


PROGRESS NOTE
RE: Carol Egger

DOB: 09/11/1936

DOS: 03/13/2024

Rivendell AL

CC: Lab and x-ray review and fall followup.
HPI: An 87-year-old seen in room she was in her recliner as usual. The patient had a fall on 03/08 she was in her recliner and said she does not know what happened but suddenly she just slid out, could not stop it, landed on her bottom, which was uncomfortable but required assistance to get up and was checked out by staff. She denies any residual soreness. She had labs and x-rays that are reviewed today. Her husband was present and was attentive to what was going on with her. She has a need for increased protein in her diet. She does not like the protein drinks because she states they started giving her diarrhea and she is tried just drinking a little bit here and little bit there but the end result is the same. She did suggest or asked if protein bars would be a good substitute and I told her I think they would. They have two daughters who share POA responsibility and I told them that I would be happy to call their daughter Jamie Foucher who is their first contact. The patient also has a long history of multiple skin issues and has been followed by dermatologist in the past now wants to establish herself at OU physicians but is having difficulty doing so. Told her that we would try to do it from RN and see what we can get done.

DIAGNOSES: Gait instability with falls, atrial fibrillation on Eliquis, peripheral vascular disease, hypertension, chronic constipation, COPD, hypoproteinemia, cachexia, and chronic skin issues.
DIET: Regular with Ensure b.i.d.

ALLERGIES: NKDA.

CODE STATUS: Full code.

MEDICATIONS: Tylenol 1000 mg at 1 p.m., docusate b.i.d., Eliquis 2.5 mg b.i.d., Allegra q.d., Flonase nasal spray q.d., Gemtesa 75 mg q.d., Singulair q.d., PEG solution q.d., and IBU 800 mg 8 a.m.
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PHYSICAL EXAMINATION:
GENERAL: Frail chronically ill-appearing older female who was alert and interactive.

VITAL SIGNS: Blood pressure 112/66, pulse 69, respiration 14, and weight 92 pounds.

CARDIAC: She has a regular rate and rhythm. Heart sounds are distant, could not appreciate murmur, rub, or gallop.

ABDOMEN: Scaphoid and hypoactive bowel sounds. No distention or tenderness.

RESPIRATORY: She has somewhat weakened respiratory effort but lung fields clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: She has just significant decreased muscle mass and motor strength. She requires assist to get in and out of chair. She has a wheelchair for distance in her room. She uses a walker. She is slow in getting around. No lower extremity edema. Moves arm in a fairly normal range of motion.

NEURO: She makes eye contact. Her speech is clear though she is slow, but she gets her point out understands given information, likes to have things repeated back to her. Orientation is x2. She has to reference for date and time. Her affect is congruent with what she is saying. She is generally very pleasant and makes her needs known.

SKIN: She has a very thin fragile skin. She had significant purple bruising below the surface after some falls a couple weeks ago and those are starting to clear up, but she has very thin skin on her face, neck, and chest as well as her hands and arms. She has rough texture to the skin. She said that she has had a long history of atopic dermatitis, etc.

ASSESSMENT & PLAN:
1. Chest x-ray on 03/08 done secondary to a dry nonproductive cough. There is no acute CP disease. She has perihilar interstitial prominence with benign scattered lung calcifications and degenerative changes of vertebrae. She has a large 17 cm posterior hernia that contains the majority of the stomach, which is also distended by bowel gas this explains patient’s early satiety state and she feels like she cannot eat much and feeling like she never gets a deep breath. We talked about if she is aware of that surgery is not likely an option for her in her current state of health nor is it something she states she would want to do.

2. CMP review. Mild hyponatremia at 134. I told her right now we would watch it.

3. Volume contraction. BUN to creatinine ratio is 46. The patient is quite dry. She states she thinks she drinks water, but I told her it needs to be increased.

4. Anemia. H&H are 9.2 and 29.2 with normal indices. She has a long history of anemia and I reassured her that it is not at a place where requires transfusion.

5. Nutritional markers. T-protein and albumin are 6.5/3.5 and I explained that the numbers may look good because she is dry and so things are more concentrated, but that she needs to continue to eat more protein and increase fluid intake. She asked about protein bars and I told her that those are fine option and when I speak with her daughter all emphasize what things that they can bring for her.
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6. Screening TSH WNL at 1.41.

7. Skin care issues. The patient requests assistance in getting an appointment at OU dermatology with Dr. Jarad Levin, phone number 405-271-6110. He was recommended to her by a family member who has seen him and recommended him.

8. Social. Contact with daughter reviewing all of the above.

CPT  99350 and direct POA contact 20 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

