


PROGRESS NOTE

RE: Margaret Freeman

DOB: 06/30/1929

DOS: 12/28/2022

Rivendell AL
CC: Readmit note.
HPI: A 93-year-old seen today. She was sitting in her recliner with O2 in place per NC. She looked markedly older and frail than she did two months ago. The patient’s son Bernie and his wife were present along with a couple of grand kids. The patient initially awaked when I went in. She recognized me but could not give me any information. She was cooperative to exam and shortly after I started talking to her family, she fell asleep. She remained asleep throughout the interview, but prior to that with her oxygen in place she denied that she ever refused to wear her oxygen, which she had prior to this most recent hospitalization. The patient had RSV for which she was hospitalized at Mercy South approximately one week and then went to Park Place SNF from 11/25/22 until return on 12/21/22. Since her return, she has had episodic confusion that last for a long period of time. The family noted that on Christmas Eve and Christmas Day when they visited and then had her at home on Christmas Eve that she did not recognize people and when she started to talk that her words just became jumbled and could not really interact with family. Her son acknowledges that there has been a significant decline and mentioned that someone had suggested hospice and he looked at me and I told him that she was clearly headed that way and then it may be sooner than he anticipates. He states that what he wants is for his mother to be comfortable and safe. He also adds that she had had a fall couple days ago in the bathroom that I guess they were there and they helped her get to the bathroom and then sitting their she just fell to the side and whether it was reported to staff is unknown. We also reviewed her medications and there are a few adjustments that will be made. The patient was also started on pirfenidone new medication for interstitial fibrosis. The patient has reportedly been sleeping through the night and is compliant with care unclear what her p.o intake is like. Family stated that they had to prompt her to eat today. They did go with her to the dining room. When I was speaking to the patient regarding her oxygen use, she stated that she wore it all the time when the reality is she would refuse to wear it previously would only wear periodically if she was short of breath.

DIAGNOSES: Progression of senile debility and declining cognitive impairment, pulmonary fibrosis with O2 use per nasal cannula recommended by pulmonologist to set up 4 liters, HTN, chronic pain management, major depressive disorder, and GERD.
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ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Mechanical soft, minced and moist with protein drink q.d.

MEDICATIONS: Crush order ASA 81 mg q.d., B12 SL 1000 mcg q.d, bisoprolol 7.5 mg q.d, diltiazem 120 mg q.d., Docusate q.12h. p.r.n, Cymbalta 20 mg q.d,, Pepcid 20 mg q.d, Norco 5/325 mg b.i.d., DuoNebs were scheduled b.i.d routine, melatonin 5 mg h.s., methimazole 5 mg q.d., pirfenidone 801 mg q.d, Coumadin 2 mg one tablet q.d.

PHYSICAL EXAMINATION:

GENERAL: Frail and aged appearing female.

VITAL SIGNS: Blood pressure 133/65, pulse 66, temperature 97, respirations 19, and O2 sat 90%.

HEENT: Her hair has been cut short. Her conjunctivae are clear. Nasal canula in place with O2 at 4 liters. She has moist oral mucosa after about 20 minutes into having taken a nap she began breathing with her lips pursed.

RESPIRATORY: She has anterolateral and posterior lung fields with crepitus throughout the entire lung field inspiratory and expiratory. No cough.

CARDIOVASCULAR: Regular rhythm with a soft SEM. No rub or gallop.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

NEUROLOGIC: Orientation x1 possibly. Unable to give information.

ASSESSMENT & PLAN:
1. Chronic respiratory disease and pulmonary fibrosis increased rate of O2 per pulmonologist and order is written for to be set at 4 liters. There is a humidifier attached to the condenser and family asked about bringing a humidifier for her room I told him that would probably be helpful as well and DuoNebs are scheduled routine b.i.d. She is not able to ask for p.r.n.

2. Dementia progression. There is a clear progression of her cognitive impairment and family does acknowledge that there was not a baseline MMSC obtained though it was requested. We will give her a few more days of acclamation and then will have DON administering MMSC to the patient.

3. Decreased function of ADLs. This is consistent with the dementia progression. I ordered that she takes her meals in Highlands so we can see her ability to feed herself as well as monitor her intake. We will obtain a baseline weight to start.

4. Chewing difficulties new issue. Diet has changed mechanical soft minced and moist and pending her p.o intake we will then decide on protein supplementation.
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5. Atrial fibrillation. The patient is scheduled for pacemaker placement on 01/23/23 by Dr. Jewell, OHH South. I did discuss that there would still be anesthesia exposure. The family stated it would be light.

6. HTN. We will monitor BPs q.d. and assess need for medication adjustment.

CPT 99338 and direct POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

