


PROGRESS NOTE

RE: Norma Foreman
DOB: 07/07/1930
DOS: 12/11/2023
Rivermont AL
CC: Cough.
HPI: A 93-year-old female who has had a persistent cough intermittent, but on a daily basis. She was COVID tested and negative. She tells me she does not think that she has ever had a cough like this before. She denies pain. She is reported to sleep through the night. Her appetite she states is pretty good and staff told me that she gets out and sits and activities or watches them and is generally redirectable, not a behavioral issue.
DIAGNOSES: Pulmonary fibrosis on continuous O2, osteoporosis, moderate vascular dementia, nonambulatory, and generalized senile frailty.

MEDICATIONS: Tylenol ER 650 mg one p.o. b.i.d., Fosamax one tablet p.o. on the first Saturday of each month, prednisone 5 mg two tablets q.d., O2 continuous at 4L/NC and icy hot patch to lower back at 7 p.m., off at 7 a.m., and Calmoseptine ointment to peri and gluteal area t.i.d.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular with thin liquids.

PHYSICAL EXAMINATION:

GENERAL: The patient is seated in her wheelchair with O2 in place. She was pleasant and cooperative.

VITAL SIGNS: Blood pressure 125/73, pulse 76, temperature 97.4, respirations 17, O2 sat 96%, and weight 108 pounds which is a 3-pound weight loss from 10/17/23.

HEENT: Continuous O2 in place. She had the NC placed where her cheek was actually getting the oxygen. So, I had to replace it and told her how to feel for it to know that she was getting her oxygen. She wears corrective lenses. Sclera mildly injected, but likely secondary to O2. Moist oral mucosa.
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NECK: Supple. Clear carotids.

RESPIRATORY: She has an improved respiratory effort and I could hear breath sounds in her lower lung fields. No rhonchi or rales and a prolonged inspiratory phase.

CARDIOVASCULAR: She has a regular rate and rhythm. No murmur, rub, or gallop.

SKIN: Thin, warm, dry, and intact. She has a few superficial scattered ecchymosis, but nothing significant and no skin tears or breakdown noted.

ASSESSMENT & PLAN:
1. Pulmonary fibrosis. The patient is stable, doing well on current O2 settings and medications. She fortunately has not had COVID and we are keeping her away from residence in her hallway who had tested positive. They are already isolated until negative.
2. Complaint of left hip pain. X-rays 2 to 3 views ordered of the area and it shows no significant hip arthropathy, but she has mild degenerative change of the left sacroiliac joint and no acute fracture. The patient is in her wheelchair all day with the exception of when she is in bed. So, she is always in a seated position and it is likely that it is due to that. I have to check to make sure that the gel pad cushion on her wheelchair is still effective.

3. Intermittent cough. This was noted while she was with me and she states she cannot help it, but it just starts to happen and nothing comes up. An exam of the back of her throat showed a normal oropharynx in coloration and no plaque or exudate. So, Robitussin DM 10 mL to be given at 9 a.m. and 3 p.m. We will do that routinely one week and then see how it works. If she still needs to continue then we will resume routine.
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