


PROGRESS NOTE

RE: Shirley Sessions

DOB: 12/19/1940

DOS: 10/05/2022

Rivendell AL

CC: 90-day note.

HPI: An 81-year-old seen for 90-day note. I went to see her in the room, had an accompanying aide with me and we caught her in her room and it was clear that she had been smoking she on her own in discussing how she was doing. When I asked about how much she is currently smoking daily, she said much less as you are not allowed to smoke in your rooms. She states that she smokes about three cigarettes per day. Staff reports seeing her out four to five times daily smoking. Then, later in the evening she had told an aide that she wanted to talk to me about her knee pain; that she did not tell me everything when I saw her earlier. So I went and saw her. She was in bed and there was still smoke in the air in her room and clear smell of new smoke. She again denied smoking. She has severe OA of both knees and continues to ambulate using a wheelchair, walking and using the handles to support herself. She admitted to having had a fall in her room about a week or so ago, stated she was just in a hurry walking from her bedroom to the door and just fell, but got herself up. She states she did not tell anybody because she did not want to look stupid. She denied any residual muscle pain or abrasions.

DIAGNOSES: Severe OA bilateral knees, gait instability – ambulates using the back of a wheelchair for support, nicotine dependence – continues to smoke to include in room, COPD, HTN, and vascular dementia with clear progression.

MEDICATIONS: Voltaren gel bilateral knees t.i.d., Tylenol 650 mg 11 a.m. and 6 p.m., Tums 750 mg t.i.d., Flonase q.d., Haldol 0.5 mg 11 a.m. and 4 p.m., IBU 400 mg t.i.d, Toprol 25 mg q.d., KCl 10 mEq q.d., Senna every other h.s., Zoloft 100 mg q.d., trazodone 50 mg h.s. and Dyazide q.d.

CODE STATUS: Full code.

ALLERGIES: PCN and SULFA.
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DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and well groomed.

VITAL SIGNS: Blood pressure 152/80, pulse 78, respirations 18, and weight 227 pounds.

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

MUSCULOSKELETAL: She ambulated in her room independently with a varus deformity of both knees and significant crepitus. No effusion of either knee. She has trace pretibial edema and moves arms in a normal range of motion.

NEUROLOGIC: Oriented x 2 and has to reference for date and time. Speech is clear. She can voice her needs. She is HOH, which affects communication. She is generally jovial and despite clear evidence that she had been smoking in her room, is adamant that she was not, but had a sheepish expression her face.

ASSESSMENT & PLAN:
1. Nicotine dependence. Document that she was smoking in her room this evening on two different occasions and denies it, but has difficulty keeping a straight expression on her face and there were two different people with me each time who also clearly noted the cigarette smoking and commented on it. This is to be reported to DON and it is a hazard to both herself because of her impaired mobility and being at the very end of the hallway as well as other residents around her who also have impaired mobility.

2. Pain management. Voltaren gel will be applied to bilateral knees t.i.d. and Sport Cream topical will be changed to t.i.d. p.r.n. and she can ask for it whenever she wants.

3. Renal insufficiency. BUN and creatinine 03/20/22 was 35 and 1.54. She remains on diuretic HCTZ 25 mg q.d. So BMP ordered. 

CPT 99338

Linda Lucio, M.D.
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