


PROGRESS NOTE

RE: Areda Spinks
DOB: 11/06/1946
DOS: 12/07/2022
Rivendell, MC
CC: Nausea with emesis at mealtime.

HPI: A 76-year-old with DM-II on insulin noted at lunchtime to start evidencing nausea and then some gagging with small amount of emesis. I did not observe it, but staff reported that it appeared to be small amount of food. The patient was seen shortly thereafter. She was alert, looking about. I spoke to her and she made eye contact, but she gave no verbal response. During physical exam, she did not follow direction, but allowed me to examine her. There was no further emesis noted in the time that I was on the unit. Staff reports that she does have trouble swallowing. Her medications and often they will find a clump of what appears to be chewed up medication that she had been given but then not swallowed.
DIAGNOSES: Unspecified dementia with progression, DM-II, seizure disorder no seizures since admit, HTN, HLD, depression, and atrial fibrillation.

MEDICATIONS: Lipitor 20 mg h.s., Depakote 125 mg q.d., Keppra 500 mg b.i.d., Zoloft 100 mg q.d., Pepcid 20 mg b.i.d., hydralazine 50 mg t.i.d., lisinopril 40 mg h.s., Toprol ER 50 mg b.i.d., probiotic q.d., and Xarelto 20 mg h.s.
ALLERGIES: NKDA.

DIET: Three meals q.d. with snacks.

CODE STATUSES: Full code.

PHYSICAL EXAMINATION:
GENERAL: Well developed and well nourished female who was quiet and looked like she did not feel well.

VITAL SIGNS: Blood pressure 160/70, pulse 53, temperature 97.2, respirations 16, and weight 183.8 pounds.

HEENT: Her conjunctivae are clear. She had a steady gaze. She had moist oral mucosa.

NECK: Supple. No further expectoration of food or any other thing orally.
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RESPIRATORY: She did not cooperate with deep inspiration. She had a normal effort and rate. Mid upper lung fields clear. No cough.

CARDIAC: She had regular rate and rhythm. No M, R. or G.

ABDOMEN: Soft. Bowel sounds present and nontender.

MUSCULOSKELETAL: She is weightbearing. She was ambulatory from table to wheelchair with staff assist and she reportedly some days will walk with her walker and other days has to be transported in her wheelchair. She had No LEE.

NEURO: Orientation x1. She made eye contact when I spoke to her. She did not resist care. She does not have behavioral issues. She has verbal capacity, but speaks now infrequently. She was always quiet, but even more so now and did not speak the entire time that I saw her.

ASSESSMENT & PLAN:
1. Nausea with emesis, unclear what she had thrown up, but there has been no further emesis. I encouraged to give her fluids and will continue to monitor.

2. DM-II. Quarterly A1c due. It is ordered.

3. HTN. Reviewed BP show range from low-end of normal to midrange and occasional systolics in the high 140s so no changes at this time.
4. Code status. I have spoken directly to daughter/POA who was going to think about it and at this point no decision made. 
CPT 99338
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
