


PROGRESS NOTE

RE: Shirley Shelton
DOB: 11/15/1928
DOS: 02/09/2023
HarborChase AL
CC: Requested assessment of medication changes and increased pain.

HPI: A 94-year-old patient seated in her recliner as per usual. She leans to the right and that has become her new norm. Present were her son-in-law and her granddaughter. The patient’s daughter was actually in the hospital as she underwent a cardiac ablation, but her husband got her on the phone so she could be a part of discussion. I began by addressing family is concerns that the patient is not being tended to quickly enough and he agreed and there were issues at times that were brought up for that occurred and he clearly vented his anger about that. I pointed out that her level of care is increase. She is not able to get up on her own. So she requires assist. She had difficulty propelling her manual wheelchair and now requiring help in transport. Toileting has become an issue and she has to have standby assist and she is also refused at times to get up out of bed and there are only two times that staff will try to get them up and if they do not get up then they do not get up and that was an issue for him. I also pointed out that where she is currently is at care level of nursing home or memory care. He acknowledged that there was some noted change and again not happy about overall care. I stated that it would be in his best interest to go look at other facilities to see if there is someplace else that would meet their need. Wife was on the phone the whole time and while she did intermittently asked me questions and sought clarification, but she is very appropriate. The patient has had increased pain and to that affect Norco 7.5/325 mg b.i.d. was added with Arthritis Strength Tylenol 650 mg at 2 p.m. That is been in place just a few days and we will follow up next week to how it is working for her. 
DIAGNOSES: General decline, progression of MCI, decrease in mobility requiring assistance, difficulty self toileting, polyneuropathy, bilateral lower extremity lymphedema, dry eye syndrome, HDL and now new pain issues related generally. 
MEDICATIONS: Norco 7.5/325 mg b.i.d. with Tylenol ER at 2 p.m., Lipitor 20 mg h.s., Celebrex 200 mg q.d., Lexapro 10 mg q.d., MVI q.d., MiraLax q.d., Lyrica 150 mg b.i.d., and Systane eyedrops OU q.d. 
ALLERGIES: PCN.
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CODE STATUS: Full code.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: Obese female seated in recliner leaning to the right.

VITAL SIGNS: Blood pressure 146/84, pulse 86, temperature 98.2, respirations 18, and weight 262.1 pounds.
RESPIRATORY: Normal effort and rate. Lung fields clear. Decreased bibasilar breath sounds secondary to body habitus.
CARDIAC: She has regular rate and rhythm. No M, R. or G.

MUSCULOSKELETAL: She is not able to weight bear without full assist and same for transfer. She is unstable on the toilet and by her own admission need somebody to be nearby. She has bilateral lymphedema that actually appears a bit improved from last visit. She does have compression hose in place to the knee.

NEURO: She made eye contact, smiled at me, extended her hand to me and was able to give simple answers to basic questions. When I asked her about treatment for her lymphedema having being started, I asked when someone had come out and she stated that no one has come out to see her. So she does not know what is going to happen. Her daughter then interjected by phone and stated that they had been out Tuesday and examined her mother did measurements so they would adjust their treatment modality to fit her need. The patient had no recollection of that occurring. 

ASSESSMENT & PLAN:
1. General decline. I was opened with the fact that she requires more care than AL provides and recommended they look into Memory Care or if that is not throughout nursing home as they were not pleased with son-in-law was not happy with the care from day one in this facility. 
2. Lymphedema treatment. We will start on Tuesday 02/14/23 and be weekly thereafter until goal met. 
3. Pain management. We will follow up with whether the Norco as given is adequate. She denied pain when I asked her today. 
4. Social. All of the above at the end after I had left the room down the hall SIL motion to speak with me and the nurse was present and he stated that his wife pointed out to him that he was very rude to me and that he owed me an apology and he said and she said some other things and so he apologized and I had accepted and I just encouraged him to look at what the real issue is underlying this anger and that it is not helping him or of benefit to him in any way to hold onto it. 
CPT 99350 and extended POA contact 25 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
