


PROGRESS NOTE

RE: John Sinclair

DOB: 12/19/1944

DOS: 03/20/2026
Windsor Hills

CC: Multiple issues.

HPI: An 81-year-old gentleman who spends every day lying flat on his back in bed. Today, he had to be assisted up out of bed as his mattress was worn out and needed to be replaced, which required also a new bed frame, which continues to be a hospital bed so he can adjust the head or foot component. He was complaining about having to be moved while the mattress has been changed and then had complained about having pain to touch of both legs. When I went to see him, he stated that his legs were sensitive to touch, which does not occur often. He has had no recent falls. Does not get up and walk around or sit up in a wheelchair though he does have a wheelchair, which he has encouraged to sit up in order to maintain neck and truncal stability but he refuses. The patient is stubborn and antagonistic when it comes to staff encouraging him to start doing more for himself.

DIAGNOSES: Paroxysmal atrial fibrillation, dysphagia, obesity, insomnia, HTN, chronic pain, HLD, OA of left hip, generalized weakness with unsteadiness and left leg pain.

MEDICATIONS: Allopurinol 300 mg MWF, Biofreeze to bilateral knees q.8h. p.r.n., Pepcid 20 mg q.d., trazadone 100 mg h.s., Colace one capsule q.d., barrier cream to bottom b.i.d., vitamin D 50,000 units q. Monday, MVI q.d., Toprol 25 mg b.i.d., Eliquis 5 mg q 12h, and Keppra 250 mg b.i.d.

DIET: Regular textured and thin liquid.

CODE STATUS: Full code.

ALLERGIES: NKDA.

PHYSICAL EXAMINATION:

GENERAL: The patient lying in bed. He is alert and verbal but he is oriented x2-3. Speech is clear voices his need understands given information. His insight into his view of things is quite poor sees himself as not being given a fair chance by other people at the same time when he previously had PT ordered for him at his request it was discontinued shortly thereafter as patient was noncompliant with follow through.
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When he suggested that he should be given PT, I told him that I would go ahead and order it but from the beginning if he did not give it a sincere effort then it was going to be discontinued and I would not be ordering any more therapies on his behalf. I also need clear to him that he is wasting his life lying in bed all day watching TV and then when he does not feel well people are supposed to rush to his side to make it better for him.
VITAL SIGNS: Blood pressure 112/60, pulse 87, temperature 97.6, respirations 18, and weight 287.3 pounds.

HEENT: Male pattern hair loss. EOMI. PERLA. Wears glasses. Nares patent. Moist oral mucosa. Native dentition.

CARDIAC: Regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. He has few scattered rhonchi mid lung field has what sounds like a wet cough but no expectorant.

ABDOMEN: Slightly protuberant, nontender, and bowel sounds present.

MUSCULOSKELETAL: He has muscle mass but decreased motor strength. He has a grip strength to hold a glass and utensils. He has no lower extremity edema. He can weightbear with assist for transfers. He is able to propel a manual wheelchair but he has an electric one at his request.

SKIN: Warm, dry, and intact.

PSYCHIATRIC: He appears to be of view that other people are supposed to come to his beck and call and assist him yet he does very little if anything to assist himself and the suggestion of things that he can do to help strengthen him i.e. practice sitting up in his wheelchair to assess his neck and truncal stability and prove that he rolls his eyes.

ASSESSMENT & PLAN:

1. History of seizures. The patient is on Dilantin his 130/26 level was two which is not within target range but there was an increase in his Dilantin from 100 mg b.i.d. to 200 mg b.i.d. that was written on 01/31 and at the beginning of April we will order a new Dilantin level. He has been seizure free.

2. BMP. Calcium is 8.1 so a bit low. We will order TUMS 750 mg one tablet q.d. remainder of BMP WNL.

3. Anemia. H&H are 11.0 and 33.4 with macrocytic indices of MCV that is likely secondary to Dilantin and we will continue with Dilantin as is.

4. X-ray review. The patient had an x-ray done last week after cough with congestion. The CXR showed decreased bibasilar inflation. No evidence of infiltrate, fluid, or acute issue. The patient was started on antibiotic, which is completed today and he has cough suppressant p.r.n.
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Linda Lucio, M.D.
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