


PROGRESS NOTE

RE: David Seelen
DOB: 08/24/1949
DOS: 05/22/2024
Rivendell AL
CC: Pain to coccyx, depression, and the patient requested order of previously used MDIs.

HPI: A 74-year-old male seen in room. He was lying in bed, but awake and got up so that we could visit. I asked him about the pain in his coccyx and he states that it is because of redness of his bottom. I had when the aide is present with me to assist in getting him up so that I could then examine him and he was cooperative. After exam of his coccyx then we discussed depression, I asked if he had been treated for it in the past and he states that he was not sure and that whenever anyone brought up depression, he chose to ignore it. He does have a diagnosis of COPD and states that he was on three inhalers that he would use in the morning and in the evening and it helped him and he wants to have them started here. He had intermittent cough while I was present, he had water bottle that he had been spitting into and it was filled with sputum as well as saliva and there was viscous yellow gray material.
DIAGNOSES: COPD, MCI, long-standing history of daily marijuana use, abstinent for approximately 30 days, GERD, HTN, HLD, anxiety, peripheral neuropathy, and mood disturbance.

MEDICATIONS: Unchanged from 05/15 note.
ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: The patient is resting comfortably, was cooperative to visit.
VITAL SIGNS: Blood pressure 104/58, pulse 90, temperature 97.2, respirations 18, and O2 saturation 92%.

HEENT: He has full thickness gray hair little long and shaggy along with the facial hair. Sclerae clear. Nares patent. Moist oral mucosa.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.
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MUSCULOSKELETAL: He is weight-bearing, ambulatory, independently, but has a wheelchair that at times he will use for distance. He has trace bilateral lower extremity edema. Moves arms in a normal range of motion.

SKIN: Along the coccyx to perirectal area is bright pink. No tenderness to touch. Skin is intact. No vesicles and remainder of skin is noted to be intact. No bruising or skin tears noted.
NEURO: The patient is alert. He is somewhat demanding at times, wants to get done what he wants to get done, has to be redirected and can answer questions and give information and that was demonstrated when he was talking about the 3 MDIs that he used that worked for him and while he could not remember names. He did remember some ingredients and some and so as I looked things up I then had him look at the picture of an MDI and he stated he would identify the three that were what he believes he used.
ASSESSMENT & PLAN:
1. COPD. We will restart Advair Diskus 500/50 mcg one puff q.12h. and ProAir RespiClick 90 mcg one puff q.12h. and then Trelegy Ellipta 100 mcg one puff q.d.

2. URI most likely in part secondary to his long smoking history and so the discoloration of sputum is likely old tobacco being cleared out, so we will start with the CXR AP and lateral as baseline would be helpful on this patient and then Bactrim DS one p.o. q.12h. x7 days and will followup next week.

3. Depression/anxiety, we will start Zoloft 50 mg q.d. assess how the patient is doing in a couple of weeks and if need be increase to 100 mg.

4. Cutaneous candida, Nystatin cream to affected area at h.s. and q.a.m. and 2 p.m. Boudreaux’s Butt Paste to be placed to same area. Diflucan 200 mg q.d. x1 and followup dosing in 72 hours.

5. Medication review. The patient is on two different doses of olanzapine 10 mg at h.s. and then a 2.5 mg q.12. I am going to hold the 2.5 mg q.12 for a week see how he does without it and if stable discontinue that order.
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