


PROGRESS NOTE

RE: Pat Knight
DOB: 12/14/1941

DOS: 04/25/2024
HarborChase MC

CC: Met with son.

HPI: An 82-year-old female seated in the dining room with other female residents and her son Lee was present he is visiting from Tucson and he and I have spoken several times by phone so I got to meet him in person. The patient has ovarian cancer for which she has had a couple of surgical debulking procedures, she has also been on chemotherapy most recently injection chemotherapy it had an effect on her glycemic control. Her diabetes is very hard to control so the decision to discontinue that was made. Pain has not been a notable issue for patient and she gets out and about and I shared with him that she has become more social in the last couple of months then the rest of her stay and he stated he saw that she was just very happy and she was enjoying the things are going on around her there is a musician that came in and she was just tapping her toes and clapping for each song so he is very happy to see that.

DIAGNOSES: Ovarian cancer, discontinuation of chemotherapy, history of breast cancer, dementia with evident progression, no BPSD, GERD, HTN, HLD, and colostomy. The patient is not diabetic the issue is that she was having hyperglycemia due to the chemotherapy. Bilateral lower extremity edema.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

MEDICATIONS: Roxanol 0.5 mL q.6h for breakthrough pain, baseline is Norco 5/325 mg one tablet in the a.m. and two tablets at h.s., Os-Cal q.d., Depakote 125 mg q.d., Pepcid 20 mg b.i.d., MVI q.d., propranolol 80 mg q.d., and Zofran q.8h. p.r.n. Torsemide 20 mg two tablets q.a.m. for three days and then 10 mg q.d. thereafter.
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PHYSICAL EXAMINATION:

GENERAL: The patient seated in the dining area with other residents. She was happy and in good spirits.
VITAL SIGNS: Blood pressure 139/88, pulse 68, temperature 97.5, respiration 18, O2 saturation 96%, and no current weight.

NEURO: She makes eye contact. She says a few words she does not form whole sentences. She is able to convey her need. Affect is congruent with situation and of note she did not know who her son was but she did interact with him.

MUSCULOSKELETAL: She ambulates independently has a walker that she is encouraged to use and will occasionally. She moves arms in a normal range of motion. She has new edema of bilateral lower extremities. It is +1 at the dorsum of both feet right greater than left. Trace at the ankle and distal pretibial areas.

SKIN: Warm, dry, and intact with good turgor.

CARDIAC: She has a regular rhythm and regular rate. No murmur, rub, or gallop.

RESPIRATORY: She cooperates with deep inspiration though it takes a few tries. Lung fields are clear. No cough and symmetric excursion.

ASSESSMENT & PLAN:

1. Unspecified dementia with progression. She speaks less often does not know who her son is but smiles at him. She maintains verbal capacity but just a few words at a time and less frequently. She does maintain some independence there has been little change she requires assistance with changing whereas before she did it on her own.

2. Ovarian cancer and history of breast CA. No longer on chemotherapy and pain appears managed.

3. BPSD. She did have a low grade agitation that she would snap at people unexpectedly and the low dose Depakote has handled that so we will leave it as is. We stated that he did see that she was getting irritated with a certain person and but he would interrupt her so that her focus was changed.

4. Hypertension. BP and heart rate are controlled with propranolol. No change.
CPT 99350 and direct POA contact 20 minutes

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

