


PROGRESS NOTE

RE: Dana Moody

DOB: 09/16/1934

DOS: 06/15/2022

Rivendell AL

CC: Lab review and continued decline.

HPI: An 87-year-old seen in room. I had ordered PT and OT for her last week and this was her initial meeting with the physical therapist Aaron who she really likes and is happy to see that she is going to get to work with her. The patient has had increased pain. The issue is that any time Tylenol is ordered she will say that she wants it to order because of pain and then she will ask for it to be discontinued because she does not want to take pain medication. She clearly has a continued decline. She is sitting in the wheelchair. She has kyphosis and her head just kind of hangs over tray that is in front of her. She is slow to answer questions. Her speech is mumbled and she gives just a brief couple of word response. Her daughter Lynn is present and I talked to her outside the room by herself and brought up the issue of hospice and I told her that it was clear that she is going in the decline direction and that we will give PT shot and see how she does and if it looks like she is not able to do it then will revisit the issue of hospice and her daughter realizes that is likely the next step. The patient is sleeping quite good because she sleeps throughout the day and then at night time is awake. Her daughter requests some type of sleep aid. Packing is already begun for the patient’s move to Highlands however daughter brings up that they cannot move until she has a hospital bed and I reassured them that they can move her with the bed that she has now, but there is delay in all durable medical equipment. So, she can be moved with her current bed. The patient is having dysphagia to medication and so a crush med order is written.

DIAGNOSES: Dementia with progression, new diagnosis of spinal stenosis with lumbar neurogenic claudication, pressure sore sacral area stage II, HTN, and GERD.

MEDICATIONS: Unchanged from 06/08/22.

ALLERGIES: Adhesive tape.

CODE STATUS: DNR.

DIET: Regular.
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PHYSICAL EXAMINATION:

GENERAL: The patient is seated in a wheelchair with desk in front of her that she is reading something that is given to her by PT.

VITAL SIGNS: Blood pressure 133/72, pulse 70, temperature 97.1, respirations 18, and O2 97%. 06/01/22 weight is 147.4 pounds, which is a weight loss of 7.6 pounds from 05/05/22.

CARDIOVASCULAR: She has regular rate and rhythm without MRG.

RESPIRATORY: Decreased respiratory effort at a normal rate. Decreased bibasilar breath sounds, but clear otherwise. No cough.

MUSCULOSKELETAL: She has significant kyphosis. She is weight bearing with assist. She does not try to ambulate in manual wheelchair that she is not propelling well and has to be transported and no lower extremity edema.

NEUROLOGIC: She makes eye contact. She has a flat affect. Her voice is monotone limiting information that she can give and her orientation x2.

ASSESSMENT & PLAN:
1. Pain management. The patient has complained of increasing pain. She is currently receiving Norco 7.5/325 mg one p.o q.6h. and we will increase it to one q.4h.

2. CMP review. BUN and creatinine are elevated at 28 and 1.00 and told the patient she needs to increase her fluid intake.

3. Hypoproteinemia. T-protein and albumin are 5.7 and 3.1 Recommended Boost or Ensure two cans q.d.

4. CBC reviewed. This is WNL nothing required.

5. Continued decline. I spoke with daughter privately that hospice having been brought up last week, it is clear that it is the direction she is going and should be better served by that and we will give her the time to do PT before writing order for hospice. The daughter is still having an emotional response to the idea of hospice, which is understandable, but I reminded her that there are many patients who flourish after hospice given the different approach.

CPT 99338 and direct contact with POA 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

