


PROGRESS NOTE

RE: Patricia Rigler

DOB: 02/25/1937

DOS: 10/14/2024
Jefferson’s Garden AL

CC: Transition of hospice.

HPI: An 87-year-old female seen in room. She was sitting on her couch watching television as per usual. She was receptive to being seen, cooperative, and not able to give much information. The patient has had no falls or acute medical events in the past four weeks. She states her appetite is good and she comes out to most meals. Sleeps through the night. Denies any pain that is untreated and occasionally goes to activities but generally prefers to stay in her room. The patient was followed by Valir Hospice and was monitored for six weeks with a limited hospice intervention to see how she would do and she did fine so given that everything is stable and she maintains independence in several ADLs. There is a discontinuation of Valir Hospice. That has been for the past three weeks and she seems to be doing fine and when asked if she missed having the hospice care she said no because she could do those things by herself but she did like the people.

DIAGNOSES: Advanced Alzheimer’s disease, DM II, HTN, diabetic retinopathy, peripheral neuropathy, HLD, and BPSD stable.

MEDICATIONS: Unchanged from 09/09 note.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient seated comfortably on the couch and took her little bit but she relaxed less guarded and participated in conversation.
VITAL SIGNS: Blood pressure 128/76, pulse 62, temperature 97.6, respirations 20, O2 saturation 96%, and weight 122.6 pounds.

NEURO: She makes eye contact. Soft spoken and just says a few words at a time but demonstrates that she understands what is asked or any discussion involved. Affect congruent with situation. She is able to voice her knee. Orientation x2.
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MUSCULOSKELETAL: She moves all limbs in a normal range of motion. She is weightbearing, self-transfers, and propels her manual wheelchair using arms and feet. She has had no recent falls. No lower extremity edema. Intact radial pulses.

SKIN: Warm, dry, and intact with good turgor. No bruising or skin tears noted.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.

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

ABDOMEN: Soft, slightly protuberant, nontender, and bowel sounds present.

ASSESSMENT & PLAN:

1. DM II. Last A1c was 02/14/2024 and elevated at 8.4 and she has since then refused A1c x2. Today when I spoke to her about it she makes it clear that she is not going to have a needle stick. She remains on previously noted medications to include glyburide 5 mg b.i.d. a.c., Actos 30 mg at 7 p.m. and does not appear to have polyphagia, polydipsia, or polyuria. So I am not ordering an A1c.

2. Transition of hospice. The patient smiled when this was discussed. She states she feels she is doing good and really did not need their help though she thought they were nice people. She is made aware of that if and when the time occurs that she is hospice appropriate will make that referral and she is okay with that.

3. Anemia by history. H&H are 10.1 and 30.7 from 11/28/2023 lab. She has refused further sticks so that we can evaluate her overall labs. No symptoms consistent with further progression of anemia.

4. Pain management. The patient was started on tramadol 50 mg daily on 06/20/23 and had good results and then in discussion with her 06/04/2024 she was having breakthrough pain but not talking about it to anyone and when I suggested increasing the frequency of tramadol she was eager to do that has had a good response without drowsiness or change in her baseline cognition so will continue with tramadol 50 mg t.i.d.
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