


PROGRESS NOTE

RE: Nancy Hare

DOB: 10/21/1957

DOS: 12/23/2025
Windsor Hills

CC: Quarterly note.

HPI: A 68-year-old female seen in her room, she was dressed and propelling herself around the hallways and then went into her room to be seen. She was cooperative and able to give information, made it very clear that she was not happy being here and not happy that her brothers who live locally have not come to visit her in the seven years that she has been here. She was able to give information, talked about her left knee being painful. She is in a manual wheelchair that she propels to get around. She states that she had a fall when her wheelchair tipped over in the dining room a few weeks back and her knee which hurt her intermittently has now been more consistent in its discomfort.

DIAGNOSES: Status post CVA with left-sided weakness, anxiety disorder and depression, diabetes mellitus type II, allergic rhinitis, senile debility, HTN, GERD, HLD, and unspecified anemia.

MEDICATIONS: ASA 325 mg q.d., metoprolol 25 mg b.i.d., T/Gel shampoo topically MWF, Plavix one p.o. q.d., Lipitor 80 mg h.s., Pepcid 20 mg q.d., Ativan 0.5 mg one tablet q.8h. p.r.n., Zoloft 25 mg q.d., gabapentin 100 mg two capsules t.i.d., Depakote 125 mg t.i.d., lisinopril 10 mg b.i.d., Norco 5/325 mg one tablet b.i.d., and Eucerin lotion topical h.s. for dryness.

DIET: Liberalized NAS diet regular texture.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient has been married three times and divorced. She had no children. She worked for DHS as a social worker x10 years and then worked for the State Mental Health Department for another 10 years. She is her own POA and again has two brothers that live in Oklahoma City with whom she has no contact. A 20 pack year smoking history and a history of social ETOH use, none since living here for the seven years. The patient had been living in her home alone, had a stroke at the time, not able to care for herself due to left side hemiparesis and being wheelchair bound and here at Windsor Hills for seven years.
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REVIEW OF SYSTEMS:
Constitutional: She states her baseline weight is about 140 pounds. She has left side weakness, upper and lower extremity. She is right-hand dominant. She states that she is continent of both bowel and bladder, but in speaking with her it was clear that she had urinated on herself. She states that she sleeps without difficulty and that her appetite is good and that her pain is treated. She could not recall her last fall.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished female who was groomed and very engaging.
VITAL SIGNS: Blood pressure 145/62, pulse 60, temperature 97.9, respirations 18, O2 saturation 95%, FSBS 118, and weight 140.6 pounds.

HEENT: She has long hair. EOMI. PERLA. Wears corrective lenses. Nares patent. Moist oral mucosa. Native dentition.

NECK: Supple without LAD.

CARDIOVASCULAR: She has regular rate and rhythm without murmur, rub, or gallop. 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 fair turgor. No bruising or breakdown noted.

NEURO: The patient is alert, verbal, very engaging, and focused on how much she disliked having to be here and that she was angry about being here and she reiterated that she is very angry. She acknowledges that not only has she not seen her brothers since she has been here and they know where she is, but she does not have their phone numbers or address, so she assumes that they want nothing to do with her. Affect is somewhat angry and then blunted. She speaks matter-of-factly and makes good eye contact, understands given information.

PSYCHIATRIC: Depression with anxiety appears to be in play and in particular the anger about being here and family not being here for her.

MUSCULOSKELETAL: She has good neck and truncal stability in her manual wheelchair, which she propels without difficulty. She is right-hand dominant. She states that she can weightbear to pivot for transfer. She has no lower extremity edema. She complains of right knee pain. There is no effusion, positive crepitus to the knee and no overlying warmth or redness noted.

ASSESSMENT & PLAN:

1. Knee pain. I am ordering lidocaine patch 4% to be placed on in the a.m. and off at h.s. when she has knee or other joint pain and told her that it will be available as needed and she can ask for it which she is able to. The patient also has scheduled Norco twice daily and gabapentin 200 mg t.i.d. There is room to increase the gabapentin as well as the Norco if needed.
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2. Diagnosis of DM II. However, review of the patient’s medications does not include insulin or an oral hypoglycemic; this was confirmed by the med aide who I asked if there was something I was not seeing listed. She has also not had an A1c done.

3. Care resistance. The patient is just very angry and does only what she wants to do and makes it clear that she will not allow any lab draw to occur; does not like needles or seeing blood come out of her body and again review of her labs would be blank as she has refused any lab draws in the seven years she has been here.

4. Mixed anxiety and depression. The patient is not on medication to treat either of these diagnoses and we will start sertraline 50 mg h.s. and give it hopefully some time and see if there is any benefit for her. If not, the other option is to increase her Depakote.

5. Hypertension. Review of the patient’s blood pressure shows systolic range of 112 to 145 and a diastolic range of 60 to 80, so control is good. No change in metoprolol.
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Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

