


PROGRESS NOTE

RE: Eleanor McGee
DOB: 10/06/1930
DOS: 03/02/2022
Rivendell MC
CC: Left arm and shoulder pain and dysphagia.
HPI: A 91-year-old sitting in the day room in a wheelchair with another resident. I approached her. She made limited eye contact and was quiet. There is a visible decline in that she seems a bit withdrawn; that when she spoke, it was more mumbling and had difficulty making a point or voicing her needs. She is in a manual wheelchair and cannot propel it. It is transported. The patient had a fall with subsequent complaints of left arm pain and so on 02/13/22 imaging of her left upper extremity was done. Her left hand had no acute abnormality. The patient’s wording is that her arm hurts. She has meloxicam 7.5 mg q.d. which does not seem to have been of benefit. 
DIAGNOSES: Alzheimer’s disease with recent progression and staging, HLD, OA, OCD, and macular degeneration with right eye visual loss.

MEDICATIONS: ABH gel 125 1 mg per 0.5 mL, 0.5 mL b.i.d., gabapentin 200 mg t.i.d., meloxicam 7.5 mg q.d., Namenda 10 mg b.i.d. to be discontinued when out, PEG SOLN q.d., and Zoloft 100 mg q.d.

ALLERGIES: SHELLFISH, CELEBREX, FOSAMAX, and OPIOIDS.

DIET: Regular thin liquid, Boost b.i.d. a.c.

PHYSICAL EXAMINATION:

GENERAL: The patient is sitting in her wheelchair. She had heavy lidded eyes, but did open them when being spoken to.

VITAL SIGNS: Blood pressure 133/69, pulse 83, temperature 96.8, respirations 18, O2 sat 94% and weight 150 pounds.
MUSCULOSKELETAL: Her left arm has a brace around the hand and wrist. When I palpated her shoulder and asked if she had pain, she stated no. When I palpated the upper arm, she winced and stated that hurt.
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When I tried to shake her left hand, she started crying out just as I was making contact, but denied having pain in the forearm. She just sits with that arm at rest. She has no lower extremity edema.

NEURO: Orientation x 1. She makes brief eye contact. She appears sleepy and speaks less frequently. She has some words that are clear, but there is an increasing amount of mumbling that goes on.

SKIN: Warm and dry. There does not appear to be any breakdown or bruising and previously areas where she picked at her skin have healed.

ASSESSMENT & PLAN: 
1. Left upper extremity pain. X-ray of the left shoulder and upper arm as the patient seems to be uncomfortable in those areas or was equivocal. Tylenol 650 mg ER b.i.d. routine and t.i.d. p.r.n.

2. Dysphagia. Reviewed medications and discontinued nonessential medications and we will see how she does with that. Diet is being changed to mechanical soft. She does have a medication crush order.
3. Increased sleepiness. After review of her medications, I have changed Banophen which is Benadryl and she is receiving that twice daily. I am going to change to p.r.n. agitation. 
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