


PROGRESS NOTE

RE: Wanda Bright

DOB: 01/22/1935

DOS: 01/15/2025
The Harrison AL

CC: Lab review and change in patient leaving the facility.

HPI: An 89-year-old female who had a UA done 01/10 after complaints of urinary urgency and what she described as dysuria. I showed patient the preliminary urine test and that it is clear and looked normal and then showed her the culture testing and how many bacteria that they check for and all were negative so reassured her that she does not have a UTI. The patient asked then why she still feels like she urinates frequently. Explained overactive bladder syndrome and told her there is medicine to help decrease that sense of needing to urinate but may not get rid of it 100% and she is willing to try. Also told her that I am going to prescribed cream that will be applied to the outer labial area that well help decrease the irritation when she voids. The patient also is now able to leave the facility with her boyfriend and roommate Doyle. Her son had requested that patient not be allowed to leave the facility with anyone except him and this request was made on 12/31 and has been followed by the staff so there will be an order indicating that has changed. The patient had the UA reviewed with her indicating absence of UTI.

DIAGNOSES: Moderate unspecified dementia, COPD, anxiety disorder, depression, hypertension, dysphagia, arthralgias, and gait instability.

MEDICATIONS: Going forward Detrol LA 4 mg q.d., Vagisil regular strength anti-itch cream applied external vaginal tissue t.i.d. x2 weeks, Celexa 20 mg q.d., BuSpar 7.5 mg b.i.d., Tylenol No. 3 one q.6h., Biofreeze to back b.i.d., Breztri two puffs b.i.d., gabapentin 300 mg b.i.d. and 600 mg h.s., lidocaine patch to affected area q.d. on 12/12, lisinopril 5 mg q.d., Ativan 0.25 mg b.i.d., Mobic 15 mg q.d., Namenda 5 mg q.d., Robaxin 500 mg b.i.d., MiraLax q.d., Daliresp 500 mcg one q.d., Senna q.d., B-complex q.d., and B12 1000 mcg q.d.

ALLERGIES: PCN and TETANUS TOXOID.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient seated quietly is attentive. She asked a few appropriate questions and seemed to understand answer and she expressed her need by informing me of certain things bothering her. Orientation x2.

VITAL SIGNS: Blood pressure 132/70, pulse 73, temperature 97.1, respirations 17, and weight 132.6 pounds.

MUSCULOSKELETAL: She ambulates with the use of a walker observed her getting out of her recliner on to the walker using it for support. She has no lower extremity edema and adequate muscle mass and motor strength.

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

ASSESSMENT & PLAN:

1. UA review, negative for UTI, and explained the urgency symptom is consistent with OAB.

2. Overactive bladder symptoms. Detrol LA 4 mg one p.o. q.d. and will monitor over the next few weeks for benefit.

3. Sensitive external vaginal skin. Vagisil regular strength anti-itch cream to be applied to outer labial area t.i.d. x2 weeks than b.i.d. x2 weeks and will evaluate for any needed modification.

4. Leaving facility. She is now able to leave with Doyle her son just felt that if she wants to make that decision then any responsibilities or things that occur are her and his responsibility. Order is written clarifying the change.

5. Social. Contacted her son/POA Ron Bright regarding the medical orders that are being written and medication changes he was appreciative of that and talked about concerns for his mother as it relates to her roommate.

6. Mrs. Bright next thing is pessary exchange. The patient has a pessary secondary to prolapsed uterus and she saw her gynecologist Dr. Jacobs last week. She removed the pessary cleaned it and then replaced it and that is done periodically.

CPT 99350 and direct POA contact 20 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

