


PROGRESS NOTE

RE: Mildred Conroy
DOB: 07/10/1930

DOS: 10/14/2024
Jefferson’s Garden AL

CC: Lab review.

HPI: A 94-year-old female seen in apartment. She was self toileting when I came in and wanted me to wait for her and I did. She propels her wheelchair around her room without difficulty, self transfers, and has not had any falls as a result. The patient has a history of hypothyroidism. On admission, she was on levothyroxine 100 mcg q.d., a baseline TSH on 02/08 was 0.05 on 100 mcg q.d. Levothyroxine was held for 10 days, a recheck TSH on 05/02 was 13.52 very high and indicating hypothyroidism so levothyroxine was restarted at 75 mcg. A followup TSH four months later while on 75 mcg q.d. shows a suppressed TSH at 0.06. TSH was put on hold shortly after the 09/24 lab was seen. In speaking to patient, she denied any change and how she felt or slept. She has no increase in cold intolerance. Her appetite remains good. Her weight is stable. I explained what we were doing and why and she is okay with that seems to have some understanding. She did bring out being on gabapentin and states that she has this left side chest wall pain and it is dysesthesia as a result of shingles and it is most prominent at night and the gabapentin helps. I asked if she would had any during the day and she said sometimes but that is limited and she did not feel it is required taking gabapentin except on occasion. So we talked about p.r.n. availability and she is agreeable with that. The patient denies any falls, sleeps through the night, and appetite is good. She comes out for activities on occasion. She tends to be more of a homebody and finds things in her room to do that occupy her. Her children keep in touch with her bringing her whatever she needs.

DIAGNOSES: Hypothyroid, postherpetic neuralgia, left chest and abdominal wall, HTN, GERD, HLD, OAB, anxiety disorder, and occasional insomnia.

MEDICATIONS: Unchanged from 09/09 note.

ALLERGIES: NKDA.
CODE STATUS: DNR.

DIET: Regular.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, pleasant and cooperative.
VITAL SIGNS: Blood pressure 127/75, pulse 65, temperature 97.3, respirations 18, weight 105.2 pounds, which is a weight gain of 4 pounds, and BMI is 20.5 so she remains at the low-end of her target range.

HEENT: Conjunctiva clear. Nares patent. Moist oral mucosa. She has full thickness hair that is combed.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear though she has slight decrease bibasilar breath sounds secondary to effort. No cough.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. Her right lower extremity has 2+ pitting edema of the lower portion of her leg. She has a history of lymphedema in this leg and left lower extremity has trace edema from the distal portion of the pretibial leg. The patient moves all limbs. She is weightbearing for self-transfers. Propels her manual wheelchair with her arms and legs.

SKIN: Warm, dry, and intact with good turgor.

NEURO: Makes eye contact. Affect congruent with situation. Speech is clear. Hearing adequate. Can voice her needs and understands basic given information.

ASSESSMENT & PLAN:

1. Hypothyroid. She has been over replaced resulting in suppressed TSH. I am holding it now at 75 mcg and will do followup TSH in four weeks with dose adjustment as needed.

2. Postherpetic neuralgia. The patient occasionally has breakthrough pain in the mornings into the afternoon was given the option of p.r.n. gabapentin. She was equivocal. I am going to write it for her and see if she uses it within a four-week period if not we will discontinue p.r.n.
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Linda Lucio, M.D.
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