


PROGRESS NOTE

RE: Carolyn Phillips
DOB: 09/15/1936
DOS: 06/27/2023
Jefferson’s Garden
CC: Followup on sleep pattern and pain management.

HPI: An 86-year-old with unspecified dementia, advanced endstage, seen in room. She was sitting in her recliner as per usual, made eye contact, told me she remembered who I was and gave brief answers to basic questions. The patient stated that she sleeps good at night. Her pain is managed. She goes out for meals and occasional activity. She is transported in a manual wheelchair that she cannot propel, so staff or other residents do it for her. She has had no falls or other acute medical events. 
DIAGNOSES: Advanced endstage unspecified dementia, senile debility – in wheelchair, RLS, OAB, HTN, GERD, depression, and senile diarrhea which is managed.

MEDICATIONS: Effer-K 20 mEq four days weekly with Lasix 40 mg same days, Ibu 800 mg q.d., levothyroxine 50 mcg q.d., Toprol 50 mg q.p.m., omeprazole 20 mg q.d., ropinirole 0.5 mg 9 a.m. and 9 p.m., Zoloft 50 mg q.d., Detrol ER 4 mg q.d., tramadol 25 mg b.i.d., and Vagisil cream to external vaginal area q.a.m.

ALLERGIES: NKDA.

DIET: Regular with chopped meat.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, sitting up. She is a little bit disheveled, but interactive.

VITAL SIGNS: Blood pressure 155/90, pulse 87, temperature 98.0, respirations 17, and O2 sat 94%, and weight pounds.

RESPIRATORY: Decreased bibasilar breath sounds secondary to effort, but lung fields are clear without cough.

CARDIAC: She has distant heart sounds with a regular rhythm. No M, R or G.

ABDOMEN: Soft and nontender. Hypoactive bowel sounds.
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MUSCULOSKELETAL: She is a full transfer assist, non-weightbearing, can pivot but has to be held while doing so. She has trace ankle edema. She moves arms in a decreased range of motion and does not have motor strength to propel her manual wheelchair. She has generalized decreased muscle mass and motor strength.

NEURO: She makes eye contact. She is soft spoken. She just says a few words at a time, but can give information as to pain, sleep and appetite. She does come out for activities and has friendships along her hallway and they help transport her different things. Family still comes to visit occasionally.

SKIN: Warm and dry. She has just completed treatment for irritation to the skin overlying her right hip. Treatment was started on 06/02/23 and completed 06/10/23 and is resolved. 
ASSESSMENT & PLAN:
1. Lower extremity edema. The decreased frequency of diuretic and KCl appears to be effective in decreasing her edema without causing volume contraction. She had lab checked two months ago with BUN and creatinine normal. We will recheck in one month. 
2. Senile debility. This continues a slow progression. She will wax and wane and today she is on a good day where she is more alert and interactive. Behavioral issues really do not occur with this patient. 
3. HTN. BPs are well controlled. She does tend to run the high end of normal and so no decrease in her blood pressures.
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Linda Lucio, M.D.
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