


PROGRESS NOTE
RE: Kathie Berg
DOB: 09/09/1946
DOS: 10/08/2022
Town Village
CC: Increased anxiety.
HPI: A 76-year-old who was seen and quickly went into having increased anxiety, stated that her daughter who is also her POA is in Texas getting help and she states she has had a lot of mental health issues and that is what she is there for, but the patient is concerned that she is not able to access money and her daughter has not given in her any recently. When asked what she needed it for, she was not really able to tell me. She focused on the anxiety and how it just interrupts her sleep, how she feels during the day, etc. She appeared well groomed, was walking around and looked in good spirits, but quickly went into the anxiety and perseverated on it. The AC in her room does not work and she kept talking about that and how upsetting it was to her, but I previously spoken with the DON who informed me that he had offered to move her to another room, but she deferred doing that, yet has repeatedly complained about the AC in her room. The patient also brought up pain and just how what she is currently getting is not enough and I brought up my concerns about her long history of drug and alcohol abuse and how she knows how to steer the conversation into getting what she wants, she tried to state that was not the issue, but then became quiet.

DIAGNOSES: Unspecified dementia, recurrent depressive disorder, anxiety, polysubstance abuse in remission, osteoporosis, mixed HLD, HTN, ASCVD and gait instability; no recent falls.

MEDICATIONS: Flonase q.a.m. routine two sprays per nostril, Lasix we will make the 40 and 20 mg doses each day routine, Norco 5/325 q.8h. routine and we will discontinue p.r.n. order, melatonin increased to 20 mg h.s., Zoloft 50 mg q.d. will be held x2 weeks as the patient states she thinks it makes her more anxious, Effer-K ODT 20 mEq q.d., Fosamax q. Monday, Plavix q.d., Eliquis 5 mg q.12h., Lasix 40 mg q.a.m., 20 mg q.p.m. MWF, Toprol 50 mg q.d., MVI q.d., oxybutynin ER 10 mg q.d., Protonix 40 mg q.d., risperidone 1 mg h.s., rosuvastatin 40 mg h.s. and at Trelegy Ellipta q.d.
ALLERGIES: CODEINE, ASA, and SULFA.
DIET: Regular.
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CODE STATUS: Now DNR.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert and well groomed, verbal, voiced her needs.

VITAL SIGNS: Blood pressure 116/62, pulse 74, temperature 97.5, respirations 16, O2 sat 97% and weight 125 pounds, stable.

CARDIAC: Regular rate and rhythm without MRG.
RESPIRATORY: Normal effort and RR. Lung fields clear to bases. No cough.

MUSCULOSKELETAL: Ambulates independently, steady and upright. Moves all limbs in a normal range of motion. No LEE though contends that she has swelling at her ankles.
NEURO: Orientation x2-3. Speech is clear, focuses on either anxiety or pain in an attempt to get more medication.
SKIN: Warm, dry and intact with good turgor. No bruising or skin tears noted.

PSYCHIATRIC: She made eye contact. Perseveration on above-mentioned issues, got quiet when reminded about her history of medication abuse.

ASSESSMENT & PLAN:

1. Pain management. The patient has Norco 5/325 q.8h. p.r.n. and asks for routinely, so to make everyone’s life easier we will have it written for it to be q.8h. and have discontinued the p.r.n. order.
2. Increased anxiety. Since she thinks the Zoloft has made her more hyper, anxious, we will hold it for the next week, see how she does without it. If there is an improvement, then we will discontinue the medication.

3. Code status. Advance directive indicating no heroic measures. DNR form completed to uphold her expressed wishes.

CPT 99338 and advance care planning 83.17
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

