


PROGRESS NOTE

RE: Julia Lawson

DOB: 02/18/1931

DOS: 10/11/2023

Rivendell AL

CC: Followup on med hold.
HPI: A 92-year-old seen in room. The patient has ongoing history of overactive bladder, has been on different medications for same; the most recent has been trospium. When I had spoken with her on 09/27, when asked she stated that she had noticed no benefit from the medication that she was still having a lot of urinary urgency and leakage. She was also getting up throughout the night to urinate. We ruled out a UTI, then have held the medication since then. Today, seen her in her room, I asked her how she is doing without the medication, if there has been an increase in her incontinence. She stated that she saw no difference. She does keep an eye on her medication costs as well as the number of medications that have to be administered to her. She requests the medication be discontinued as she did as well without it as she did with it. She then wants to review her medications which we did. She also asked about a good multivitamin that she should take and tells me she feels like she should have been on one this whole time. The patient has a history of DM II, had been on oral medications for some time and as she acclimated here, became more active, she actually started eating better and had some weight loss. Her A1c was 6.0 on 06/19/2023 and she was off diabetic medication for six months at that point. She states that she has an older sister who has diabetes and is having a lot of problems with it and she feels paranoid that the same thing will happen to her, so she would like to have an A1c drawn, told her that we will do that. She also wants to go through her medications to see what can be discontinued.

DIAGNOSES: HTN, CAD, insomnia, GERD, history of hyponatremia, history of left lung nodule with diagnostic workup deferred, and history of DM II.

MEDICATIONS: Tylenol ER 650 mg at 2 p.m., Norvasc 10 mg at noon, Coreg 37.5 mg 8 a.m. and 8 p.m., hydralazine 50 mg t.i.d., and NaCl 1 g tablet two tablets at 8 a.m.

ALLERGIES: IODINE.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed and pleasant when seen in room.

VITAL SIGNS: Blood pressure 155/68, pulse 61, temperature 97.7, respirations 16, and weight 124 pounds; a weight loss of 7 pounds since 09/27.

NEURO: She makes eye contact. Her speech is clear. She asks questions and understands given information, will clarify if she needs to. She clearly voices her need.

MUSCULOSKELETAL: She gets around in her manual wheelchair. No lower extremity edema. She self-transfers.

CARDIAC: She has a soft systolic ejection murmur right second ICS, it is most prominent at the second left ICS. Intact radial pulses.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

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

ASSESSMENT & PLAN:

1. Overactive bladder. Discontinue trospium at the patient’s request; did not derive significant benefit from it.

2. HTN. The patient is on four medications lowering blood pressure and HCTZ. The patient is aware that that makes her urinate more and she wants to get rid of it. We will monitor her blood pressures every day for the next couple of weeks.

3. Request for bedside medication. The patient has Tylenol 650 mg ER that she gets at 2 o’clock every day. She states that she has a container of Tylenol in her room that she will give herself if she needs it, states she does not use it frequently, so wants to know if she can self-administer the Tylenol and so I have written order for same.

4. History of DM II. Her last A1c was on 06/19/2023, it was 6.0. She was off her previous DM II medications for about four months. We will check it again as it has been close to eight months without medication.

CPT ______
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

