


PROGRESS NOTE

RE: Jimmy Beller

DOB: 11/28/1937

DOS: 12/14/2022

Rivendell MC

CC: 90-day note.

HPI: An 85-year-old his most prominent issue is he has an indwelling Foley but placed through the perineum. This has had issues of becoming clogged and it is not able to be replaced by staff so he has been sent to the ER. The last visit was 11/23/22. He is also status post right femur fracture with ORIF on 08/19/22. The patient was seen today rolling himself around with his wheelchair. He tells me he has a walker in his room that he occasionally will use in room and has actually come out of the room using it to do an activity. The patient has completed PT and OT. He would walk with a walker accompanied by therapist, but I am told since he was discharged from PT as goals were met he is no longer using the walker. Overall he looks healthier than when he arrived in the facility. Staff reports that he comes out for meals. Appetite is good. Occasionally he will attend an activity but primarily otherwise spends time in his room in bed. After receiving labs in September and albumin of 3.3 he was started on protein drinks daily. He also has a mixed anemia with an H&H of 10.4 and 34.6. A UA obtained on 10/26/22 secondary to turbid appearing urine was culture negative. The patient’s son/POA Tim Beller requested and has now received a letter of incapacity so that he can handle his father’s financial concerns. The patient is aware of this and was agreeable to letter being given. He denies untreated pain. His appetite is good. He sleeps at night.

DIAGNOSES: Indwelling perineal catheter, alteration in mobility requires wheelchair, CKD III, history of prostate CA with BPH, dysphagia, gout, polyarthritis and generalized weakness.

MEDICATIONS: Tums 500 mg q.d., Zyrtec 10 mg q.d., Pepcid 40 mg q.d., FeSo4 t.i.d a.c., Flonase q.d., levothyroxine 100 mcg q.d., and PEG pow q.d.

ALLERGIES: Multiple, see chart.

CODE STATUS: DNR.
DIET: Regular.
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PHYSICAL EXAMINATION:
GENERAL: Gentleman seated in wheelchair that he was propelling independently.
VITAL SIGNS: Blood pressure 148/81, pulse 71, temperature 97.3, respirations 19, and O2 sat 9% and weight 155.2 pounds a gain of four pounds since admit.

CARDIAC: Distant heart sounds with regular rate and rhythm. No M, R or G.

RESPIRATORY: Normal effort and rate. Clear lungs fields. No cough.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

GU: He has catheter to be in secure to leg with a leg bag and contents of urine are clear but concentrated.

MUSCULOSKELETAL: He propels his manual wheelchair without difficulty. No LEE. He moves arms in a normal range of motion. He is weightbearing and self transfers. He is limited use of his walker by his choice and denies myalgias or neuralgias.

NEUROLOGIC: He makes eye contact. His speech is clear. Able to give information. Understands basic given information. He makes his needs known. Orientation x2-3. He has to reference for date and time. CN II through XII grossly intact.

ASSESSMENT & PLAN:
1. Perineal catheter. He is followed by urologist at Integris Southwest MC and has had an appointment once since admission at this point it is stable. If bag needs to be changed that he will have to go to the urologist.

2. Ambulation issues. He did well with PT without therapist. He is not walking with his walker even if staff volunteers to walk with him. Today I encouraged him to try to keep his leg strength by not just propelling himself occasionally but to stand and walk so we will see if he does that and otherwise he is able to propel his manual wheelchair.
3. Social. He is in regular contact with his son who is updated on any changes via the unit nurse and he recently received a letter of incapacity.

4. General care. He has recent labs that show a creatinine of 1.49, which is improved, BUN of 14 and normal T protein and ALB at 7.9 and 3.4. Continue with current care.
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