


PROGRESS NOTE

RE: George Reed
DOB: 10/21/1930
DOS: 05/31/2024
Jefferson’s Garden AL
CC: Falls.

HPI: A 93-year-old gentleman seen today for several falls that have occurred recently. He had a fall on 05/19 and 05/24 both required ER visits. On 05/24, he had a black eye around the left eye and, at the corner, a small laceration that required sutures, which remain in at this time. This afternoon, as I was getting ready to do paperwork, I heard “help me! help me!” and it was coming from his room, so going in there, he was lying on the floor kind of propped up somewhat. He denied having hit his head and, when I asked him how he fell, he stated that he had not fallen, but he was on the floor trying to get back up on the chair. The patient told me later when I went in to check on him again that it was getting harder for him to go from his bedroom to the front of his apartment using his walker and that the girl who does his therapy comes twice a week and he is not sure that he can keep doing that. I then brought up the use of a wheelchair, which I told him at this point would be a good way of him getting around, but he would be seated, so any fall should it occur is going to be from a much lower height and he will still exercise using his upper body and his feet to get himself around. He seemed to think about that and then was not resistant to it. The patient had another male resident who is in his room visiting with him who listened in on the conversation and the patient would take what I had said and then tried to repeat it back to me, the gentleman would say “this is what she is saying George” and so it helped him to kind of slow down and realize that someone else was hearing what I was saying. On 05/29, Valir Hospice evaluated the patient and are now following him, so PT was discontinued at that time. I spoke to the patient’s daughter/POA Anne Bracken and talked to her about all of the above. I also brought up medication review and told her that there are some medications that served a purpose at one point, but at this point in time no longer necessary and I pointed out his cholesterol medication and some others and she stated that that she had thought to herself what is the point of all these things that we keep doing and he keeps getting worse, so she was in agreement with discontinuing nonessential medications. As to the wheelchair use, she was on the phone listening in when I had the conversation with him and she is in agreement with the use of a wheelchair. The DON told me that there are some here in the facility that had been donated and are in good condition, so she will pick one out that will be size appropriate for the patient.
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DIAGNOSES: Vascular dementia without BPSD, senile debility with increasing falls, DM II, CAD, HTN, HLD, CHF, atrial fibrillation and GERD.

MEDICATIONS: Going forward, amiodarone 50 mg q.d., Plavix 37.5 mg q.d., FeSO4 q.d., Lasix 20 mg with KCl 10 mEq both q.o.d., lidocaine patch to painful area at h.s., lisinopril 10 mg q.d., Protonix 40 mg q.d., Megace 200 mg b.i.d., Mag-Ox 400 mg q.d. and metoprolol 100 mg one tablet b.i.d.
ALLERGIES: Multiple, see chart.
DIET: Regular NCS.

CODE STATUS: DNR.
HOSPICE: Valir.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly gentleman seen several times today; once on the floor in his room, could not describe how he got there and then later sitting upright with a guest in his room and later in a wheelchair and he seemed very comfortable and happy with it.

VITAL SIGNS: Blood pressure 136/74, pulse 75, temperature 97.2, respirations 20, and weight 139 pounds.

HEENT: Male pattern baldness. Bilateral sclera clear. Glasses in place. Around the left eye, there is the outline of a violaceous bruise with a small area of laceration with suture in place. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.
CARDIAC: He has an irregularly irregular rhythm without murmur, rub or gallop.

ABDOMEN: Flat, nontender. Bowel sounds present.
RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.
MUSCULOSKELETAL: He has no lower extremity edema. He can weight bear, but he requires assist to get to that position and then seems tenuous as he is trying to walk. There is a clear decrease in the strength of his pelvic girdle and overall generalized decreased muscle mass and motor strength.
SKIN: Dry, flaky. He has some healing bruises as well as skin tears.
NEURO: He makes eye contact. He is very verbal. He goes from one thing to the next, does not always answer questions and does not always have a point that he is trying to make. Orientation is x2 self and Oklahoma and he tries to make his needs known, but has difficulty identifying what it is.
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ASSESSMENT & PLAN:
1. Medication review. There are six medications that are being discontinued and this is in agreement with daughter.
2. Atrial fibrillation on anticoagulant. The patient has been on Eliquis and Plavix. I told the daughter we needed to discontinue the Eliquis as the risk is greater than any benefit, but he still has some coverage with Plavix and she is okay with Eliquis discontinuation.

3. History of CHF. We will continue on Lasix 20 mg with KCl 10 mEq q.o.d.

4. Gait instability with multiple injury falls. He is now in a manual wheelchair and we will take his walkers and put them in a place where he cannot access. I have ordered a gel cushion pad for his wheelchair provided by hospice.

5. Laceration around left eye, suture to be removed by hospice on Monday, 06/03.

6. Social. Spoke with his daughter at length about all of the above, she is in agreement and so hopefully this will have a positive impact on the patient’s quality of life.

CPT 99350 and direct POA contact 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

