


PROGRESS NOTE
RE: Elaine Long
DOB: 05/28/1936
DOS: 12/13/2022
Jefferson’s Garden AL
CC: F2F for wheelchair.
HPI: An 86-year-old diagnosed 10/20/2021 with Alzheimer’s disease/dementia that same day the patient had a fall at home, was down approximately two to three days, hospitalized x5 days for rhabdomyolysis and has not been ambulatory since. Prior to the fall her ambulation was unsteady and began to use a walker for which she is using now but only with therapy. Since her admission here on 10/28/2022, she was started on Select Home Health with PT and OT, which continues to be ongoing. It has been slow, but she is now able to weight bare and use a walker but for a short distance. The goal is for her to be able to use it safely in her room. The patient has a wheelchair that her family is currently renting and this wheelchair, which she has difficulty propelling, but states that it is comfortable allows her to come out into the dayroom for activities to the dining room for meals and for going to schedule doctors’ appointments. Wheelchair of her own would be most useful and it is reported by family that at no time has Medicare purchased a wheelchair for the patient. The patient enjoys a wheelchair and states that she felt safe seated in it and it allows her to get out and socialize and do the activities that she otherwise just hears about. Today, labs are also reviewed with the patient.
DIAGNOSES: Significant decline in mobility, requires wheelchair to get out of room for meals, activities, doctor’s appointments, Alzheimer’s disease with dementia, HTN, hypothyroid, and insomnia.
MEDICATIONS: Tylenol 650 mg ER a.m. and h.s., melatonin 10 mg h.s., Effer-K 20 mEq q.d., torsemide 40 mg q.d., oxybutynin 5 mg b.i.d., and MVI q.d.
ALLERGIES: SULFA.
CODE STATUS: DNR.
DIET: Regular.
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PHYSICAL EXAMINATION:
GENERAL: The patient seated comfortably in her recliner. Legs elevated. She was cooperative.
VITAL SIGNS: Blood pressure 128/74, pulse 75, temperature 97.9, respirations 18, oxygen saturation 97%, and weight 256 pounds including her wheelchair.
CARDIAC: Regular rate and rhythm without M, R or G.

RESPIRATORY: She had to have assist to lean forward so that I could do that exam. She has decreased bibasilar breath sound secondary to effort and normal rate relatively clear lower mid to upper lung fields without cough.
MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength, in her recliner she tends to lean today it is to the right and she needs help repositioning herself and trace LEE.
NEUROLOGIC: She made eye contact. She is soft spoken and HOH so things have to be repeated. Orientation x1-2, can give basic information as to how she feels otherwise limited and she has to have things repeated in order to understand them.
SKIN: Warm and dry. No bruising or breakdown noted. However, on her right side at the gluteal fold, the buttock and upper lower leg she has a well circumscribed indurated area that is 6 x 4 cm tender to palpation surrounding erythema with mild warmth. There is evident area of blisters that have ruptured with some yellow slough that has drained. No odor.
ASSESSMENT & PLAN:
1. Unsteady gait requires assistive device for the patient to safely come out of her room for meals, for activities and for needed doctors’ appointments. A wheelchair is necessary. She is not able to walk any distance safely with a walker and recommend that standard size wheelchair with a gel cushion pad be provided as the patient has not previously used or required a wheelchair except recently post hospitalization with significant fall injury.
2. Polyarthralgias. The patient is being treated for same with benefit and it also affects her gait and repositioning.
3. Right pressure early abscess gluteal fold. Rocephin 1 g IM three consecutive days then Keflex 250 mg q.i.d. x5 days to complete treatment. Wound care is needed for this area given the drainage and to monitor whether area of erythema and induration expand or respond to treatment. The HH nurse came in while I was here and so I had her look at with me after I had seen and told her what the plan of care would be and she is asked to do wound care three times weekly.
4. LEE. Good response to diuretic. She also does elevate her legs.

5. Anemia normochromic normocytic. H&H of 12.2 and 34.7 with normal indices. No treatment required.

6. Hypokalemia. We will increase Effer-K to 20 mEq q.d.
7. Hypoproteinemia. T-protein and ALB are 5.7/3.4, protein drink daily ordered.
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Addendum: The patient is incontinent of urine and has limited continence of bowel given her mobility issues. Adult briefs are used and family requests adult briefs be supplied by Medicare, unclear that that is done but we will put in family request.
CPT 99338
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

