


PROGRESS NOTE
RE: Donna Littrel
DOB: 09/06/1946
DOS: 12/31/2025
Tuscany Village
CC: Lab review.
HPI: The patient is a 79-year-old female seen in room, she was lying in bed and the bed they had propped up, asked if she was doing okay and she stated no. I asked her to tell me what was wrong, so that I could see about helping her and she stated that it was the bed that she has. She stated it is very uncomfortable and she just has not been able to sleep in it since she has been here. She was admitted on 06/27/25. I asked if she knew whether the head could be lowered and she stated she had not been able to do it and had asked staff, but nothing had been done. Overall, she had no other specific complaints.
DIAGNOSES: Left side hemiplegia post CVA, major depressive disorder, dysphagia, diabetes mellitus type II, hyperlipidemia, unspecified dementia, ASCVD, peripheral vascular disease, COPD and GERD.
MEDICATIONS: ASA 81 mg q.d., Lipitor 40 mg h.s., Coreg 12.5 mg b.i.d., Depakote 250 mg b.i.d., Pepcid 20 mg b.i.d., FeSO4 325 mg one tablet b.i.d., Allegra 180 mg q.d., guaifenesin 400 mg b.i.d., Norco 5/325 mg one tablet b.i.d., lidocaine patch 4% to affected area on in the a.m. and off at h.s., MVI one q.d., Paxil 10 mg one-half tablet q.d. and MiraLAX q.d.
ALLERGIES: LISINOPRIL.
DIET: Regular with thin liquid.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:
GENERAL: Petite female lying in bed, was pleasant and cooperative to interview and exam.
VITAL SIGNS: Blood pressure 112/68, pulse 76, temperature 98.7, respirations 18, O2 sat 98% and FSBS 106. The patient is 5’3” and weighs 128 pounds with a BMI of 22.7.
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HEENT: Shoulder-length hair. EOMI. PERLA. Nares patent. Moist oral mucosa. Dentures.

NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: She had a regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Decreased bibasilar breath sounds with a regular rate. No cough. Symmetric excursion. No evident SOB.

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

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. Moves arms in a normal range of motion. She is weight-bearing for transfers.

SKIN: Thin and dry, but intact. No bruising or breakdown noted.

NEURO: Makes eye contact. Speech clear, can voice her needs, seems to understand given information. Discussed the discomfort in the current bed that she has, which was in the room when she moved in and I told her that I will talk to somebody to see if we can get this bed replaced as it does appear to be uncomfortable and states that she has not been able to sleep since she got here and is not looking for any kind of sleep aid, but just a comfortable bed.

ASSESSMENT & PLAN:
1. General care. I am ordering CBC, CMP, lipid profile and TSH for baseline lab.
2. Comfortable bed. Apparently, the bed was in the room when she moved in. She states that she is unable to adjust the head of the bed position. I did ask her if she wanted to try some melatonin or trazodone to see if she could get to sleep and she stated that that was not the problem, the bed was, so I will talk to staff to see after the first of the year whether we can find something else for her.
3. Question of diabetes mellitus type II. It has been mentioned that she has hyperglycemia with DM II in the Optum notes. She is not on any diabetic medication by review of her meds and I could not find an A1c to date that has been drawn, so we will order one and see whether it is an issue to be addressed.
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