


PROGRESS NOTE

RE: Patsy Knight
DOB: 12/14/1941
DOS: 03/06/2024
HarborChase MC
CC: 90-day note.

HPI: An 82-year-old female who was in the dining room with other residents. After eating, she was just a socializing and initially when she was asked to come see me, she pointed to another resident as though that were her and then smiled. She was cooperative to being seen. The patient has a history of uterine cancer and deferred chemotherapy. She also underwent extensive surgery in attempt to debulk the tumor burden and part of it resulted in colon resection and she now has a colostomy which she has had for a couple of years. The patient did begin chemotherapy, it was injectable as well as oral chemotherapy and in the course of those treatments, the oncologist determined that it was causing cognitive impairment at an accelerated pace which was one of the potential adverse reactions. So her son/POA Lee Knight decided to stop all treatments and the patient has done well without it. She does have dementia, but it does not appear to have staged in some time.

DIAGNOSES: Uterine cancer per son and unspecified ovarian cancer, dementia stable, GERD, HTN, HLD, pain management, depression, and status post treatment for URI.

MEDICATIONS: Norco 5/325 mg one tablet p.o. q.a.m. and two tablets h.s. and Lexapro 10 mg q.d. The patient received doxycycline and Mucinex beginning 02/16/24 through 02/22/24 with prednisone 40 mg q.d. x 5 days again for this URI. Roxanol 0.5 mL (10 mg q.4h. p.r.n.), Depakote 125 mg q.d., Pepcid 20 mg b.i.d., MVI q.d., propranolol 80 mg q.d., and Os-Cal b.i.d.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.

HOSPICE: Choice Hospice.
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PHYSICAL EXAMINATION:

GENERAL: The patient appears well developed and nourished, pleasant, and interactive.

VITAL SIGNS: Blood pressure 156/81, pulse 56, temperature 98.2, respirations 16, and weight 155.2 pounds.

RESPIRATORY: Normal effort and rate. Her lung fields are clear without cough and symmetric excursion.

MUSCULOSKELETAL: She ambulates independently. She moves limbs in a normal range of motion and has had no lower extremity edema and no falls.

NEURO: She is oriented x1. She is verbal. Speech is clear, but can be random and tangential. She is redirectable. She is also quite social, interacts with other residents, comes out for all meals and will participate in or observe activities. The patient is able to voice her needs and she asked questions and it is not always clear the reason or whether she understands given information.

ASSESSMENT & PLAN:
1. Ovarian versus uterine cancer per son. The patient has a colostomy as a result of a tumor debulking surgery. The care of it is per the nursing staff. The patient does not interfere with that.

2. Pain management appears to be comfortable with current changes and staff monitor. If she appears to have breakthrough pain then Roxanol comes into play.

3. Hypertension. BP today was slightly elevated, but generally runs WNL.

4. GERD. She has not complained of dyspepsia and no known nausea or emesis. Continue with current treatment.

CPT 99350
Linda Lucio, M.D.
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