


PROGRESS NOTE

RE: Pat Knight
DOB: 12/14/1941
DOS: 04/16/2025
The Harrison MC
CC: Ostomy concerns.
HPI: An 83-year-old female with advanced unspecified dementia was observed in the dining room and then later in the day room. The patient is very social. She can sit and just watch other people with a smile on her face and seemed very content and then other times, she will be with the group and laughing, she will be talking and generally they are all talking about something different, but seem to understand each other. The patient has an ostomy bag after surgical resection for ovarian cancer that has been non-problematic over the weekend. She was able to find the supplies needed; so the patient has ostomy bags until we are able to get routine order. The patient is followed by Choice Hospice and they have supplied the ostomy bags and other needed supplies and just recently made the decision that they will no longer provide this equipment, but this information did not make it any further than the med aide, so she ran out. Fortunately, a nurse found the company from which her supplies have been ordered and was able to get the information of what she uses and I am signing an order for continuation of the same materials that she has been using. Staff reports that the patient continues to be pleasant and cooperative. No complaints. Her son/POA Lee Knight is aware of this whole ostomy issue and consents to having the supply ordered and billed to her account, he will take care of it. 
DIAGNOSES: Severe unspecified dementia, HTN, HLD, history of ovarian cancer status post resection with colostomy, word apraxia with nonsensical speech and increased unsteadiness to gait.

MEDICATIONS: Trazodone 50 mg h.s. and the following p.r.n. Ativan Intensol, promethazine gel topical and Levsin.

ALLERGIES: NKDA.

CODE STATUS: DNR.
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DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: Petite and pleasant older female, just walking around the facility without intent.

VITAL SIGNS: Blood pressure 143/80, pulse 72, temperature 97.5, respirations 22, and weight 132 pounds.

RESPIRATORY: She has normal effort and rate. She does not understand instruction for deep inspiration. Lung fields are clear. She has no cough. No SOB with speech or laughing which she does a lot of.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.

MUSCULOSKELETAL: She ambulates independently. She walks with a brisk gait. She moves her limbs in a normal range of motion. No lower extremity edema and no falls in quite some time.

NEURO: She will make eye contact and smile. She will say a few words, but it is word salad. Affect is animated, unclear what she is trying to communicate. She will brighten up her facial expressions when I mention her son’s name. 

She has orientation to self. She will get a smile on her face when her son’s name is mentioned. She is not able to give information and there are a few things said to her that she seems to understand or at least have a positive response to, i.e., bringing up her family or telling her that she is looking good and appears to be doing well. 
ASSESSMENT & PLAN:
1. Status post colostomy, now with a permanent ostomy. Order sent for the ostomy bags and the other equipment necessary for their proper use and care. I did receive a call and was to have a faxed order sent that I will sign and return back. It has been a few hours and I have not yet received it. 
2. Depression. The patient had been on an SSRI long term. She was starting to have breakthrough periods of tearfulness and it was hard to console her and it was unclear why she was crying, so I changed her SSRI from citalopram to Zoloft 50 mg and it seems to be doing quite well for her and back to her happy pleasant self.
CPT 99350
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
