


PROGRESS NOTE

RE: Barbara Manning
DOB: 03/30/1928

DOS: 03/05/2024
Jefferson's Garden AL

CC: Multiple issues.

HPI: A 95-year-old female seen in room, her sister, niece and POA were present. I asked the patient how she was doing from a sleep perspective as she has had insomnia, she states it has continued, she lies in bed for several hours before she is able to fall asleep. I talked to her about sleep aid, she is now interested in trying something; previously, she wanted to see if she could just get used to being here and fall asleep naturally. I told her that melatonin is natural and we would start at 5 mg, it would be given two hours before her desired sleep time which is 8 p.m. Also, the patient has a history of RLS, was started on Mirapex 0.125 mg in January and she states that it was of help for a short period of time, she is now having breakthrough symptoms in the evening, so the RLS is also affecting her sleep, she is agreeable to an increase in dose. I asked about her bowel pattern and she continues to have constipation, she is not on a stool softener and again that was by choice. Talked about her fluid intake, she acknowledges she does not drink very much water and knows she needs to start doing so. Her niece who brings her the things that she needs asked her about her drinking protein drinks that she provides. The patient states she does not really like the flavor of them; niece had wanted her to have one with each meal and the patient is not doing that. I told her that we are going to start gradually because all at once they will get filled on it and then not eat or they will get turned off to it because of drinking so much of it, so we will gradually increase it. Her last lab at the end of July showed a well within normal range of total protein and albumin.

DIAGNOSES: Restless legs syndrome with refractory symptoms, constipation, insomnia, difficulty handling oral secretions, gait instability, uses a wheelchair; however, it is a loaner and does not have footrest and her current walker has a break, not working on one handle that her family member was trying to fix today, hypothyroid, chronic seasonal allergies to include asthma, CHF stable, CKD III, lower extremity edema resolved, and anticoagulation secondary to CHF.

ALLERGIES: NITROFURANTOIN.
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MEDICATIONS: Banophen 25 mg b.i.d., MVI q.d., Eliquis 2.5 mg q.12h., Flonase q.d., levothyroxine 88 mcg q.a.m., lidocaine patch to affected area h.s., Claritin 10 mg q.d., Singulair 10 mg q.d., Mirapex currently 0.1 mg and will be increased to 0.25 mg, spironolactone 50 mg q.d., and vitamin C 500 mg q.d.

DIET: NAS chopped.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Petite frail older female seated quietly, able to give information made her needs known.
VITAL SIGNS: Blood pressure 154/75, pulse 47, temperature 97.7, respirations 18, O2 saturation 99%, and weight 118 pounds, which is a weight loss of 4.8 pounds since February.

NEURO: The patient makes eye contact. Her speech is slow, soft-spoken, and relatively clear. She has to work for enunciation of words, otherwise her speech is garbled. Orientation is x2-3, referencing for date and time. With repetition of information, she was able to understand what treatment for each specific issue was going to be given. She was in agreement. She clearly voiced her needs and regarding the protein drinks was not as keen to do the three times daily as per suggested by family, but is agreeable to once or twice daily.

CARDIAC: She had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. She has decreased depth of inspiration with some rhonchi on the right base. No cough.

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

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. She is weightbearing for transfers. She can walk slowly using her walker, is at times most comfortable in her manual wheelchair that she can propel.

ASSESSMENT & PLAN:

1. Insomnia. Melatonin 5 mg to be given at 6 p.m. as her desired sleep time is 8 p.m.

2. Constipation. MiraLax 17 g in fluid q.d. and I told her that once we get her in a regular bowel pattern that if it starts to be too much that we will change the frequency and she will be able to give that information.

3. Restless legs syndrome. She is currently having breakthrough symptoms on initial dose, so I am increasing it to 0.25 mg at h.s.

4. Difficulty handling oral secretions. Atropine was ordered at my last visit with her. She states she was given the dosing three drops in the morning and in the evening routine where the order was actually written p.r.n.
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5. Nutritional concerns on the part of family. They would like her to have at least two protein drinks q.d. and niece will shop around for something other than Boost, which she currently has now and does not particularly care for it. Order to put out a carton in the morning and evening for the patient as a prompt to consume is written.

6. Social. Family asked questions, were given answers, they were pleased with her care and thanked me for the time with her.

CPT 99350 and direct POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

