


PROGRESS NOTE

RE: Sue Mercer
DOB: 07/04/1938

DOS: 05/31/2024
Jefferson’s Garden AL

CC: Lab review and followup on pain management.

HPI: An 85-year-old female seen on 05/10 when she was in the moving in process but I got to meet her family and address questions with them at that time. From that visit, the patient was able to make her needs known which included chronic low back pain limiting her mobility and interfering with sleep as well as cutaneous candida etc. Today, the patient was in her room after lunch watching television. She was bright, alert, and she just looked so much different than at the initial visit. She was quiet and little apprehensive but cooperative. She tells me that her back pain is so much less and the long-standing history of leg cramps at bedtime have stopped with the medication I prescribed. She comes out for meals and says that she will do activity she likes the exercises they do as a group but staff states that she is pleasant and cooperative but somewhat on the shy side and will stay in her room but comes out when encouraged to.

DIAGNOSES: Gait instability, which is improving status post MI approximately 10 weeks ago, mixed hyperlipidemia, and HTN.

MEDICATIONS: ASA 81 mg q.d., Vaseretic 10/25 mg one p.o. q.d., fenofibrate 160 mg q.d., folic acid 800 mcg q.d., KCl 20 mEq ER q.d., D3 1000 IUs q.d., Hyland’s leg cramp tablets, which she self administers, nystatin cream and nystatin powder to affected areas.

ALLERGIES: ERYTHROMYCIN, MORPHINE, and CHOCOLATE.

DIET: NAS.

CODE STATUS: DNR
PHYSICAL EXAMINATION:

GENERAL: The patient is seated comfortably in her apartment. She is well groomed, and hair is done, and cooperative to being seen.
VITAL SIGNS: Blood pressure 124/60, pulse 72, temperature 97.6, respirations 18, and weight 163 pounds, which is a weight lost of 12 pounds from admit on 05/10.
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HEENT: Her hair is combed and is about shoulder length. Sclerae clear. Wears her glasses. She makes eye contact. She was smiling. Her affect was congruent with what she was saying. She has bilateral hearing aids that were in place and dentures that fit securely. The patient is partially blind in her right eye.

CARDIAC: She has a regular rate and rhythm and an early systolic ejection murmur noted best at right and left second ICS space.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

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

NEURO: Oriented x2. She has to reference for date and time. Her speech is clear. She is soft-spoken just says a few words at a time and listens closely to hear what is being said. Affect congruent with what she is saying but she tends to just smile a lot and again is hard of hearing and I think she often does not hear what is being said but will smile regardless.

SKIN: Under both breasts and bilateral groin there is a significant decrease in the previous pink to redness that went straight across under both breasts and then both groin areas it is under breast just very minimal residual pink and resolved in the groin area. Skin is intact and no vesicles.

MUSCULOSKELETAL: The patient ambulates with the use of a walker outside of the room inside room will either walk without assistive device or use a cane.

ASSESSMENT & PLAN:

1. Cutaneous candida near complete resolution but at her request will continue with the nystatin powder a.m. and h.s. of the groin and under breast area.

2. Nocturnal leg cramps. She has a long history of this and states that it is so much better with the Hyland’s leg cramp pills and will continue those she self administers.

3. Pain management. She will continue on 7.5/325 mg one and half tablet of Norco routine a.m., 2 p.m., and h.s. and I have added a b.i.d. p.r.n. order and just told her that she can just tell somebody I need a pain pill and know what she needs to have.

4. Hyperlipidemia. The patient is on fenofibrate 160 mg q.d., TCHOL is 115, HDL 29, LDL 66 bottom-line numbers are all good but will continue with fenofibrate given and MI of significance about two and half months ago.

5. Renal insufficiency mild. Creatinine is 1.34 no comparison labs but she states that she remembers being told that there is a problem with her kidneys. No changes in medications.

6. Hypoproteinemia. T-protein is 5.9 and albumin WNL at 3.8 so I told her with just improved eating that I think she can make this up without any supplement and she states that she is eating better than she has in a long time.

7. Anemia. H&H are 11.0 and 32.9 so mildly low but indices are WNL so no intervention required there. Platelet count WNL at 186 K.
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8. Hypothyroid. TSH is 0.33 so it is mildly suppressed. The patient is not on thyroid medication. She does not have any palpitations and heart rate is WNL. Denies any lightheadedness or weakness so for now will let it be she has an appointment scheduled in January 2025 with an endocrinologist who she has seen before and is seeing yearly so for now we will just monitor.
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Linda Lucio, M.D.
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