


PROGRESS NOTE

RE: Wilodene Osborne

DOB: 06/04/1932

DOS: 02/14/2022

Council Road AL

HPI: A 90-year-old seen in her room, she was watching television. The patient has unspecified dementia without BPSD, but she has lately appeared to become more emotional. Today, she started crying when talking about her family and having she could not remember ever having met me so I read her little bit of her H&P and she started crying when I was talking about family including her deceased daughter. The patient is not really able to give information. She starts on one thing and then deviates to another topic. She has a history of migraines. She is currently receiving sumatriptan p.r.n. states that it does not work. She has not asked for it very frequently and usually does into the headache. I suggested that we order routinely daily to see how that does for her and for her to be aware at late afternoon early evenings if she is having indications of a migraine, otherwise, she is made it through the day. She was amenable to that. Her chronic pain management also is another issue. She is currently receiving Percocet 10 mg q.6h. and states that she does not know that it even works for her and talked about increasing it to q.4h. I am willing to try that for a week see how it works for her if it does not then will look at but has not been tried short of morphine and any level to opiates.
DIAGNOSES: Right hip/femur fracture with conservative healing measures, unspecified dementia without BPSD, chronic pain management, chronic migraine history, anxiety, GERD, depression, and hypothyroid.

ALLERGIES: LABETALOL, METHADONE, MORPHINE, and PCN.

DIET: Regular.

CODE STATUS: DNR.

MEDICATIONS: Unchanged from 01/10/2022 note.

PHYSICAL EXAMINATION:

GENERAL: Thin elderly female in no distress. patient is alert, verbal and non-distressed.

VITAL SIGNS: Blood pressure 160/84, pulse 70, temperature 97.2, respirations 16, and O2 saturation 96%.
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HEENT: Conjunctivae are clear. Moist oral mucosa.

NECK: Supple.

CARDIOVASCULAR: Regular rate and rhythm. No MRG. PMI nondisplaced.

ABDOMEN: Flat, nontender, and hypoactive bowel sounds present.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. Trace edema from the dorsum of feet and ankle. She did not observe weightbearing. Moves her arms and able to reposition herself sitting upright in her chair with good neck and truncal stability.

RESPIRATORY: Normal effort and rate. Lung fields were clear. No cough.

ASSESSMENT & PLAN:

1. Chronic migraines. We will start with sumatriptan 100 mg q.a.m. routine and she is able to ask for either the Excedrin migraine or additional sumatriptan, which will remain in place.

2. Chronic pain management. We will change her Percocet 10/325 mg and Tylenol to q.4h except the patient is asleep see how she does with that.

3. General care. CMP, CBC, and TSH ordered.

4. Dysuria. UA done on 01/07 showed a specific gravity of 1.035, positive 2+ protein, and positive nitrite. A C&S was not done. I am going to empirically treat patient with nitrofurantoin 100 mg b.i.d. x5 days. We will also order a CMP, CBC, and TSH labs were ordered but are not in chart.
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Linda Lucio, M.D.
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