


PROGRESS NOTE

RE: Sharon Winters
DOB: 07/30/1948
DOS: 12/14/2023
HarborChase AL
CC: Lab review.

HPI: A 75-year-old seen in room. She was propelling self around in her manual wheelchair. The patient is quite thin. When I asked what she had eaten today, she states she could not tell me, but she states she had not eaten much. She stated she just did not have an appetite. When I asked about hydration, she acknowledged that she needs to drink more. She does not particularly care for water. The patient is insulin-dependent diabetic. Apparently went out earlier this week to her endocrinologist who changed her insulin schedule to include sliding scale with each meal. I spoke with the nurse running with me and the patient and established that the patient for years has administered her own insulin dose comfortable doing it and I told them that I think we can just go ahead and turn it over to her and she can see for herself what her sugar control is doing like and hopefully, she will understand the reason for eating and drinking properly.

DIAGNOSES: IDDM, seizure disorder, depression, anxiety disorder, chronic pain, and insomnia.

MEDICATIONS: Unchanged from 12/07/23 note.

ALLERGIES: CIPRO.

CODE STATUS: DNR.

DIET: Low carb.

PHYSICAL EXAMINATION:

GENERAL: Frail thin female. Her hair is short and obviously they had not been combed. She is propelling herself in a manual wheelchair with bare feet. She just appears worn out.

VITAL SIGNS: Blood pressure 123/65, pulse 83, temperature 98.2, respirations 17, and weight 130 pounds.
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CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.

MUSCULOSKELETAL: Generalized sarcopenia throughout. She moves arms in a normal range of motion. She propels her manual wheelchair in room. She self transfers. She has no lower extremity edema.

NEURO: She makes eye contact. Her affect is bland. She listens to lab review. She does not really ask questions. She is aware of insulin scheduled change and she is willing to administer her own insulin.

ASSESSMENT & PLAN:
1. Status post right leg fracture with ORIF. The patient is still in the recovery phase. She has had SNF at Brookwood from 11/15/23 until admission here. She deferred any further therapy at this time.

2. Significant hypoproteinemia. T-protein is 4.7 and ALB 2.7. The patient states she does not like protein drinks. I told her that something needs to be given to help supplement her protein. Protinex powder 25 g in 200 mL of juice or milk q.d.
3. CBC review. All is WNL with the exception of HCT of 33.8, so only mildly suppressed.

4. A1c with her previous regiment and she has only been here for about two weeks. A1c is 9.9 reflecting her management prior to admission.

5. Screening TSH, WNL at 3.70.
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