


PROGRESS NOTE
RE: Violet Hewett
DOB: 09/14/1932
DOS: 02/21/2023
Rivermont MC
CC: Foot pain.
HPI: A 90-year-old with advanced Alzheimer’s disease. The patient is now using a walker. Her son got her a rollator and she is using it comfortably, has not had any fall since starting use. The patient has had a tendency to whine and once she starts it is difficult to stop or redirect her and it annoys the residents around her. She does not want to be in her room when she is like this, so others are exposed. Alprazolam 0.25 mg b.i.d. started at the end of January and staff report that this has really helped without causing sedation or affecting her baseline cognition. When I saw her today, she actually made eye contact with me and almost got tearful telling me that her feet hurt. I checked her shoes, they do not have a lot of cushion, but there is enough room that they are not tight on her feet, they are slip-ons and so I then started massaging one of her feet in the dining room and she said that feels so good, so she wanted me to do both feet, which I did and she said that, that made her feel much better. I told her that I would write an order for that to be done daily and asked her if she wanted it in the morning or at bedtime and she quickly responded bedtime. On 02/16/2023, the patient had a fall in the dining room. She had stood up and ended up tripping and falling forward hitting her head, sustained a laceration above her left eyebrow and was sent to the ER. She returned with four dissolvable sutures and the area is well healed. On 02/03/2023, due to behavioral issues, a UA was done and UTI positive. She was treated on 02/03/2023 to 02/07/2023. The patient’s medications are reviewed and there is some repetition of medications, so that is cleared up.

DIAGNOSES: Alzheimer’s disease, osteoarthritis, polyneuropathy, bilateral LEE, HLD, gait instability; uses walker and history of UTIs.
MEDICATIONS: Tylenol 650 mg ER one p.o. a.m. and h.s. with additional times two p.r.n. doses, Xanax 0.25 mg b.i.d., docusate q.d., melatonin 10 mg h.s. and midnight, omeprazole 40 mg q.d., and D3 1000 IU q.d.
ALLERGIES: NKDA.
DIET: Regular with thin liquid.
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CODE STATUS: DNR.
HOME HEALTH: Traditions.

PHYSICAL EXAMINATION:
GENERAL: Alert thin female who was quiet; at one point, started to whimper, but was reassured and stopped.
VITAL SIGNS: Blood pressure 113/69. Pulse 89. Temperature 97.6. Respirations 17. Weight 133 pounds.
CARDIAC: She has a regular rate and rhythm without MRG.

RESPIRATORY: Not able to cooperate with deep inspiration. No cough or evidence of SOB.

ABDOMEN: Flat. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Observed the patient ambulating with her walker. She appeared steady, a little slow and she goes from sit to stand using the table for support. No LEE. Became tearful when telling me that both of her feet hurt. So, we examined her shoes and then I massaged both of her feet, which she seemed to enjoy and we will have that ordered. She moves arms in a normal range of motion.
SKIN: Thin, dry with decreased turgor. She has got a few scattered bruises in various stages of healing.
ASSESSMENT & PLAN:
1. Bilateral foot pain. We will have her feet massaged at night with lotion as she is put to bed and hopefully that will carry her the next day.

2. Pain management. She was on excessive Tylenol exceeding the 3 g q.d. allowed for her age and so I am doing the 650 mg and currently a.m. and h.s. with additional during the day as needed and, if it turns out that that occurs often, then we will simply readjust the routine dose.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

