


PROGRESS NOTE

RE: Jo Dimmick
DOB: 05/28/1930

DOS: 04/15/2024
Jefferson’s Garden

CC: Polypharmacy.

HPI: A 93-year-old female seen as she was having a manicure. I asked her if it was okay to interrupt that and she stated yes, so we had a nice conversation. I had spoken earlier with the DON who tells me that she had brought up to the patient that she was on so many medications that it would be a good idea to look at what she can get rid of and I told her that I was aware of that conversation and that she is on a lot of medications that she may not need anymore, she told me she is very open to getting rid of whatever I can and so she said just look at them and get rid of anything that I do not need. She then also added that she had three bowel movements today and she looked at me puzzled and I asked if it was diarrhea or constipation that she had to work through and she said no that it was just three separate but normal bowel movements and I just told her that today was her lucky day. I did not foresee that there was anything wrong, there has been no change in her medications and that she is on one stool softener and that is MiraLax daily and she told me she would like to have that stopped. She is sleeping fairly good. She does have chronic nocturnal leg cramping that is treated, so she does get sleep and generally does not wake up every night. Her appetite is good. She comes out for activities that she enjoys and is social. She has had no falls.

DIAGNOSES: Chronic h.s. leg cramps, bilateral upper extremity tremor chronic but stable, gait instability; uses a walker or wheelchair, which she can propel, depression, peripheral neuropathy, and GERD.

MEDICATIONS: Going forward, Tylenol 650 mg ER q.12h., amiodarone 100 mg q.d., Tums chews 500 mg t.i.d., Bumex 2 mg 8 a.m. and 4 p.m., Lexapro 10 mg q.d., FeSO4 q.o.d., Flonase nasal spray q.d., leflunomide 10 mg q.d. MWF, leg cramp medication per instructions, magnesium 200 mg 9 p.m. and 1 a.m., metoprolol 12.5 mg q.d., Protonix 40 mg q.d., PEG solution q.d., KCl 20 mEq q.d., primidone 300 mg q.a.m., NaCl 1 g tablet q.d., sulfasalazine two tablets b.i.d., Systane eye drops OU b.i.d., tizanidine 4 mg h.s., Topamax 100 mg decrease to q.d. x1 week, then q.o.d. x1 week, then discontinue.

ALLERGIES: CODEINE, NEOSPORIN, ADHESIVE TAPE, and SILICONE.
DIET: NAS with chopped meat and Ensure one can q.d.
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CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and pleasant and observed getting around the facility using a wheelchair as well as her walker.
VITAL SIGNS: Blood pressure 146/67, pulse 74, temperature 98.0, respirations 18, O2 saturation 97%, and weight was 155.4 pounds.

NEURO: The patient makes eye contact when speaking. Her speech is clear. She gives information appropriate in context to what was asked, she can make her needs known. She is the one who brought up looking at her medicines and getting rid of what she does not need. The patient is fairly independent in all ADLs, will ask for assist when needed. Affect congruent with what she is saying.

MUSCULOSKELETAL: She is getting around with her walker at the same pace as her baseline, is steady and upright, does not seem to be in any discomfort. She has no lower extremity edema. Moves arms in a normal range of motion.

CARDIAC: An irregular rhythm with a soft systolic ejection murmur heard throughout the precordium. No rub or gallop noted.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough and symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. It is slightly protuberant and nontender.

MUSCULOSKELETAL: Intact radial pulses. She has trace lower extremity edema, is weightbearing, does not seem in any discomfort when ambulating.

SKIN: Warm, dry, and intact with good turgor.

ASSESSMENT & PLAN:

1. Polypharmacy. The patient requested medication review and have discontinued four p.r.n. medications and four routine medications and I am titrating downward with the goal of discontinuing some medications; three medications are titrated downward and as she tolerates discontinuation of that. We will then likely leave her on some of the other long-term RA medications she is taking. We will evaluate that at next visit.

2. Significant anemia. The patient’s last lab was 07/20/23 with an H&H of 7.4 and 22.6 with macrocytic indices. She is having a lab drawn this week and, when available, I will review all her lab and see what further can be adjusted.

3. Electrolyte abnormalities with renal insufficiency. CMP is ordered and may be able to get rid of NaCl and possibly decrease potassium.

4. Hypoproteinemia. T-protein and ALB were 4.8/2.8. I ordered protein drink daily, which she has been faithful to do since then and we will see if there is improvement.
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