


PROGRESS NOTE

RE: Leonard Lewis
DOB: 04/10/1947

DOS: 03/27/2024
HarborChase MC

CC: Falls.

HPI: A 76-year-old gentleman who was seen for the first time last week. He is in a manual wheelchair that he does not propel has to be transported. He is nonweightbearing and again does not propel his manual wheelchair when he speaks about himself he brought up to me that his legs do not work and he does not understand why. Prior to coming here, the patient has had PT at an SNF and it was eventually stopped due to lack of participation. The patient was admitted to HarborChase on 03/18 his first fall was on 03/19 and was sent to Integris due to hitting his head. This past week, he has had a total of five falls he will just get up on his own or lean forward and fall out others have happened in his room where he will get out of bed and then just fall over the weekend he sustained a skin tear to his right upper arm that was addressed and cleaned. The patient’s baseline labs were drawn on 03/22 and/or reviewed today with patient.

DIAGNOSES: Vascular dementia with sundowning, moderate status post left MCA infarct, depression, DM II, peripheral neuropathy, hypothyroid.

PAST SURGICAL HISTORY: This is addition to surgeries noted in H&P right carotid endarterectomy stent placement, thyroidectomy secondary to cancer, SMA stent for mesenteric insufficiency, and aortic valve replacement.

ALLERGIES: NKDA.

DIET: Carb controlled.

CODE STATUS: DNR.

MEDICATIONS: ASA 81 mg q.d., duloxetine 30 mg q.d., Pepcid 20 mg h.s., Reglan 15 mg q.i.d. and h.s., torsemide 40 mg q.d., Vicks vapor rub to nostrils h.s., Lantus 20 units q.a.m. and h.s., Actos 30 mg q.a.m., Flomax q.d., Protonix 40 mg q.d., Toprol ER 50 mg q.d., and trazodone 75 mg h.s. p.r.n.
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PHYSICAL EXAMINATION:

GENERAL: Obese male seated in his wheelchair in dining room just staring straight ahead not interacting with anyone.
VITAL SIGNS: Blood pressure 99/61, pulse 97, temperature 97.6, respirations 18, and weight 208.6 pounds.

NEURO: When I spoke with him, the patient will make eye contact to who was speaking. He is quiet. He only said a few words here and there in response to specific questions. Affect was flat. There was an art activity going on and he was seated at a table with two other gentlemen and two females all of them got through little palette of colors and began on the activity with the exception of patient who just stared straight ahead. When asked earlier today by hospice staff regarding what individual patients liked for breakfast and his response was beer, later this afternoon his DIL came in and she said that he was a nondrinker before.

MUSCULOSKELETAL: The patient can sit upright for long periods in his manual wheelchair. He is not able to propel it using his hands and is nonweightbearing. He states he just cannot make his legs move. His legs have a good pulse anterior tibial and dorsalis pedis. Color is good. Soles of his feet without lesions.

NEURO: Orientation x2 himself in Oklahoma. He is soft spoken only says a few words at a time is a bit guarded. He did smile when I asked him about the beer response to what he likes for breakfast and he is generally cooperative to care.

SKIN: He had a large skin tear on his right posterior arm it was cleaned and dressed. He has three large pads covering the area I was contacted about the skin tear and what is needed for dressing over the weekend. The remainder of his skin was warm, dry, and intact.

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

ASSESSMENT & PLAN:

1. Falls. The patient is in a manual wheelchair that he can propel. He spends his day in the day room with his abdomen up against the dining room table to help keep him sitting up and he just leans forward or sit straight up for hours sleeping or just staring. Showed him a Broda chair in the day room and explained to him that he can recline as much as he wants that his legs will be elevated so he wont have swelling and told him that will keep his manual wheelchair so that if he needed it for any reason it would be available and when I asked if he thought the Broda chair be a good idea he said he shook his head yes and smiled so spoken with hospice regarding Broda chair and it is on order.

2. DM II. A1c is 11.5 and I have adjusted Lantus in divided doses 20 mg a.m. 20 mg p.m. and added Actos 30 mg q.d. We will continue with b.i.d. FSBS and review in a week to 10 days.

3. Hypoproteinemia. T protein and ALB are 4.9 and 3.4 and protein drink minimum one q.d. with family to provide.
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4. Code status. Spoke with DIL about an incomplete DNR and I have completed physician certification DNR and she is in agreement.

5. Nonweightbearing status. The patient’s wife will be visiting next week and she is not believing his decline so in an attempt for her to feel good some strides are being made. He will receive three days of PT will see if he is able to cooperate in some form if he is then we will look at extending that if not it will be terminated after three days.

6. Multiple myeloma and CBC review. WBC count 4.1 and H&H 10.4 and 30.0 with mildly macrocytic indices. Daughter states that his H&H are at his baseline. The patient was diagnosed with multiple myeloma two years ago. He had chemotherapy without family being fully informed and involved and DIL states that it was after completion of chemo that his cognitive decline became notable and progressed.

CPT 99350 and direct POA contact 20 minutes and advance care planning 83.17

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

