


PROGRESS NOTE

RE: Mary Lu Wyatt

DOB: 11/25/1942

DOS: 04/08/2024

CC: Lightheadedness and faint feeling.

HPI: An 81-year-old female who relates three consecutive days each with an episode of lightheadedness, face turning white, felt clammy and thought she was going to faint, but did not occurring. Blood pressures by her report were taken, but she cannot recall what they are and they are not in her EMR. She has monthly BP checks and that record is reviewed and they are all WNL with exception of 171/79 occurring in December. No medication changes except tizanidine 4 mg b.i.d routine on 07/05/23 initial dose for neck and back stiffness. The patient was able to describe body position and changes when asked. She states one episode happened as she was in bed lying on her side and it was time for her to get up. So she rolled up out of bed and stood up and she states within a few steps she felt lightheaded and clammy and held on to door knob so that she would not fall. Another episode occurred when she was lying in the recliner and got up to go the bathroom and just popped up out of the recliner as she states she normally does and within a few steps the symptoms occurred lightheadedness and faint and rapid heart beat. The last was also a change when she was in the dinning room when she got up to leave to come back to her room and then all of a sudden she started feeling that lightheadedness again. She had to stop midway and gather herself and she was able to get back to the room. She has had no recent labs. So, we will draw annual labs.

DIAGNOSES: New symptoms of lightheadedness, feeling faint and at times a rapid heat beat or clamminess after abrupt positional change consistent with vasovagal events, chronic neck pain, GERD, HTN, chronic seasonal allergies, atrial fibrillation, COPD, and HLD.

MEDICATIONS: Unchanged from 03/04/24.

ALLERGIES: SULFA, TYLENOL, and LATEX.

DIET: NAS regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished female who is alert and able to voice her needs.

VITAL SIGNS: Blood pressure 142/80, pulse 78, temperature 98.1, respirations 19, and O2 sat 97%.

HEENT: Her hair is short and groomed. Sclerae clear. Nares patent. Moist oral mucosa.

NECK: Supple without LAD and carotids are clear.

CARDIOVASCULAR: Regular rate and rhythm. No murmur, rub, or gallop. PMI is nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion. No SOB with conversation or while walking. Again symptoms have not occurred since last Wednesday and when I asked if she recognized anything she was doing differently she states she was just being more careful with how she moved. She is also concerned that she has either diabetes or anemia that has not been checked.

ASSESSMENT & PLAN:
1. Vasovagal event. My presumptive diagnosis given description the patient was educated on positional change and how it effects cerebral blood flow and talked to her about the different positions and has step wise do body position change and prevent that lightheaded feeling hopefully from occurring again. I told her it sounds like she is already doing that given her caution about not wanting it happen again and moving slower.

2. Hypertension. She is on dual therapy with diltiazem CD 120 mg q.d. and losartan 50 mg q.d. and changing dosing time of the losartan to be in the evening preventing abrupt drops in blood pressure.

3. Daily BPs checks. We will have it checked b.i.d x two weeks and then q.d. thereafter and I will review in two weeks.
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