


PROGRESS NOTE

RE: Jerry Bauer

DOB: 01/24/1941

DOS: 12/30/2022

HarborChase AL

CC: Question of UTI.

HPI: An 81-year-old seen in room. He was lying in bed dressed in street clothes. He awoke and was cooperative. The patient’s daughter who lives out of state requested a UA be done thinking that he had a UTI as another family member had visited and stated that he smelled. She then brought up the issues of the patient not showering and wearing the same clothes repeatedly. Though she only visits a few days every month, states he has the same clothes on each of the days when she is here and they were the clothes that he had on the previous month. I related that I had just had this discussion with staff. He is scheduled for showers on Tuesday, Thursday, and Saturday and refuses them and I told them that regardless of his refusal he still needs to have one and I told her I would reiterate that with him based on our discussion and she states that she will back that up as well in her conversation with him. I reassured her that I did not think he had a UTI as he was alert and tracking, but rather it is concentrated urine from not drinking enough water as well as a combination of body odor and musty clothing. The patient also had already reported to staff that he fell and then when I asked him he did bring it up stating that he got out of bed without his stick; he uses a walking stick and his bed is close to the wall, it is like a small isle and he tripped going against the wall, he did hit a small object that was in the way. Staff checked him shortly after the fall and there was an initial impression of a candlestick holder. The patient stated that he had had breakfast and could not remember if he had eaten lunch. He denied dysuria, but did point out that he had some soreness of his low back.

DIAGNOSES: Vascular dementia moderately advanced, bowel and bladder incontinence occasionally can toilet, Afib, HTN, gait instability, HLD, GERD, and history of CVA/TIAs.

MEDICATIONS: Lipitor 40 mg h.s., Coreg 12.5 mg b.i.d., Eliquis 5 mg b.i.d., Flonase h.s., losartan 100 mg q.d., Multaq 400 mg b.i.d., normal saline nasal spray q.d., Flomax q.d., Tylenol ES 500 mg q.6h. p.r.n.

ALLERGIES: NKDA.
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DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient was lying in bed. He was awake and cooperative. There was a smell of BO and musty clothing about him.

VITAL SIGNS: Blood pressure 132/60, pulse 61, temperature 97, respirations 18, and O2 sat 93%.

MUSCULOSKELETAL: He can reposition himself in bed. Did not observe weightbearing. He has no LEE and moves limbs in a fairly normal range of motion and points to his lower back the lower paraspinous muscle areas as areas of soreness.

NEUROLOGIC: Orientation x 2, makes eye contact, speaks a few words at a time that are appropriate in context and voiced understanding when I related to him my conversation with his daughter as it regards to personal hygiene.

ASSESSMENT & PLAN:
1. Poor personal hygiene. He has been resistant to showering and clothing change. Orders written that he is to follow his Tuesday, Thursday, and Saturday shower schedule without exception and that he is to have a change of clothing daily. He does have laundry service and daughter states that he has more than ample clothing before he would need to have laundry done.

2. Low back pain. Icy Hot is ordered for a.m. and h.s. x 3 days routine, then p.r.n. He is aware of this and he stated knows he would like that.

3. Care resistance. Depakote 125 mg a.m. and h.s. and we will reassess in two weeks as to whether we can adjust dose to ideally just daily. I talked to daughter about this and she is aware.
CPT 99338 and direct POA contact 15 minutes
Linda Lucio, M.D.
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