


PROGRESS NOTE

RE: Kathie Berg
DOB: 09/09/1946
DOS: 08/21/2022
Town Village AL
CC: Lab review and 30-day followup.

HPI: A 75-year-old seen on 07/26/22. At that time, we addressed lower extremity edema by adjusting a diuretic which is proved to be of benefit and resolve the edema, insomnia which is a longstanding issue for the patient and she states that she sleeps as per usual. Gait instability had been an increasing issue, so PT/OT per Amedisys Home Health is currently in place. The patient states it is of benefit. She feels that they come too frequently though. Anxiety and depression are her main issues. She thinks that they are slightly better, previously had requested Xanax, has a history of habituation to that medication and other prescription medications. So, we stayed clear of it. Reviewed today with her that she is on Lexapro. She feels it is working for her, believe as is, but Zoloft is also indicated to address anxiety and depression. Baseline labs were also reviewed with the patient. She did bring up urinary incontinence and actually more leakage that is bothersome. She is currently on oxybutynin ER 5 mg a day and would like to have it increased. We had discussed increasing it on my followup visit which is today in the event she finds that the 5 mg is not serving her adequately. Her daughter was here, visiting her today. She states that she is going to Puerto Rico tomorrow. So, she did get to visit with her prior to that. The patient has a history of ASCVD and would like to have a vial of nitroglycerin that she can keep on her. She has had some chest pain since her admit, none currently present or if the level that she thought, she needed to go to the hospital. 
DIAGNOSES: Unspecified dementia, recurrent depressive disorder, ASCVD with intermittent angina, HTN, GERD, osteoporosis, mixed HLD, gait instability, and substance abuse in remission.

MEDICATIONS: Unchanged from 07/26/22 note.

ALLERGIES: ASA, CODEINE, and SULFA.
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DIET: Regular with health shakes t.i.d.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, well groomed, and cooperative.

VITAL SIGNS: Blood pressure 111/64, pulse 73, temperature 96.8, respirations 16, and O2 sat 95%.

HEENT: Conjunctivae clear. Nares patent with moist oral mucosa.

CARDIOVASCULAR: Regular rate and rhythm without M, R, or G. PMI nondisplaced.

MUSCULOSKELETAL: Ambulated independently in room. Limbs move in a normal range of motion. No LEE.

NEURO: Alert and oriented x 3. Speech clear. Good eye contact. Some short-term memory deficits. Affect generally bland.

ASSESSMENT & PLAN: 
1. Anxiety/depression. We will transition to Zoloft 50 mg q.d. Discontinuing Lexapro once Zoloft on board and we will titrate the dose as needed. I anticipate she will probably need an increase. 
2. Urinary leakage. Oxybutynin increased to 10 mg q.d. and that would be the 10 mg ER. 
3. ASCVD with recent intermittent angina, not present when seen. SL NTG one vial with instruction for use ordered with carry on person requested. 
4. Anemia. H&H of 11.0 and 30.3 with mild elevation in MCH. RDW is low at 11.3. 
5. Hypokalemia. K is 3.0. She is on Lasix 40 mg MWF and 20 mg in the afternoon four days weekly. Effer-K 20 mEq q.d. ordered with followup K level on 08/31/22.

6. HLD. FLP reviewed and in target range.

7. Screening TSH is WNL. 
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Linda Lucio, M.D.
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