


PROGRESS NOTE

RE: Sharon Johnson
DOB: 10/11/1942
DOS: 04/29/2023
HarborChase AL
CC: Medication review.

HPI: An 80-year-old with an involved medical history with varying symptoms week to week. She tells me that last week she went to a urologist. She has a neurogenic bladder and self-catheterizes and history of recurrent UTIs. He told her that she was properly doing the self-cath and that there is nothing to change and the patient had been put on a steroid taper on 04/11/23 secondary to what sounded like sciatic pain. She states it made her feel shaky and just not right and it was for a period of two and a half weeks so she has completed it. Also states she is taking too many medications and would like to take less. I am in agreement with her and this is a change – her actually wanting to decrease medication I think is a positive change. The issue of CPAP was brought up again. I told her I have dictated a note and have the written script, but her family then has to take the action to go get it and that is where the fall-through has been. The patient’s husband was present and we were talking about her multiple medical issues. He started to almost taunt her. She seemed to just ignore him and not hear him. 
DIAGNOSES: Neurogenic bladder with self-catheterization, recurrent UTIs – on prophylactic treatment, OSA – recommended CPAP, depression, chronic back pain, gait instability – requires a rolling walker, and atrial fibrillation.

MEDICATIONS: Zovirax 400 mg b.i.d., amiodarone 200 mg q.d., MVI q.d., clonidine 0.1 mg one tablet t.i.d., docusate q.d., Cymbalta 60 mg q.d., Eliquis 2.5 mg b.i.d., Plendil 5 mg q.d., gabapentin 300 mg h.s. only, indapamide 2.5 mg q.d., levothyroxine 50 mcg q.d., nitrofurantoin 100 mg h.s., Benicar 5 mg q.d., Protonix 40 mg q.d., KCl 10 mEq MWF and then 20 mEq the other four days of the week, Mirapex 1 mg b.i.d., Requip 2 mg b.i.d., trazodone 100 mg h.s., D3 2000 IUs q.d., hydralazine 50 mg t.i.d., and MiraLAX q.d. 

ALLERGIES: BACTRIM and ADHESIVE TAPE.

CODE STATUS: Full code.
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DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed and alert.

VITAL SIGNS: Blood pressure 179/76, pulse 58, temperature 97.9, respirations 18, and weight 168 pounds.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: She is in regular rhythm without M, R or G.

MUSCULOSKELETAL: She walks independently in her apartment. She does hold onto the countertop. She moves limbs in normal range of motion. To some degree her right shoulder is limited and has no LEE.

NEURO: She makes eye contact. Her speech is clear. She starts in with what her most recent events have been, seeing a urologist, etc. and she did respond to redirection. She appeared fatigued and stated that she is just ready to take whatever help can be given. 

PSYCHIATRIC: She appeared tired and yet willing to listen for help. Her husband was also agitating her in the background and she was making effort to ignore him. 
SKIN: Warm, dry and intact. Fair turgor.

ASSESSMENT & PLAN: 
1. Polypharmacy. We looked through her medications and there are several nonessential medications that can be discontinued, exactly five. 
2. Neuropathic pain. She has by her report sleepiness throughout the day. She is on gabapentin 300 mg t.i.d. and I am going to decrease that to h.s. only and see how she does. 
3. Neurogenic bladder. I was recommended by urologist to discontinue oxybutynin and in addition how it affects her gait was noted.

4. Psychosocial: She wants a knee support from her family to include her husband and I just encouraged her to voice that, but to do so in a brief manner and then go on. We will follow up with her in a couple of weeks 
CPT 99350
Sometimes the litany of things that are bothering a person being put out there at once get in the way
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
