


PROGRESS NOTE

RE: Robert Heft
DOB: 02/21/1925
DOS: 09/11/2023
Jefferson’s Garden AL
HPI: A 98-year-old gentleman. This is my second visit with him. He was observed in the dining room where he was at a table with other residents and he was just eating away. He appeared very comfortable. Later when he was returned to her room, he talked to the staff about what he needed and then he was cooperative with me. Of course, he does not remember meeting me which is not unusual. He states that he is sleeping good. He has got a good appetite. He likes the food. He is acclimated to using his call light. He has had no falls or acute medical issues since seen on 08/14/23.
DIAGNOSES: Moderate dementia, HTN, HLD, history of prostate cancer just stopped Lupron, generalized polyarthritis, depression and chronic lower extremity edema.

MEDICATIONS: Norvasc 5 mg b.i.d., Tums 1000 mg noon and 6 p.m., ASA 81 mg 6 p.m., candesartan 32 mg h.s., Zyrtec 10 mg q.d., Lexapro 10 mg h.s., HCTZ 12.5 mg h.s., lorazepam 0.5 mg h.s., Peg Powder h.s., PreserVision b.i.d., Senna Plus b.i.d., and Zocor 40 mg at noon.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.

HOSPICE: Bristol Hospice.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and well-nourished male observed committed to eating his lunch.

VITAL SIGNS: Blood pressure 112/60, pulse 60, temperature 97.6, respirations 16, O2 sat 92%, and weight 190 pounds.
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CARDIAC: He has in a regular rhythm and regular rate. No murmurs, rubs, or gallop.

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

MUSCULOSKELETAL: The patient is in a manual wheelchair. He has to be transported and then requires a transfer assist. He has use of his upper extremities and he has improvement of the +1 chronic lower extremity edema. He keeps his legs in a dependent position throughout the day. So, I reiterated that it would probably be better if he elevated them in his recliner.
NEURO: He makes eye contact, but he is very hard of hearing. So, he has to be encouraged to voice his needs. He yells when he does that. He can be very particular and irritable and he will snap at people. His orientation is x 1 to 2. He is verbal a few words at a time.

SKIN: Somewhat dry and in certain areas, a bit coarse, but intact.

ASSESSMENT & PLAN:
1. Moderate dementia. The patient is able to let people know when he is unhappy, he will use his call light. Family still visits and tries to take care of things for him while they are here and he does have a sitter that comes from the VA on Monday, Wednesday, and Friday.

2. Generalized decreased motor strength. The patient is weightbearing only with assist and does not propel his wheelchair for any significant distance. He has to be transported. PT and OT for focus on function were ordered on 08/14/23.
3. Skin issues. He was having gluteal problems with sharing. He has had to alternate sleeping between his recliner and his bed as sitting up in a recliner where he would then sleep every night has been the cause and he has been reluctant, but he is following through with it.
4. Decreased sleep with anxiety factor. Ativan 0.5 mg h.s. has been ordered and appears to have been of benefit. It has only been in place for a couple of nights.
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