


PROGRESS NOTE

RE: Bobby Camp
DOB: 12/15/1930
DOS: 02/09/2023
HarborChase AL
CC: 90-day note.

HPI: A 92-year-old seen in his room. He was in his recliner with legs elevated and covered up. He looked quite comfortable. He was cooperative with exam. The patient is HOH. So we had to speak loud. The patient has dysphasia and postprandial coughing after meals. He eats in the main dining room and then after every meal at times he will come into a smaller area near the lobby and he can be heard coughing loudly along like clearing of his throat. When asked if he needs help, he looks surprised. He is not aware that he sounds as loud as he does secondary to his own hearing deficits. Staff have talked with the daughter about diet modification etc. and she is very much again I am told as against it as she one does not believe that it is occurring. The patient sits at table with other gentlemen for meals. Otherwise, he seems to keep to himself. 
DIAGNOSES: COPD, CHF, atrial fibrillation, silent aspiration secondary to dysphasia, HTN, HLD, hypothyroid, HOH and dementia with progression.

MEDICATIONS: Plavix q.d., Eliquis 5 mg b.i.d., Proscar 5 mg q.d., Lasix 40 mg q.d., Norco 5/325 mg t.i.d., DuoNebs b.i.d., levothyroxine 175 mcg q.d., lisinopril 2.5 mg b.i.d., magnesium oxide 400 mg q.d., Toprol 25 mg one-half tablet q.d., Mucinex one tablet b.i.d., MVI q.d., omeprazole 20 mg q.d., KCl 20 mEq b.i.d., Flomax q.d., albuterol MDI q.d. 
ALLERGIES: Cardizem and amiodarone.

DIET: NCS.

CODE STATUS: He has an advanced directive without DNR and we will address that and within the next month or so it has been brought up and daughter never responded to made a decision. 
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PHYSICAL EXAMINATION:

RESPIRATORY: He actually had a good respiratory effort, cooperative with deep inspiration and lung fields are clear with normal effort and rate. He had no cough or throat clearing while we were present. Anterolateral anterior lung fields however upper areas, there is increased bronchial breath sounds.

CARDIAC: Regular rhythm. No M, R. or G.

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

MUSCULOSKELETAL: Legs elevated. He has 1+ edema ankles and distal pretibial.

NEURO: The patient made eye contact. HOH hard to communicate with him, but he was cooperative to gestures.

ASSESSMENT & PLAN:
1. Dysphasia. It is progressive and staff are aware of monitoring him. However, he really does not want inner people to help him as he has his own way of handling it. To date, it has worked. He wants a regular diet and so we will stay with that as to his medications, nursing staff will ask for crush medication ordered when needed. 
2. History of edema with Lasix and KCl. His last BNP was four months ago. His electrolytes were WNL, but he does have an elevated BUN and creatinine. So, we will recheck that. 
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