


PROGRESS NOTE

RE: Ellen Lee
DOB: 01/14/1939

DOS: 06/18/2025
_______ AL

CC: UA followup.

HPI: An 86-year-old female had a UA done on 06/12. The patient has urinary incontinence. There has been for, as long as I can remember, strong odor to her urine and this is based partly on her level of hydration, but she has sitters that are nonmedical, but spend time with her and they were concerned that she might have a UTI, so UA was obtained. I reviewed it with her today in her room and there was a sitter present with her and her urine is completely clear and not reflexed for UTI given a clear UA. Of note, the patient’s room is cleaner and more organized; there is not clothing, water bottles etc., strewn about the room. There still remains an odor of urea in her room from the continual incontinence where the patient would actually choose to just urinate in the chair she was sitting in so that she did not have to interrupt the program she was watching. Now, with the sitters present, she has to get up and toilet, which she has always been able to do and she is now doing it more regularly. I asked whether she was showering at least two to three times a week and the sitter reassures me that she has been showering regularly when they are there. She has showered at least twice a week and I stated that the ideal is three times a week. The patient is primarily having meals in room and not coming out for activities as she used to. Today, when seen, she was in nightwear; I did not comment on it and just told her that I was glad to see that she was taking better care of herself and her living space, which reflects on her. The sitter who was present stated that she was getting Ms. Lee up to toilet rather than using adult briefs and that she was engaging her in conversation and at some point hopefully doing activity.

DIAGNOSES: Obesity, vascular dementia moderate, OAB with frank urinary incontinence, severe OA of both knees; uses a walker, history of DVT with PE on Xarelto.

MEDICATIONS: Amlodipine 10 mg q.d., Prozac 40 mg q.d., Ativan 0.5 mg to be given premed for shower, which would be Tuesday, Thursday, and Saturday p.m., KCl 20 mEq q.d., Detrol LA 2 mg ER b.i.d., torsemide 20 mg q.d., Effexor XR 75 mg q.d., D3 2000 IU q.d., and Lantus 10 units b.i.d.

DIET: Mechanical soft with chopped meat.

CODE STATUS: DNR.

ALLERGIES: NKDA.
Ellen Lee
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PHYSICAL EXAMINATION:

GENERAL: Obese female resting comfortably in her rocker. She made eye contact, but was quiet.
VITAL SIGNS: Blood pressure 125/69, pulse 96, Temperature 98.0, respirations 20, and weight 198.6 pounds.

NEURO: The patient oriented x2-3. She can reference for date, usually knows the day. Speech is clear. She was not as talkative today as she generally is. Her affect, she appeared relaxed and did give brief answer to basic questions.

MUSCULOSKELETAL: She was reclined in her recliner, legs were elevated and that is one of the first times that I have seen her with her legs propped up. She is aware that doing so will help with her leg edema.

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

ABDOMEN: Protuberant, nontender. Hypoactive bowel sounds present.

RESPIRATORY: Normal effort and rate. Lung fields are clear. Decreased bibasilar breath sounds secondary to body habitus.

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

PSYCHIATRIC: She was quiet, but cooperative. She seemed a bit withdrawn, but she did not give any indication that she was annoyed or angry.

ASSESSMENT & PLAN:

1. Obesity. It has been sometime since the patient had agreed to be weighed; she has generally refused, on a weekly basis. Looking back at notes 08/14/2024, her weight was 225.4 pounds, so she is down 26.4 pounds. I will share that good news with her when I see her the next time and hopefully that will encourage her to continue in the realm that she is going.

2. UA review. It is clear, not reflexed for culture, so no UTI evident.

3. Toileting issues. The patient is able to get up and get herself to the bathroom so encouraged her to continue to begin doing that more frequently and the move of the sitter getting her up with some regularity to toilet and not using adult briefs while she is sitting and watching TV I agree with.

4. DM II. The patient’s last A1c was on 05/29 and it was 7.1; the goal is 7.0. However, for the patient’s age, this is an acceptable value.

5. Social. Spoke with her son letting him know that there is improvement in her living environment and she actually looked more rested and looked like she may have lost some weight and I am told that she is now showering and getting up to go to the bathroom, which are good normal things for her to be doing.

CPT 99350 and direct POA contact 10 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

