


PROGRESS NOTE

RE: Dixie Vanmeter
DOB: 06/15/1948
DOS: 04/10/2024
Rivendell AL
CC: Lab and x-ray review.

HPI: A 75-year-old female residing in the Highlands due to increased level of care. Her husband visits her daily spending most of the day there, but retains the apartment in AL they previously shared. The patient was seated on the couch watching television as per usual. Staff tell me that she has been refusing to eat and, over the last two days, has had very little p.o. intake. Today, staff had her go into the AL dining room, she was resistant and unhappy about that, but she ended up having at least some intake more so than at breakfast. She has also had care resistance yesterday, she just chose to stay in a wet brief all day long until they finally just made her cooperate to have it changed. I explained to her that the longer the wet brief is on the greater the diaper rash is that she is going to incur; she looked at me, but did not say anything. Staff report that she sleeps through the night. She denies any pain. She is generally compliant with medications. When her husband is around, he does things for her as opposed to her attempting to do things for herself or asking staff’ assistance. Yesterday, when they were getting her up, she did not want to have to stand, they had her hold onto something to stabilize herself, she is weight-bearing and she cried out stating that they were hurting her shoulder and she was afraid they were going to break it. Today, she tells me that she reacted that way as it is the shoulder that she has had replaced. X-ray was ordered yesterday that is reviewed with her today. X-ray shows no evidence of fracture, dislocation or bone issue and comment that there is an uncomplicated total shoulder arthroplasty noted. She does have moderate AC osteoarthrosis. I reassured the patient that it would be difficult to dislocate that shoulder just by having her stand up and hold onto something. I then reviewed lab with her and pointed out where there would be some adjustments in medications made.
DIAGNOSES: DM II, depression, GERD, HTN, HLD, electrolyte abnormalities, generalized weakness with little motivation displayed to get stronger, generalized apathy.
MEDICATIONS: Unchanged from 03/06 note.
ALLERGIES: NKDA.
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DIET: NCS.
CODE STATUS: Full code.

PHYSICAL EXAMINATION:
GENERAL: The patient seen in Highlands room. She is in nightgown with blankets wrapped around her watching television.
HEENT: Her hair is disheveled. Facial skin dry. Sclera clear. Slightly dry oral mucosa.

CARDIAC: Regular rate and rhythm. No murmur, rub or gallop.
RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: She has no lower extremity edema. Moves arms in a fairly normal range of motion being careful with her right arm; when I asked if there was pain or discomfort, she stated no.

NEURO: The patient generally has a bland or blank expression on her face. She makes limited eye contact. She speaks infrequently and just a word or two. She can make her needs known, but often defers to husband to do that for her.
ASSESSMENT & PLAN:
1. Right shoulder discomfort when assisted to stand and wait bear on 04/09. X-ray shows no evidence of fracture dislocation, positive for OA of the joint space and a stable total shoulder replacement.
2. DM II. A1c is 7.2. The patient is on Actos 15 mg q.d. and glipizide ER 5 mg with breakfast. Given the patient’s variable p.o. intake, her current A1c is close to target for her age, which is 7.0. Until she gets into a more routine eating pattern, we will leave her medications and the dosages as they are. Previously, with additional doses of glyburide, she had hypoglycemia symptomatic.
3. Pain management. The patient has requested that tramadol and oxycodone be discontinued, that order was written two weeks ago and currently she has Tylenol 650 mg ER b.i.d. routine and we will write a p.r.n. order b.i.d. for same, NTE 3 g q.d.
4. Social. I spoke with her daughter/POA Melanie, reviewed the patient’s labs and x-ray report and reassured her that the patient has no lower extremity edema since starting torsemide and the patient’s pain is managed with Tylenol.
CPT 99350 and direct POA contact 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

