


PROGRESS NOTE
RE: Jimmie Williams
DOB: 11/02/1952
DOS: 07/26/2025
CNH
CC: The patient going on about therapy and not being seen.
HPI: A 72-year-old gentleman seen in his room, he was propped up in his bed, telling me that he has been trying to get therapy and no one has gotten it for him, he wants to be able to get up and walk out of here and that his family is waiting for that and will take him home. I am also given the background information that the patient has been in a couple of other facilities from which he was requested to leave because of ongoing accusations about inadequate care to include PT. The patient had been given limits and I reiterated them today with him that if he wants to have therapy he has got to start doing something other than just lying in bed. The patient does not want to get out of bed. He wants full assist from staff for whatever it is that he wants to do and today I reiterated to him that if he cannot be motivated to do basic things for himself, then it is unlikely he will be able to comply with the work required in therapy. The patient has a history of bipolar disorder with delusions and that was an issue raised today by staff.
DIAGNOSES: Cerebral infarction with sequelae of loss of ambulation and recurrent muscle spasms, quadriplegia, constipation, iron-deficiency anemia, alcoholism in remission, HTN, GERD, unspecified osteoarthritis, allergic rhinitis, and history of depression.
MEDICATIONS: ASA 81 mg q.d., baclofen 10 mg q.d., docusate one capsule q.d., FeSO4 325 mg q.d., Mag-Ox one q.d., metoprolol 25 mg q.d., Protonix 20 mg q.d., Allergy Relief 10 mg q.d., Lasix 20 mg q.d., KCl 10 mEq q.d., Mucus Relief 400 mg one tablet q.d., then Cibinqo 100 mg one tablet q.d., Lexapro 10 mg q.d., Percocet 5/325 mg one tablet q.6h., MiraLAX q.d., and MVI q.d.
ALLERGIES: NKDA.
DIET: Regular with thin liquids.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished appearing gentleman lying in bed, he was alert and started the visit being belligerent.
VITAL SIGNS: Blood pressure 126/89, pulse 65, temperature 96.1, respiratory rate 18, and O2 sat 98%.
HEENT: He has full-thickness hair. EOMI. PERLA. Wears corrective lenses. Nares patent. Moist oral mucosa.
NECK: Supple. Clean-shaven.
CARDIAC: He has a regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.
ABDOMEN: Slightly protuberant, nontender, but firm. Bowel sounds present.

MUSCULOSKELETAL: He appears to have good muscle mass, but inadequate motor strength both hands, the fingers are in a decorticate position. Legs: Did not observe weight bearing or transfer. The patient is a full Hoyer lift transfer and he had no evidence of lower extremity edema.
NEURO: He makes eye contact. His speech is clear. He lets it be known how he feels. He appeared agitated throughout the whole visit and, when I attempted to discuss restorative therapy with him, he found fault with why he continually has not gotten the therapy that he needed and that his son has found a place to take him real good daily therapy and I encouraged him if that is the case to do so.
SKIN: The skin on his upper chest is raised and palpable in a maculopapular pattern with white coloration. I am told in part he has dermatitis for which he is treated, but he also refuses to shower with any regularity.
ASSESSMENT & PLAN:
1. Nonambulatory status post CVA. The patient does not do any type of in-house exercises that the staff have been able to show him, the concern is then will he be compliant with physical therapy coming in to see him. I think at this point given his belligerence and continued complaining that I will order restorative therapy and then be interested to see what he is able to do and what his compliance level is.
2. Agitation/aggression. Depakote 125 mg q.d. x 1 week, then we will increase to 125 mg q.a.m. and 6 p.m. to see if that does not help him calm down some.
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