


PROGRESS NOTE

RE: Martha McDonald
DOB: 03/26/1931
DOS: 03/16/2022
Rivendell Highlands
CC: Weight loss, congestion and gait instability requires wheelchair.

HPI: A 90-year-old seen in room, her daughter Dee was present at bedside. The patient is followed by Select Home Health who contacted me earlier this week regarding family’s concerns about oversedation on the diazepam that she is currently on. The dosing of med is 2.5 mg 8 a.m., 1 p.m. and 5 p.m. and 5 mg at h.s. While staff and family have noted that she becomes sedate during the daytime, daughter feels that the patient has become dependent on the medication and when she thinks she is not getting it she starts to become anxious and agitated, which is very likely the case. I reassured her that she will get the medication as needed, it is titrating the dose, so that she can be awake enough to eat safely as well as sit up in her wheelchair. Overall, the patient is doing much better in the Highlands and family is happy with care. Her weight is down 14 pounds from 169 in February to the current 155, and BMI is 26.6 over her target range. She has also had hesitancy with swallowing during mealtime independent of whether the food has been cut up or whether she has had feeding assist. Explained to Dee, this is not OCD as she assumed, but rather just part of the dementia process as it relates to feeding.

DIAGNOSES: Alzheimer’s disease moderately advanced, anxiety disorder, benign essential tremor, hypothyroid, OA bilateral knees, and incontinent of B&B.

MEDICATIONS: Unchanged from 03/02/2022 note.

ALLERGIES: SULFA.

DIET: HHD.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient resting comfortably in no distress.
VITAL SIGNS: Blood pressure 136/80, pulse 68, temperature 97.8, respirations 18, O2 sat 97%, and weight 155 pounds with a BMI of 26.6.
HEENT: She opens her eyes when I spoke to her. Conjunctivae are clear.

NECK: Supple. No LAD.
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CARDIOVASCULAR: She has a regular rate and rhythm without MRG.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

RESPIRATORY: Anterolateral lung fields clear. Normal effort. No cough.

MUSCULOSKELETAL: The patient has fairly good neck and trunk stability sitting in a standard wheelchair. She has increasingly been less able to propel it, generally has to be transported. She will initially try with her feet and tires easily. She has limited weight-bearing tolerance, can WB for pivot, but anything beyond that leads to her knees buckling and she is a one to two person transfer assist at all times. The patient has well-established rheumatoid arthritis for which she has been long-term on methotrexate and, by visualization of joints most notably of her hands and feet, there is disfiguration of her wrists and ankles, MCPs and MTPs and interphalangeal joints. She requires a wheelchair for transport, otherwise she is confined to her room.

ASSESSMENT & PLAN:

1. Upper airway drainage. Zyrtec 5 mg q.d. and we will monitor benefit, increasing dosage if needed.
2. Generalized anxiety disorder. I am decreasing the Valium 2.5 mg to 8 a.m. and 5 p.m. and the h.s. dose, which was previously 5 mg, will be also decreased to 2.5 mg as she also receives tramadol 50 mg h.s.
3. Weight loss. She still remains above her BMI target range, so no concerns regarding that right now. We will do a followup CMP as her total protein and albumin were 5.1 and 3.2 on 02/09/2022.
4. Gait instability requiring assistive device a standard wheelchair with a gel pad cushion and bilateral foot rests is requested to get the patient around the facility, so that she can also go outside to sit and visit with her family.
CPT 99338 and prolonged direct contact with family 20 minutes.
Linda Lucio, M.D.
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