


PROGRESS NOTE

RE: Lorette Logan-Sause

DOB: 04/30/1950

DOS: 10/18/2023

Rivendell AL
CC: 

HPI: A 73-year-old seen in room. I had not seen her in sometime. She was standing up in your kitchen and trying to open a bottle, which I was able to do for her. I then realized that she was walking independently in doing so without any difficulty. I asked patient what she has been doing in the last month or two. First of all, she had a change in her home health and its Good Shepherd HH and she has been doing physical therapy through them and is very happy with the results. She has also got to know her neighbor across the way Ms. Snyder and so she has someone that she talks to across the hall or she will go in and chat with her, watch TV for a little bit with her. I told her that it was nice that they both had company and encouraged her to do something nice for Ms. Snyder. There are things that she wanted me to take note of and that is the contracture of her hands. She is right hand dominant. Her left hand is fairly well contracted. She can try – as she calls it, her fingers open but in the absence of something to prevent them from contracting they go back to that position. She does have a semi-hard foam roll that she will use and I showed her the old trick of rolling up a washcloth and using that, which works. She said she sleeping good. She has a fair appetite. She has not gained weight, noted that she had gained a lot of weight for a while and she has been watching that. I did not get into anxiety etc. with her.

DIAGNOSES: Depression, anxiety, Parkinson’s disease, IBS, HTN hyperlipidemia, GERD, and insomnia.

CODE STATUS: Full code.

DIET: Regular.

ALLERGIES: Multiple see chart.
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PHYSICAL EXAMINATION:

GENERAL: She is alert. She is quite energetic and starts talking right away about the things that she needs.

VITAL SIGNS: Blood pressure 152/76, pulse 79, temperature 98, respirations 14, and weight 130 pounds. She has five pound weight loss since 05/31/23.

CARDIAC: Regular rate and rhythm. No murmur, rub or gallop.

RESPIRATORY: Normal effort and rate. Lungs fields clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: She stands upright and she started walking in her room from living room and almost stumbled and she stated that she has to remember to keep her foot point forward as it wants to go inward. She walked across the hallway to her neighbor who asked her if she did not need to have her walker. She moves arms and legs without difficulty and goes from sit to stand without using anything for support except pushing herself up. No lower extremity edema.

SKIN: Warm, dry and intact. No rashes, bruising or skin tears noted.

NEUROLOGIC:  Orientation x 2. She has to reference for date and time. Her speech is clear. Attention span is short. Requires redirection to focus on one topic and finish that through before the next thing is brought up. I pointed out to her that talking is almost like a nervous anxiety, which may make things worse so to slow down and she did not perservates on one medical issue after the other today. She was also redirectable, but it had to be done more than once.

ASSESSMENT & PLAN:
1. Pain. I am discontinuing IBU 600 mg p.r.n and ordering IBU 800 mg b.i.d. p.r.n. diagnosis of pain management.

2. Dry eye symptoms. The patient saw ophthalmologist Dr. Kim Wise who ordered artificial tears one drop q.i.d and she has been receiving that.

3. Mobility. The patient has wanted a wheelchair for distance and is using one that her daughter bought from a friend and she just states that it is not comfortable. I told her that through my office the person who handles DME can look into what needs to be done to get her a wheelchair. There had been attempts previously but it was dropped by her home health and will let the patient know next week where things stand.
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