


PROGRESS NOTE

RE: Gloria Andrews
DOB: 10/07/1929
DOS: 12/08/2022
HarborChase AL
CC: 90-day note.

HPI: A 93-year-old with a long-standing history of anxiety disorder, orthostatic hypotension and lower extremity edema treated with diuretic and much improved. The patient was quite anxious and hyper-reactive when she saw me, wanting to make sure that I would stop and talk to her, I told her I was going to speak with her right then and there. She was very effusive in her expressed affection at being seen and the care that she has received. While she has taken Xanax routinely at 0.5 mg q.6 hours, the initial benefit has decreased over the past year and staff rounding with me who are very familiar with her report that her anxiety peaks starting late afternoon and continues into the nighttime. She is cooperative and there are no behavioral issues, she just takes a lot of redirection and reassurance. She was also eager to show me her lower extremities, which are much improved as to edema. She has run out of potassium, so she has been receiving diuretic without potassium as this was through Express Scripts and my office was not notified. After we had gone through much of the discussion with the patient, her daughter Linda Capella with her husband Bill came in and they became part of the discussion and offered to get the needed medications that she was out of through a local pharmacy and they would pick them up. The orders that were written and things that were changed they were agreeable too.
DIAGNOSES: Anxiety disorder, increased bilateral lower extremity edema, orthostatic hypotension.

MEDICATIONS: Going forward, alprazolam 0.75 mg q.6h. routine, BuSpar 15 mg a.m. and h.s. and 5 mg at 2 p.m., Colace 50 mg q.d., MiraLAX q.d., Eliquis 2.5 mg b.i.d., Lasix 40 mg Monday, Tuesday, Thursday and Friday, Klor-Con 20 mEq Monday, Tuesday, Thursday and Friday, midodrine 10 mg t.i.d.
ALLERGIES: NKDA.
DIET: Regular mechanical soft.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Frail elderly female who was quite anxious and took a lot of reassurance, but was cooperative.

VITAL SIGNS: Blood pressure 110/70, pulse 98, temperature 97.2, respirations 20, and weight 111 pounds.

RESPIRATORY: She has a normal effort and rate. Lung fields relatively clear. Decreased bibasilar breath sounds secondary to effort, but no cough.

CARDIAC: An irregular rhythm with soft SEM. No rub or gallop.

MUSCULOSKELETAL: She ambulates independently, but can be unsteady, has generalized decreased muscle mass and motor strength, but she moves her limbs, at times somewhat stiffly.

SKIN: Bilateral calves checked as she had ulceration x2 on the left. There has been healing. There is fresh pink skin, but healing is progressing. She does have some scattered bruises on bilateral forearms and pretibial areas.

NEURO: Orientation x2. She can reference for date and time. She is quite verbal. Her speech is clear, voices her needs and repeated that she was happy that her daughter and SIL were present to also get the same information. She acknowledged the increase in her anxiety.
ASSESSMENT & PLAN:
1. Anxiety disorder increased. Xanax increased to 0.5 mg q.6h. routine and we will monitor. Continue with BuSpar.

2. Bilateral LEE improved. We will decrease Lasix to four days weekly and discontinue afternoon doses. KCl will be given with Lasix.

3. Annual labs. They are due, so CMP, CBC and TSH ordered for 12/18/2022.

4. Social. This was reviewed for family. I called Walgreens 405-692-3432 to refill the medications she is currently out of which include KCl and midodrine for #90 days with two refills.

CPT 99338 and prolonged direct POA contact 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

