


PROGRESS NOTE

RE: Paul Strunk

DOB: 12/31/1935

DOS: 11/14/2023

Rivermont AL

HPI: An 87-year-old with senile dementia moderately advanced, seen today, he is in his manual wheelchair that he propels into the room to see me. The patient is receiving PT through Enhabit Home Health who follows him. ADON in front of the patient tells me that he has done really well with PT that he walks around with his walker when the therapists are here, but when they are gone he resorts to his wheelchair that he can propel around. He was quiet, did not make eye contact with me after that and I brought up to him what was the point of getting PT, he wanted to get stronger and be able to ambulate, well now he can do it, but he stops unless he is with the therapist and, I told him if he was not going to walk outside of PT after proving that he can comfortably and safely, then we will just stop PT. He was quiet and he stated he got my point and I told him I wanted to see him using his walker. Later, they brought his walker and took his wheelchair and he was able to walk, he swiftly turned himself around and very quickly walked back to his room; clear that he was annoyed.

DIAGNOSES: Senile dementia moderately advanced, ambulation issues improved with PT, glaucoma, HTN, BPH, CKD III, incontinence of bowel and bladder.

MEDICATIONS: Coreg 25 mg b.i.d., Plavix q.d., Lexapro 10 mg q.d., Proscar q.d., HCTZ 50 mg q.d., latanoprost OU h.s., losartan 25 mg at 2 p.m., meloxicam 15 mg q.d., SIMBRINZA eye drops OU q.d., timolol one drop OU q.d., and trazodone 50 mg h.s.

ALLERGIES: NKDA.

DIET: Regular with thin liquid.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is a pleasant gentleman who likes to joke around, in fact this is his primary interaction, then when it comes down to talking about things that have a little more merit, he is not so comfortable. His orientation is to self and Oklahoma. He has to reference for date and time. He has clear short-term memory deficits.
Paul Strunk

Page 2

VITAL SIGNS: Blood pressure 128/70, pulse 77, temperature 97.7, respirations 19, O2 saturation 99%, and weight 194 pounds.

CARDIAC: He has a regular rate and rhythm without murmur rub, or gallop.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

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

MUSCULOSKELETAL: He moves his limbs in a normal range of motion; when he is in wheelchair, he propels it, keeps his legs up on the foot pedals. He has no lower extremity edema. With his walker, he stands up straight and he ambulates and actually with quite a brisk space; he was angry when he walked back to his room.

ASSESSMENT & PLAN:

1. Gait issues. The patient is receiving therapy, is able to walk using his walker, which is the reason we started therapy at his request. I think laziness is a part of why he just chooses to stay in his wheelchair. He will propel it short distances, but then staff will transport him otherwise. I have written that he is to use his walker going to meals in the morning and the evening.

2. Depression. At visit last month, his Lexapro was increased to see if that did not help. He did not bring it up today, so that may have been an indicator. We will follow up with him at next visit.

3. Hypoproteinemia. The patient is drinking a protein drink q.d. when asked; staff tell me that they do have to remind him. It is only actually on Monday, Wednesday, and Friday. The nurse with me reminded him that he does have it in his room, she went back and brought a bottle of Boost and he went ahead and started drinking it.
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