


PROGRESS NOTE
RE: Vila (Jean) Mulder
DOB: 08/12/1935
DOS: 03/13/2024
Rivendell Highlands
CC: Fall followup.
HPI: An 88-year-old female in the dining room eating with other residents. She has seemed to acclimate to being here and has become more social. She comes out for all of her meals whereas before. She did not leave her room for any reason. And after meal time she stayed in the day area for a while just looking at other residents and seeming to enjoy the interaction. She recognized me and spoke to me and I told her that I know that she had fallen so I wanted to see how she was doing. She told me that she did not get hurt that she just slid out of her wheelchair. She then told me that she went to the doctor an urologist and had her Foley catheter changed. She told me that it was uncomfortable and she told the urologist she did not want to have another one put in, but he said that she needed it and she knows that she will return in a month and stated that she is going to tell him take this out and do not put another one in. I told her that she had had some problems being able to urinate on her own after being in the hospital and that is why the catheter was put in place, but she states she really wants it out so we will see. I reminded her that we did a trial of removing the catheter and that she was unable to urinate on her own. She did not remember that. Overall, she seems just to be in a much better place. She is interactive. Her affect is brighter. She is more engaging with staff as well as she does try to talk to other residents, but she tells me that most of them either do not hear her or want to talk to her. Family still checks in on her.
DIAGNOSES: Senile frailty improving, multiple thoracic and lumbar vertebral compression fractures, HTN, insomnia, hypothyroid, chronic pain, chronic seasonal allergies, macular degeneration with vision loss, hearing loss despite hearing aids and unspecified dementia without BPSD.
ALLERGIES: NKDA.

MEDICATIONS: Haldol 0.25 mg at 4 p.m., Megace 200 mg b.i.d., Tylenol 650 mg ER at noon and 8 p.m., calcium 600 mg b.i.d., Allegra 180 mg q.d., levothyroxine 25 mcg q.d., losartan 50 mg q.d., Singulair 10 mg q.d., temazepam 15 mg h.s., and tramadol 50 mg q.6h.
DIET: Regular mechanical soft.
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CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: The patient in dining room. She was interactive with staff and was cooperative in speaking with me.
VITAL SIGNS: Blood pressure 138/73, pulse 108, respiratory rate 20, and weight 107 pounds.
RESPIRATORY: She has to be encouraged to inspire and then exhale. She has decreased bibasilar breath sounds. Lung feels relatively clear. No cough. Symmetric excursion.

GU: Foley catheter is new. No sediment yet on the tubing. Urine was a bit cloudy and somewhat concentrated. I told her she needed to drink more water, but tubing also appeared secured.
MUSCULOSKELETAL: She sits slouching in her wheelchair, but she is able to propel it using her feet and her arms. She has no lower extremity edema and generalized decreased muscle mass but improving motor strength. She weight bears with staff assist.
NEURO: She makes eye contact. Her speech is clear. She had smile on her face and just appeared to be in a good mood. Orientation is x1 to 2. She can voice her need. She understands very basic information and has to be repeated.
SKIN: Warm and dry. She has some resolving bruises on her forearms and in her lower legs in a few areas of eschar on her left hand. Otherwise, skin was clear.
ASSESSMENT & PLAN:
1. Urinary retention. This was during hospitalization when Foley was placed and she failed spontaneous voiding after we pulled her catheter here so it remains to be replaced every 30 days by urology and for an indefinite amount of time.

2. Fall followup. No injuries, just slid right out of her chair. I talked to staff about if she is fallen asleep in her chair and it is bedtime or nap time that we need to move her to the bed because this is the first time she slid out.

3. Anorexia, which is decreased with a good response to Megace. On 02/14/24, the patient’s weight was 102 pounds and Megace was started on 02/14/24 and she is now 107, which is a 5-pound weight gain in four weeks so doing quite good. Her BMI is now 22.4.
CPT 99350
Linda Lucio, M.D.
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