


PROGRESS NOTE

RE: Fay McCoy
DOB: 01/11/1924
DOS: 09/21/2023

Rivendell AL
HPI: A 99-year-old female seen in the room. She was seated in her wheelchair. It had been a month since I had seen her and I was somewhat surprised at her appearance. She looked frail and just evidence of decline. The patient when asked how she was doing, she stated that she just does not have an appetite so she is not eating. When I asked if she tried different textures or tried eating at different times or at least having a good fluid intake, she stated she just was not interested in either of those. I suggested an appetite stimulant. We could see what that would do for her. She is not interested in that. Staff had noted that there was a change in her skin color becoming gray or pale and in looking at her, she is pale. She is no longer coming out for meals, but rather staying in her room reading with her magnifying glass in hand. She states that she just occupies herself doing things in her room. Denied any pain. When asked about any depression or anxiety, she denied either. She has had no falls. There was a visible laceration on the side of one of her legs and she stated it happened when she was being transferred in her wheelchair. Her daughter continues to check on her. She has not gone outside of the unit or the facility in a while. I brought up hospice and just told her that it is something that whenever needed would be available to her. She just had a sad look on her face and said she just did not want to talk about that, so stopped. I just told her that it does not cost and has benefits and any needed equipment, they would provide.
DIAGNOSES: Senile frailty increased, unspecified dementia stable, mobility compromise in manual wheelchair that she easily propels, HTN, macular degeneration, hard of hearing, and lower extremity edema which has resolved.
MEDICATIONS: Refresh tears two drops OU q.i.d., clonidine 0.2 mg b.i.d., metoprolol 75 mg h.s., torsemide 20 mg Monday through Friday, KCl 10 mEq two tablets Monday and Friday and 10 mg the other three weekdays, MVI q.d., and Haldol 0.5 mg at 5 p.m.
ALLERGIES: NKDA.
CODE STATUS: DNR.
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DIET: Regular bite-sized food.

PHYSICAL EXAMINATION:
GENERAL: The patient appears ashen with increased frailty and more of a stooped posture.
VITAL SIGNS: Blood pressure 135/80, pulse 69, respirations 16, and weight 113 pounds, a weight loss of 5.4 pounds since February 2023.
HEENT: Her sclerae are clear. She has moist oral mucosa. Her facial skin is pale to somewhat ashen.
RESPIRATORY: She has a normal effort and rate. Her lung fields are clear. No cough. Symmetric excursion.

CARDIAC: She has a regular rate and rhythm with a soft systolic ejection murmur throughout the precordium.

MUSCULOSKELETAL: She has edema of the ankles and trace distal pretibial. Her skin is intact. Decreased muscle mass and a laceration with clotted blood on the lateral part of her left leg. She propels her manual wheelchair in her room.
NEURO: She is alert and oriented x 2. Her speech is clear. She voices her needs. She understands given information. She had a visceral reaction when I brought up hospice and I told her we did not have to talk about it and that the definition for patients like her is a progressive chronic illness since she does have mild cognitive impairment, but thereafter left it alone.

SKIN: Warm and dry without lesions. 
ASSESSMENT & PLAN:
1. The patient is not eating with evident weight loss, pale, ashen skin. She has acute cold intolerance. We will rule out metabolic factors to include CMP, CBC and TSH and then will review next week with her.
2. Depression versus anxiety. Starting Lexapro 10 mg q.d. and will visit with her again next week.
CPT 9350
Linda Lucio, M.D.
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