


PROGRESS NOTE
RE: Patricia Rigler
DOB: 02/26/1937
DOS: 05/31/2024
Jefferson’s Garden AL
CC: Shoulder pain.
HPI: An 87-year-old female seen in room, she was seated with her legs reclined and, when I asked her how she was feeling, she told me that she had shoulder pain and with prodding the right side. She denies any falls or sleeping on that side and has not really had this issue before. She has not taken anything orally or placed anything topically to see if it would help. She has p.r.n. tramadol, so I had 50 mg tablet given to her and she was receptive to exam of the area. When I asked about her sleep and appetite, she said her appetite was too good, she sleeps without any problem, she comes out for meals and will participate in activities that she enjoys, otherwise stays in her room and she always watches national news.
DIAGNOSES: Advanced Alzheimer’s disease, acute right shoulder pain in the absence of trauma, DM II, peripheral neuropathy, retinopathy HTN and HLD.
MEDICATIONS: Tylenol 500 mg two tablets 8 a.m. and 9 p.m., citalopram 20 mg q.d., levothyroxine 88 mcg q.d., lisinopril 40 mg q.d., lorazepam 0.5 mg b.i.d., omeprazole 20 mg q.d., Seroquel 50 mg q.d. and h.s., Senna q.d., tramadol 50 mg b.i.d. and D3 2000 IU q.d.
ALLERGIES: NKDA.
DIET: Regular with chopped meet.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: The patient was alert, made eye contact and was giving information.
VITAL SIGNS: Blood pressure 173/86, pulse 62, temperature 97.6, respiratory rate 18, and weight 118 pounds.
HEENT: Full-thickness hair. Her hair was groomed. Sclerae clear. Nares patent. Moist oral mucosa.
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CARDIAC: She had regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: Palpation of the right shoulder anterior, lateral and posterior did not result in pain and she told me that the pain was deep inside not at the surface with ROM, she has limited flexion and she has normal extension. Rotation at the shoulder is uncomfortable and limited. There is no swelling or overlying warmth or edema.
ASSESSMENT & PLAN:
1. Acute right shoulder pain in the absence of trauma. Physical exam shows limited ROM. No evidence of infection. She has tramadol 50 mg a.m. and h.s. and today when I asked if she wanted to have an additional dose of pain medication she said yes. So, she was given an additional dose of tramadol 50 mg in addition to the a.m. and the one she will receive at h.s. and she stated that it did help. It does not appear to compromise her baseline cognition or alertness. So, I am increasing the tramadol dosing to q.8h. over the next week. I am also ordering x-ray of the shoulder AP and lateral to rule out any fracture, dislocation and assess for OA.
2. DM II. The patient has refused taking DM II medications. Decision made to discontinue insulin and oral meds as she had greater than 30 days of refusal. Last A1c was on 02/13/2024, at 8.4 and there was intermittent refusal of medication at that time. We will wait till visit next month and order A1c, so there is documentation of glycemic control in the absence of any intervention secondary to the patient’s refusal.
3. Hypertension. The patient is currently on lisinopril 40 mg q.a.m. and metoprolol 50 mg at 5 p.m., which was started on 05/07/2024. A.m. BP checks show systolics all greater than 150 for the past 30 days ranging from 152 to 202, average systolic is 175. I am adding clonidine 0.1 mg at h.s. 7 p.m. and we will continue with q.d. BP checks for an additional two weeks.
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