


PROGRESS NOTE

RE: Virginia Chandler
DOB: 11/29/1928
DOS: 10/23/2023
Jefferson’s Garden AL
CC: Lab review.

HPI: A 94-year-old female well groomed sitting in her living room. She was interactive when seen. The last time that I saw her, she was really grouchy and I am not sure what the issue was that day, but she is a different person on this visit. The patient tells me that she has been having neck pain that her neck feels stiff to try to turn it either side. She does not remember sleeping differently or having anything happened that would have caused her neck to be the way it is. She denies any other related symptoms. There is a tube of generic icy hot. So, I took some of it and I rubbed it with her permission on her shoulders and her lower neck. She seemed to relax and she stated that it made it feel much better, but she was quite tense and I told her she needed to work at relaxing her shoulders. The patient has had no falls or other acute medical events that have happened the last 30 days. She is no longer having wound care as her leg wound had healed and her daughter had left a note requesting something to be done for the patient and these had already been addressed. The last couple of visits that the patient was seen, she had elevated liver function test. So, I had hepatitis profile drawn. It was nonreactive with the exception of hepatitis A and she has AB antibodies thus inferring immunity. I previously reviewed medications and I discontinued couple of that have no effects on liver function elevating enzymes. There has been no notable change with the discontinuation of fluoxetine and Tylenol. History of DVT with PE on Coumadin followed by SWMC Coag Clinic, gait instability requires a walker, glaucoma with legal blindness. CKD III, insomnia, depression, and Alzheimer’s disease moderately advanced.

MEDICATIONS: Unchanged from 10/02/23.

ALLERGIES: FORTEO.

CODE STATUS: DNR.
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DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, well groomed as usual, and talkative.

VITAL SIGNS: Blood pressure 146/89, pulse 81, temperature 97.9, respirations 18, and O2 sat 98%.

NEURO: Orientation x2. Speech is clear. She repeats herself. She is a bit hard of hearing. So things have to be repeated. She asked for things to be clarified and reminds me that she does not go to the wound care anymore and we discussed this previously.

ASSESSMENT & PLAN:
1. Lymphedema. I have written for lymphedema pumps one that she needs them and two they need to be placed. When she is going to take treatment in her room with her legs elevated and when treatment is done, they will be removed. I did tell her that she is going to have people that were coming in to treat her so that help likely is not needed.
2. Elevated liver function tests. They have started to go down, but still remained elevated. Review of her medication from when she had normal LFTs in April too elevated that started a month ago and continue. I was able to track spironolactone as medication that was added during that time by her cardiologist. So, it is known for hepatotoxicity so that medication is discontinued and we will hopefully see improved benefit with its discontinuation. It was by her cardiologist Dr. Nyberg.

3. History of DVT with PE. PT/INRs are where they need to be for her diagnoses and will continue to be monitored through the SWMC Coag Clinic.
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