


PROGRESS NOTE

RE: Pat Knight

DOB: 12/14/1941

DOS: 03/20/2025

Harbor Chase MC

CC: Not feeling well.

HPI: An 82-year-old female who was up sitting around a dining room table with other residents. She was looking about. I had heard her talk earlier but otherwise she was quiet. As I was seeing the patient she had complained of nausea earlier to the staff and when I asked her about it she stated that she was. I asked if she had eaten some different or if she has been nauseous all day and just not been treated she said that she has been nauseous and had not asked for anything until now. The patient has Phenergan 25 mg q.8h. and was given dose. When I checked back with her about an hour plus later she was confused. When I asked about the nausea and then she said oh no it is gone. Per her vital signs she had no fever. Her blood pressure and heart rate have been stable. P.o intake and level of activity at baseline. The patient has a history of ovarian cancer went through a round of chemotherapy where the treatment was worse than a diagnosis so decision was made along with the input of her son/POA Lee Knight who lives in Tucson. They agreed to discontinue chemo. Her baseline is that she is active and comes to meals and cooperative with all care. She will participate in activities and equally take time to herself in room. She has had no falls or acute medical issues apart from today.

DIAGNOSES: Ovarian cancer deferred further chemotherapy, history of breast cancer is on long-term oral chemotherapy, dementia with evident progression, GERD, HTN, HLD and a colostomy which is the result of tumor burden reduction due to the ovarian CA.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

MEDICATIONS: Os-Cal b.i.d., divalproex 125 mg q.d., Pepcid 20 mg b.i.d., MVI q.d., propranolol 80 mg q.d., p.r.n Tylenol and Zofran.
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PHYSICAL EXAMINATION:
GENERAL: The patient was alert but quiet, seated in the dinning room. She had just finished participating in activity and then was later heard conversing and laughing. She was cooperative when I asked to see her.

VITAL SIGNS: Blood pressure 134/65, pulse 73, temperature 97.9, respirations 16, and weight 155.2 pounds.

RESPIRATORY: She has normal effort and rate. Lungs fields are clear without cough.

CARDIAC: An irregular rhythm at a regular rate. No murmur, rub or gallop.

ABDOMEN: Soft, but distended which is her baseline. Colostomy bag secured and partially filled with liquid brown stool. Mild tenderness, but no rebound or peritoneal signs.

EXTREMITIES: She has trace lower extremity edema mild, but left greater than right. She is ambulatory often goes about independently, but does have a cane that she will occasionally use. She has had no falls.

NEUROLOGIC: Orientation x2-3. Speech is clear. She can voice her needs. Affect congruent with situation.

ASSESSMENT & PLAN:
1. Nausea alleviated with Phenergan, which is provided by her hospice.

2. Ovarian cancer, with deferred continuation of chemo. Her pain appears to be well managed. Her hospice wrote for Norco 5/325 mg one-half tab b.i.d or if refractory one tablet b.i.d. Unclear per the way the order is written by the hospice physician.

3. Social. Her son Lee is top of his mother’s medical issues. He is coming I believe in a week or so to see her and I will touch base with him then.

4. General care. CMP and CBC ordered. The patient has anemia and this would be a seven-month lab followup and then we will likely defer any further labs unless acutely indicated.

CPT 99350.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

