


PROGRESS NOTE
RE: JoAnn Hanna
DOB: 01/25/1936
DOS: 04/28/2025
Rivermont AL
CC: Followup on O2 use and general care.
HPI: The patient is an 89-year-old female seen in the apartment that she shares with her husband and she was in the bathroom when we came in and remained there for about 15-20 minutes. When she came out, the patient was bright-eyed, she looked comfortable, denied that there was any problem. The patient has O2 per nasal cannula that was started following hospitalization for pneumonia. Husband inserts that the patient has a pulmonologist who stated she did not really need the oxygen, but could use it at night time if she wants more comfortable. He then points out to the condensation throughout the tubing and states he is careful to not overfill the water component of the condenser. I asked the patient how she felt about using the oxygen, she stated that she thinks that she could get around without having to use it. Her husband, however, encourages her to use it. I observed them both going to dinner; she is in her manual wheelchair that she is capable of propelling, but he transports her and is also trying to pull along his own walker at the same time.
DIAGNOSES: Severe unspecified dementia with MMSE of 12, polyarthritis with severe OA both knees right greater than left, hypothyroid, HTN, GERD, HLD and allergic rhinitis.
MEDICATIONS: Unchanged from 03/11 note.
ALLERGIES: NITROFURANTOIN.
DIET: Regular with thin liquid.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: Well-groomed, pleasant, older female, no distress.
VITAL SIGNS: Blood pressure 112/62, pulse 65, temperature 97.7, respiratory rate 19, oxygen saturation 96% and weight 161 pounds.
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NEURO: She makes eye contact. She usually has a soft smile on her face. Soft-spoken, states a few words here and there, can answer basic questions. She is actually able to make her own needs known, but often her husband will preempt and speak on her behalf.

MUSCULOSKELETAL: In her room, she ambulates with a walker. She does favor her right knee and she goes from sit to stand and vice versa using the walker for support.

CARDIAC: She has an irregular rhythm at a regular rate. No murmur, rub or gallop.

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

ABDOMEN: Soft. Hypoactive bowel sounds with mild protuberance and no masses.

SKIN: Warm, dry and intact with good turgor.

PSYCHIATRIC: The patient is usually quiet and soft-spoken, but appears to be listening and can answer questions on her own behalf; husband will often speak for her and she will sit quietly. When I specifically directed questions to her, she could answer without interruption.

ASSESSMENT & PLAN:
1. Right knee pain. The patient completed a Medrol Dosepak and has Salonpas, lidocaine patches, which have helped, but do not fully suppress the pain. In addition, the patient takes Norco 10/325 mg one q.6h. routine. Continue with this regimen for now.
2. Nocturnal O2 use. The patient is using it in part at the encouragement of her husband. She acknowledges that she could do without it, is acclimated to using it at h.s.
3. General care. I asked the patient if she was interested in physical therapy to help with getting around and building up her strength, she smiled and stated she did not want to be rude about it, but right now just does not feel like doing therapy and I told her that was certainly her option.
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