


PROGRESS NOTE
RE: Barbara Manning
DOB: 03/30/1928
DOS: 10/15/2024
Jefferson’s Garden AL
CC: General followup.
HPI: A 96-year-old female seen in room, she was seated in her usual chair and physical therapist was present. The patient was standing when I came into the room, but holding onto her walker and she was leaning heavily forward and then was able to get herself back down. The therapist gave information that the biggest concern was her body positioning that she tends to lean heavily over her walker with a concern that she will fall with the walker. The patient states that she does not have any control over that. A couple of weeks ago, I was contacted by facility that family requested that any medication changes they be contacted regarding and this comes from the fact that almost every visit that I had been seeing the patient she wanted medication changes; though I did not agree with them, she insisted and so now, she has heard from her kids that she cannot just change medications without myself and her kids discussing it. There was no request by the patient for any medication changes. The patient acknowledges that there has been in her words worsening of her overall walking and strength. The physical therapist states that she would probably be stronger and able to walk better if someone would give her the Parkinson’s medications even though she does not have the diagnosis of Parkinson’s disease, but has clear symptoms of parkinsonism and I told the patient that, that would require a neurology evaluation and then decision as to what if any medications would be of benefit to the patient.
DIAGNOSES: Parkinsonism with progression, CAD, HTN, atrial fibrillation, tricuspid valve incompetence, RA with generalized pain, and constipation chronic.
MEDICATIONS: Unchanged from 09/10/2024, note.
ALLERGIES: NITROFURANTOIN.
DIET: NAS with chopped meat.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: The patient is well-groomed and alert.
VITAL SIGNS: Blood pressure 136/70, pulse 66, temperature 98.1, respiratory rate 17, oxygen saturation 99% and weight 119.4 pounds.
HEENT: Notable that she had no sialorrhea and is not using atropine drops.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds secondary to weak inspiration. No cough and no conversational dyspnea.

CARDIAC: She has regular rate and rhythm. No murmur, rub, or gallop appreciated today.

MUSCULOSKELETAL: Weight-bearing, did not observe gait, but did observe how now when she goes to use her walker she bends very much forward on it to the point that she is looking down at her feet from holding onto the walker and that is being addressed. She moves limbs in a normal range of motion when seated. No lower extremity edema. Intact radial pulses.
NEURO: Makes eye contact. Her speech is clear though soft volume and slow in delivery. She understands what is said. She voices her need. Affect is somewhat flat.
SKIN: Warm, dry, and intact with fair turgor.
ASSESSMENT & PLAN:
1. Gait instability. Continue with PT and hopefully she will be able to ambulate in a more upright posture; if not, then, consider whether she needs wheelchair transport or someone for standby assist when she does walk.

2. Parkinsonism, improvement in the absence of sialorrhea, but regression in the problem with gait. However, she is alert, attentive, understands what is going on and can voice her need.

3. RA. Pain is managed. No evidence of any increase in joint pain and no effusions. Continue with IBU for pain management and effusion.

4. Constipation. This has been addressed with a combination of Senna Plus and MiraLAX, so we will continue as is.
CPT 99350
Linda Lucio, M.D.
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