


PROGRESS NOTE
RE: Nina Rollins
DOB: 12/10/1928
DOS: 07/13/2022
Rivendell MC
CC: Now on Select Home Health and multiple issues raised by the patient.

HPI: A 93-year-old seated in her bedside recliner. She was in street clothes, alert and verbal. She had her sister and brother-in-law visiting from Fort Worth. Her sister was present throughout my time with her. The patient is HOH so I sat in the chair next to her. I talked about the new home health following her and that I had to write for a bedside swallow study under their service that would hopefully be done by the time next week came around. She told me that she had been upset with me that I did not come last week and do the study for her. I told her that I was not the one that would do it. Her sister then raised the fact that she continues to have stomach pain and that she just is not eating, wanted to know why and what was going to be done about it. I told her that she is currently receiving Zofran before each meal for her complaints of nausea and is on Prilosec to protect her from indigestion that she has had. No vomiting. Her lab work would be drawn within the next week. Sister also asked if we could do something to distract her from thinking about her GI issues and do therapy or get her up and walk her around. The patient defers therapy, having asked her a couple of weeks ago and when I asked her again today, she stated that she needed to feel better before she would do it. Essentially, much of the time was spent with multiple complaints on the part of the patient many of which have already been addressed. 
DIAGNOSES: Post left hip fracture with ORIF 04/20/22 (right hip fracture with ORIF 01/20/20), GERD, intermittent nausea, peripheral autonomic neuropathy, HTN, gait instability, and hypothyroid.

MEDICATIONS: Unchanged from 06/15/22. 
ALLERGIES: NKDA.

DIET: NAS.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: Thin elderly female, seated comfortably in bedside chair, quite talkative.

VITAL SIGNS: Blood pressure 137/84, pulse 68, temperature 98.1, respirations 16, O2 sat 95% and weight 110 pounds.
HEENT: Hair combed. Eyeglasses in place. Moist oral mucosa.

NECK: Supple.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

CARDIAC: Regular rate and rhythm without M, R, or G.

ABDOMEN: Soft. Hypoactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. She has trace LEE. The patient is weightbearing with standby assist and in her manual wheelchair; she can propel it with intermittent rest.
NEURO: Orientation x 2 to 3. Speech is clear. She talks continuously and goes from one thing wrong to another. When proposed solutions are brought up, she does not seem to hear them and goes onto another issue.

ASSESSMENT & PLAN: 
1. Dysphagia. Bedside swallow study ordered through Select Home Health and diet is changed to mechanical soft with ground meat. She has previously been on a regular diet which she wanted to keep after seeing her on arrival. 
2. Gait instability: She defers PT at this time, which is reasonable. She had just come here from skilled care. Whether she will be actually ever able to ambulate with the use of a walker is unclear. I pointed out to family her advanced age and the fact that she has broken both hips may alter her ability to ambulate. 
3. Medication review: I had to sort out. She has got three different Tylenol containing orders or medication. I am discontinuing Tylenol with Codeine and Tylenol p.r.n. She will continue with it routine twice daily. 
4. General care: CMP, CBC, TSH, and A1c ordered. 
CPT 99338 and direct contact with family 30 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
