


PROGRESS NOTE

RE: Mary Busic
DOB: 07/26/1943
DOS: 03/04/2026
Tuscany Village
CC: Abdominal ultrasound review, ongoing complaints of peri-area skin burning.

HPI: An 82-year-old female who had had intermittent complaints of right upper quadrant discomfort today. She tells me that she was having indigestion. Denied increased burping or abdominal bloating. No nausea with emesis. She did not keep track of what foods elicited the discomfort. The patient had her gallbladder removed several years ago. Initially, when I asked her, if she still had her gallbladder, she stated “aha” and then went on and then it turns out later that she told me that in fact she had not. The patient then goes into the ongoing complaints of peri-area discomfort, a UTI after UTI and how nothing has stopped either of those two issues. She does refer to when the urologist did urethral dilation that that gave her some relief. She was also treated for a UTI while under her care. The patient was subsequently terminated as a patient from the urology office. Most recently, she is now complaining of right upper quadrant discomfort, again does not relate it to anything in particular. An abdominal ultrasound was obtained and I reviewed it today with the patient; essentially, limited exam due to poor acoustic windows i.e. body habitus, no gross acute abnormalities and there were to be evaluation for right-sided stones, a CT would be recommended. I was able to get to aides who would change the patient’s brief as well as position her, so that I was able to examine her peri-area. The patient was compliant with their direction.
DIAGNOSES: COPD, anemia, DM II, morbid obesity, HLD, anxiety disorder, sleep apnea, HTN, gout, OAB, and GERD.

MEDICATIONS: Allopurinol 100 mg q.d., CranCap one b.i.d., D3 1000 IU q.d., diclofenac gel as needed, docusate one capsule q.d., Eliquis 5 mg b.i.d., Entresto one-half tablet b.i.d., Pepcid 20 mg h.s., Flonase nasal spray q.d., gabapentin 600 mg q.d., hydroxyzine 25 mg one-half tablet at 5 pm, lispro insulin sliding scale, Lantus 26 units b.i.d., latanoprost one drop OU h.s., Linzess one capsule q.d., Hiprex one tablet b.i.d., Myrbetriq 50 mg q.d., Percocet 7.5/325 mg one q.6h., MiraLAX q.d., KCl 20 mEq two tablets q.d., Crestor 5 mg h.s., spironolactone 25 mg q.d., tizanidine 4 mg h.s., torsemide 20 mg q.a.m. and two tablets if weight greater than 3 pounds over previous, Trelegy Ellipta one puff q.d., trimethoprim 100 mg h.s., and Trulicity 0.5 mL on Monday.
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ALLERGIES: TETRACYCLINE.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Morbidly obese female lying in bed with one complaint after the other.

VITAL SIGNS: Blood pressure 126/66, pulse 70, temperature 97.6, respirations 18, O2 sat 93%, height 5’7”, weight 290.4 pounds, and BMI of 45.5%.

HEENT: EOMI. PERLA. Corrective lenses in place. Anicteric sclera. Nares patent. Moist oral mucosa.

NECK: Thick neck, did not palpate LAD.

CARDIAC: Distant heart sounds. Regular rate and rhythm.

ABDOMEN: Morbidly obese. She has a large ventral hernia making palpation of the abdomen difficult.

EXTREMITIES: She can move her arms and legs, did not observe weightbearing. She does not weight bear. She is moved with a Hoyer lift and peri-area of the skin is actually intact. No redness or evidence of recent excoriation. The skin is moist as her brief was wet and then, exam of her back side, her gluteal area and the left inner thigh were dark pink and the patient states that she was sitting leaning to her left side all day while she was up. The patient will lean on one side one day and lean on the other side the other day as sides become numb.
NEURO: The patient is alert. She is oriented x 2 to 3. Speech is clear. She voices her needs. She has got one complaint after the other; many of them have been repeated and have been heard before. She brings up examples of things that were done that helped her insinuating that those things are not being done now. She eye rolls when I am speaking to her. She withholds information and then will give information after the fact.
The patient has a large ventral hernia which is most likely the etiology of her discomfort. The patient has been made aware in the past that she is not a surgical candidate for its repair or any other surgical repair such as the current issue.
ASSESSMENT & PLAN:
1. Abdominal pain, etiology most likely ventral hernia. Ultrasound to the extent that it is able to make any assessment, there is no obvious source of pain and I have spoken with the nurse practitioner, Jamie Alexander who has already spoken with the patient about similar issues and so, the patient is aware of no further diagnostic evaluation to be done.
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2. Peri-area discomfort. Exam of the skin today showed actually relatively healthy intact skin. The area of skin that was red or pink in color is that on the left side buttock and upper inner thigh area where she leans one day on the right, one day on the left, today it was the left. Skin is warm, dry and intact. No further care needed.
3. General care. I have spoken with the nurse practitioner, Jamie Alexander, regarding the patient and all of the above.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
