100 mg q.d., metformin 500 mg b.i.d., Protonix 40 mg b.i.d., MiraLax q.o.d., Sucralfate 1 g b.i.d., Prilosec 40 mg q.d. will clarify.
ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.
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PHYSICAL EXAMINATION:
GENERAL: The patient alert, made eye contact, is pleasant and in no distress.

VITAL SIGNS: Blood pressure 142/69, pulse 75, temperature 97.3, respirations 16.

MUSCULOSKELETAL: He has fairly good neck and trunk stability in his wheelchair, he will lean forward when engaged in conversation. He has no lower extremity edema and intact radial pulses.
NEURO: He is very hard of hearing, but he does make eye contact when he understands, he is able to give basic answers or input. He smiled few times when appropriate.

SKIN: Warm, dry and intact with good turgor.

PSYCHIATRIC: He engages. He is pleasant. His comment that he is existing I think gives insight into his just fatigue at this point in his life.

ASSESSMENT & PLAN:
1. Gluteal chafing, this has resolved, Calmoseptine will be p.r.n. and explained to the patient that when aides assist him in either toileting or diaper change that if they see any irritation that with his permission they will apply the Calmoseptine to prevent getting to a point of near breakdown as previously. He was agreeable.
2. Status post GI bleed with ABLA and transfusion this was in June, his last H&H were at the end of June so CBC is ordered along with the BMP to assess electrolytes.
3. DM-II, he remains on metformin though it was to have been discontinued after the last A1c and this may be a factor in his fatigue as well so A1c is ordered.
4. General care. His son was present, heard all the information, he also adds that the patient’s previous history of emesis has decreased since they have cut down significantly on the patient’s sugar intake.
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