


PROGRESS NOTE

RE: Mary Metzinger
DOB: 02/07/1934

DOS: 08/21/2024
Rivendell AL

CC: Lab review.

HPI: A 90-year-old female seated in her recliner. Her husband was adjacent in his recliner. He just had a blank expression on his face looking around and eventually fell asleep. Their son/POA John was also present just happenstance and he was happy to be present just hear my interaction and give input as to concerns about parents. Before we got into a patient’s lab work John expressed concern that his mother was having to do some care taking for his father and away she had at home. He has dementia more advanced than her dementia and tends to now have an established sleep-wake cycle that is sleeping during the day and then up at night. He has nocturia so he will go to bed and initially fall asleep then he is up going to the bathroom. He had a fall this week that ended up in an ER visit and a concern is that could escalate. These are behaviors that were similar to what occurred at home. DON had spoken to John about purchasing a bed alarm and that may at least help awaken his wife when he is trying to get out of bed and she can use the call light for assist. It was clear that this was wearing on Mrs. Metzinger as she just looked very fatigued. She states that she gets some sleep. She denied any significant pain. She has had a good appetite. She is taking her medications as directed. She is concerned about what will continue with him. I then brought up the issues that he may need more care than family expected and told him that coming into the facility does not stop his dementia from progressing.

DIAGNOSES: HTN, B12 deficiency, unspecified dementia stable, peripheral neuropathy, overactive bladder, CKD III, and history of gait instability with falls.

ALLERGIES: NKDA.

DIET: Regular.

MEDICATIONS: Unchanged from 08/14 note.
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PHYSICAL EXAMINATION:

GENERAL: Well developed and nourished female, pleasant, and cooperative.
VITAL SIGNS: Blood pressure 142/71, pulse 72, temperature 97.6, respirations 18, and weight 162 pounds.

NEURO: She is alert and oriented x2. She has to reference for date and time. Speech is clear. She can voice her need and understands information. Short-term memory deficits noted. She acknowledges just being tired.

MUSCULOSKELETAL: She ambulates with a walker. She has trace to +1 edema of dorsum of feet, ankle, and distal pretibial area. On the dorsum of her right foot, there is a circular blue subcu bruising and slight tenderness to palpation. No warmth or soft. No organization within the tissue. The patient states she does not know what happened but it is tender and makes weightbearing uncomfortable.

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

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

ASSESSMENT & PLAN:

1. CBC review. H&H WNL normal indices and platelet count WNL at 162.4K.

2. Screening TSH WNL at 1.34. No intervention required.

3. CMP review it is all WNL to include normal T-protein and ALB.

4. Social. I told patient’s wife to use the call light at any time that she is feeling the need for assistance for herself or for her husband that it is not her responsibility to provide all of his care. Son also encouraged her to ask for assistance.

5. Bilateral lower extremity edema. Lasix 40 mg q.d. with KCl 10 mEq q.d. We will follow up in next week and see if we can decrease the diuretic to three days weekly rather.

6. Anxiety. Ativan 0.5 mg one p.o. q.d. p.r.n. and will do it for two week trial.

CPT 99350 and direct POA contact 20 minutes since he has arrived and that is not unusual and it is okay to accept.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

