


PROGRESS NOTE

RE: Mary Main
DOB: 10/30/1917
DOS: 09/18/2023
Town Village AL
CC: Assume care.

HPI: A 105-year-old seen in room. I rang her doorbell which is quite loud and after a few minutes when I ahead and opened it as it was unlocked and she was nearing the door using her walker. The patient is a very petite female, alert, made eye contact and was balancing her tray on her walker. The patient wants to sit and visit. She is very hard of hearing. She has one hearing aid in place on the right side and asked me if she should take it out. I reviewed medications for her. She agrees that her pain is well-managed between Roxanol, ibuprofen and Tylenol. The patient is followed by Traditions Hospice who follows her fairly regularly and are important part of her care here. Overall, the patient states that she is doing good for her age.
DIAGNOSES: Senile debility stable, senile degeneration of the brain diagnosis, chronic pain, very hard of hearing despite hearing aids, hypothyroid, gait instability with fall history, and HTN.

MEDICATIONS: Tylenol 650 mg q.6h., Norvasc 5 mg a.m., ASA 81 mg q.d., vitamin E 400 IUs b.i.d., levothyroxine 25 mcg q.d., lisinopril 5 mg at 8 a.m., Roxanol 20 mg per/mL 0.25 mL b.i.d., PreserVision one tablet b.i.d., Refresh Tears p.r.n., and IBU 200 mg one tablet q.6h.

ALLERGIES: AGGRENOX.

DIET: Regular.

CODE STATUS: DNR.

HOSPICE: Traditions.
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PHYSICAL EXAMINATION:

GENERAL: Petite and frail elderly female who was pleasant and participated in the visit.

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

CARDIAC: She has an occasional irregular rhythm at a normal rate. No rub or gallop noted.

ABDOMEN: Flat and nontender. Hypoactive bowel sounds present.

MUSCULOSKELETAL: She is very petite, 4’8” tall and about 88 pounds. She ambulates with her walker. She has a shuffling gait. No lower extremity edema. Generalized sarcopenia. She moves limbs within a fairly normal range of motion.

NEURO: She makes eye contact. Her speech is clear. She is very hard of hearing. She has one hearing aid in place. Orientation is x2. She has to reference for date and time. Repeat of things due to hearing deficits as well as she is confused about what she thought was sad. She still has a sense of humor. She remained alert for most of the visit.

ASSESSMENT & PLAN:
1. Chronic pain. Management is quite good. Looking at other three medications involved, we will discontinue one dose each of IBU and Tylenol and we will follow up in a couple of weeks. If able, we will further decrease focusing on IBU given its NSAID quality.
2. Medication review. The patient is on an MVI and a vitamin E supplement. We will discontinue vitamin E when supply out.
3. Eye drop review. The patient receives Visine eye drops four times daily. I am decreasing that to t.i.d.
Linda Lucio, M.D.
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