


PROGRESS NOTE

RE: Phyllis Nichols

DOB: 08/30/1936

DOS: 08/07/2024

Rivendell AL

CC: Weight loss refusing ensure and medication review.
HPI: An 87-year-old female seen in room. She was well groomed and very energetic when she answered the door. First think she wanted to show me was at the rash that she has had a couple of months ago on her legs and arms etiology was unclear but it was treated with steroid cream which eventually led to its resolution. She has some red spots that are macular. She denies any pain or itching I just told her that it was just gonna take time to resolve. I asked her about her weight loss she said that she has got a lot of boost in her room and she does not drink it because she does not like it, as to coming out for meals she does but not all of them and she eats only small amount. She states that there is too much food served and she eats enough without finishing it. In June, I showed her that she weighed 101 pounds and in July during an Integris Cardiovascular Clinic visit she weighed 86.12 ounces. Today, her weight is 82 pounds. She says that she always feels full after she is eaten and that is what leads her to stop. She stated that she feels comfortable. She has had no falls and sleeps through the night, pain managed in touch with family. She has a grand piano in her room that she plays every now and then.

DIAGNOSES: Weight loss of 19 pounds in 60 days, senile frailty, MCI, CHF, HTN, HLD, and depression.

MEDICATIONS: I reviewed with patient who states she feels she takes too many so going forward Norvasc 10 mg q.a.m., Tums choose 750 mg one b.i.d., Pepcid 20 mg q.d., MVI q.d., nitrofurantoin 100 mg q.d., oxybutynin 5 mg t.i.d., Paxil 20 mg q.d., hydroxyzine 25 mg is tapered to one tablet b.i.d. x3 days then 25 mg q.d. x3 days and discontinue.

ALLERGIES: PCN.

CODE STATUS: DNR.

DIET: Regular with Boost daily, which she is not compliant with.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, moving about freely, does not appear distressed.

VITAL SIGNS: Blood pressure 121/63, pulse 82, temperature 96.3, respirations 17, weight 82 pounds, and BMI 16.6. She is 4’11”.

SKIN: She has small splotchy areas on both lower legs sites where plaques were previously that have healed they do blanch to touch. No tenderness or warmth.

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

CARDIAC: She has regular rate and rhythm without murmur, rub, or gallop.

MUSCULOSKELETAL: She is very thin. Moves about freely, independent ambulation. No LEE. Goes from sit to stand without assist.

ASSESSMENT & PLAN:

1. Medication review. Discontinue lisinopril and continue on amlodipine 10 mg q.a.m. and will do daily blood pressure checks for the next 10 days.

2. Taper of hydroxyzine. The patient has been on this for either agitation or anxiety. She is on 50 mg q.a.m. and 5 p.m. and at times it is just been lethargic so I am going to taper her off of this if we need to treat anxiety we can do it with something like BuSpar. She is in agreement with stopping this medication. The remainder medications have indications that we have discussed with patient and she wants to continue with them.
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