


PROGRESS NOTE

RE: Olga Gottlieb
DOB: 03/05/1931

DOS: 11/11/2024
Jefferson’s Garden AL

CC: Evaluate for home health and physical therapy.

HPI: A 93-year-old female who is seen today for the second time; she has been in residence since 10/14/2024. The patient continues to spend most of her time in her room. She can be coaxed out for meals, which is an improvement from also eating in her room. The patient is ambulatory without a walker in room, but which is infrequent. Staff report that she is compliant with care, sleeps through the night, has had no falls or acute medical issues. Son and DIL do visit. When I saw the patient, she was sitting in her rocker in the corner. She was alert, but generally quiet. I asked how she was doing at the new facility and she said that it was taking some getting used to, but she did not have much more to say beyond that. She did later add that she had assumed that she was going to be living with her son and DIL, so coming to a facility was a bit of a surprise. She does not understand it as she is able to take care of herself for the most part at home. I did bring up some memory deficits and how that would affect her taking care of herself, she was quiet and thoughtful about that comment.

DIAGNOSES: Chronic MAC and COPD with both diagnoses made and treated by Dr. Dennis Parker, pulmonologist at INTEGRIS; the patient on continuous O2 at 3 liters, chronic seasonal allergies, vertigo, constipation, and anxiety disorder.
MEDICATIONS: Omega-3 two capsules q.d., glucosamine two tablets q.d., MVI q.d., docusate one tablet q.d., Zyrtec 10 mg q.d., BuSpar 10 mg q.d., Remeron 15 mg h.s., and meclizine 25 mg b.i.d.

ALLERGIES: Multiple, see chart.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Petite older female appearing younger than stated age and cooperative to being seen.
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VITAL SIGNS: Blood pressure 115/70, pulse 72, temperature 97.1, respirations 16, height 5’2”, and weight 93.2 pounds.

HEENT: She has full-thickness long hair that she generally has styled. EOMI. PERLA. Anicteric sclerae. Wears corrective lenses. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: She has regular rate and rhythm. No MRG. PMI nondisplaced.

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

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

SKIN: Warm, dry, and intact with good turgor. No bruising or breakdown noted.

MUSCULOSKELETAL: The patient is weightbearing; self-transfers, ambulates independently in her apartment and outside of the apartment uses a walker. She moves arms in a normal range of motion. She has no lower extremity edema. Appears steady and upright without the walker, but feels more comfortable using it for distance as well as stating that her son wants her to use it.

NEURO: She makes eye contact. Speech is clear. She is able to give some basic information. Affect congruent with situation. The patient is capable of voicing her needs. She states that she does feel a bit shy at times about asking for assistance or other questions and I told her that that is what staff was here to do, assist her when needed, so it was okay to ask. When I asked if there is anything that I could clarify for her or assist her with, she stated “no” that she was okay.

PSYCHIATRIC: Demeanor is pleasant. She has a normal mood, which is appropriate for given situation.

ASSESSMENT & PLAN:

1. Anxiety disorder. She is on low dose BuSpar 10 mg q.d. At next visit, we will assess the appropriateness of increasing it to b.i.d. as she will have had time to acclimate. I think that the patient would likely benefit and do not expect any negative side effect.

2. Insomnia. She is on Remeron 15 mg h.s. She reports that she is sleeping through the night and staff do not state otherwise when asked, so we will continue with med at current dose.

3. Vertigo. This is a chronic issue for the patient that can come on without warning, the routine meclizine appears to be addressing it, so she has had no significant episodes of vertigo.

4. Bowel issues. The patient has a history of hemorrhoids that can be problematic though she denied any constipation. I reminded her that hydration was important for BMs and that constipation causes strain which causes not only the hemorrhoids, but can cause diverticula, so if she is having any issues that we can look at a stool softener to be p.r.n. She has docusate just one daily and she states that that is working.
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5. Weight loss. We will monitor her weights and then labs are being ordered to assess her total protein and albumin and pending those values there may be indication for protein drinks to be added to her regular diet. I would start with one q. MWF in hopes that she would at least _______.

6. General care. I have spoken with her son regarding her overall status and answered any questions that he had. There is wanting to have her on home health with physical therapy. At this point, she is able to ambulate in her apartment and comes outside and will peer out from the door or uses her walker to go to meals, so when she begins to show some unsteadiness, then I think it is appropriate for physical therapy. For home health, skilled care need needs to be met and so I informed him that if that is not found, then she would not receive home health that simple request does not imply service.

CPT 99350 and direct POA contact 10 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

