


PROGRESS NOTE
RE: Carolyn Phillips
DOB: 09/15/1936
DOS: 12/13/2022
Jefferson’s Garden
CC: Question of hospice appropriateness.
HPI: An 86-year-old who I have followed approximately two and half years has progressively had increased in generalized frailty. She had physical therapy at family’s request, which is current. However, therapy reports that she does not want to participate that she is frail, unable to stand on her own without assist and has difficulty of propelling her manual wheelchair. When I spoke to her she tells me that she walks with a walker during therapy and that she can propel her wheelchair but others generally push her. She spends her time seated in her room. She is somewhat hard of hearing so she defers most activities, but does come out for meals. Family appeared to have some denial of the extent her decline. Hospice has been discussed it would be a benefit for the patient and there is really no reason to not consider it.
DIAGNOSES: Generalized senile debility, unspecified dementia with progression, RLS, OAB, and senile diarrhea,
MEDICATIONS: Tylenol 650 mg q.a.m. and h.s., ropinirole 0.5 mg q.a.m. and h.s., Zoloft 50 mg q.d., Imodium 2 mg 9 a.m. and 9 p.m., Lasix 40 mg q.d., levothyroxine 50 mcg q.d., Toprol 50 mg at 9 p.m., Detrol 4 mg ER q.d., and Vagisil cream a thin film to periarea q.p.m.
ALLERGIES: NKDA.
CODE STATUS: Full code.
DIET: Regular with chopped meat.

PHYSICAL EXAMINATION:
GENERAL: Elderly female seated on the couch in apartment was quiet but cooperative.
VITAL SIGNS: Blood pressure 124/76, pulse 65, temperature 97.7, respirations 16, and weight 120 pounds.
CARDIAC: Distant heart sounds with regular rate and rhythm. No M, R or G noted.
ABDOMEN: Flat and nontender. Bowel sounds present.
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RESPIRATORY: Cooperates with deep inspiration, but decreased bibasilar secondary to effort and normal effort and rate. No cough. Symmetric excursion.
NEUROLOGIC: Orientation x1-2. She is soft-spoken just states a few words at a time, is HOH, which affects communication. Information is given, but it is unclear what she understands when asked about physical therapy and ability use walker or wheelchair stated that everything was good and that she walks with physical therapy, which I am told otherwise.
SKIN: Thin, dry and intact.
ASSESSMENT & PLAN:
1. Senile debility a new diagnosis. She has had an overall decline that is noted, is not in pain and at times able to voice her needs.
2. Decreased mobility. She has PT to assist and using her walker and wheelchair both of which she has declined. She is generally in her wheelchair that other people transport and walker has only been used when she has standby assist for limited distance. She does not walk in her room and there is generalized frailty noted.

3. Lower extremity edema. This has been decreased and stable with Lasix daily.
4. General care. The patient’s son/POA Brian Phillips did not come for family night this evening and nurse who has contacted him unable to get an answer. She will speak with him later regarding hospice and the benefits it would have for the patient.
CPT 99338
Linda Lucio, M.D.
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