


PROGRESS NOTE

RE: Gloria Andrews
DOB: 10/07/1929
DOS: 04/29/2023
HarborChase AL
CC: Anxiety.

HPI: A 93-year-old with a long-standing history of anxiety, has been on Xanax and she increasingly wants more of it and then complains about the side effects of sleeping and feeling tired. She has been staying in her room more and not coming out for meals even with coaxing and activities are infrequent. Family remain involved in her care and are very supportive. She had had a cough earlier this week that I was requested to see her for and when asked about the cough today, she stated that it has gotten better and I asked what it was like when she did cough, she stated that she had phlegm that was just clear and it was not related to time of day and she had no treatment in between then and now. The question is, is she able to come out and have meals and do activities? I stated that absolutely and that would probably be better for her instead of sitting in her room thinking about her anxiety and pain. She is cooperative to taking medications and nurses report that she is often at the nurses’ station wanting her Percocet or Xanax ahead of time and becomes upset when that is not allowed. She also is status post ORIF for a left hip fracture secondary to fall. She is transported in a manual wheelchair. 
DIAGNOSES: Chronic anxiety, chronic pain secondary to a recent fracture, paroxysmal atrial fibrillation, recurrent falls, HTN, and cognitive impairment.

MEDICATIONS: BuSpar 15 mg b.i.d. with 5 mg midday, Colace q.d., Eliquis 2.5 mg b.i.d., midodrine 10 mg t.i.d., MiraLax q.d., alprazolam 0.5 mg 8 a.m., 2 p.m., 8 p.m. and 2 a.m., Percocet 7.5/325 mg one p.o. 8 a.m., 2 p.m., 8 p.m., and 2 a.m.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular mechanical soft.
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PHYSICAL EXAMINATION:

GENERAL: Frail elderly female, able to give information to some degree.

VITAL SIGNS: Blood pressure 110/70, pulse 74, temperature 97.2, respirations 19, and weight 106 pounds.

CARDIAC: Heart sounds are distant, irregular rhythm with a hard systolic SEM throughout the precordium.

ABDOMEN: Nontender. Bowel sounds present. No distention or masses.

MUSCULOSKELETAL: She has fair neck and truncal stability, in her manual wheelchair and does not propel the chair. She has no LEE. She moves her arms in a normal range of motion and is weightbearing for transfers.

NEURO: Oriented x 2. She makes eye contact. Her speech is clear and she even asked if she is headed toward memory care. Acknowledges she did not want to go there, but that may be where it is best for her. Her affect appears confused at times and then she will smile. She does try to give information, but had clear memory deficits which she acknowledges interfere. She acknowledges staying in her room because she is not sure her ability to be okay around a lot of other people. 
ASSESSMENT & PLAN: 
1. Anxiety. This is a chronic issue. We will continue with Xanax as above because it has decreased the panic attacks, but does increase her lethargy. Previous attempt to cut back her medication has resulted in exacerbation of her anxiety.

2. Generalized frailty. She received PT post ORIF. She is able to weight bear and self transfers in her room. She does ambulate distance, often uses a wheelchair. She does also have a walker. 
3. General care. CMP and CBC ordered for 05/08/23.

CPT 99350
Linda Lucio, M.D.
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