


PROGRESS NOTE

RE: Bernice King
DOB: 04/10/1941
DOS: 01/11/2024
HarborChase AL
HPI: An 82-year-old female seen in room. The patient had complaints of cough and then wanted me to know about redness and irritation underneath her pannus. The patient is obese and states that sometimes being able to get to certain parts of her body is difficult and that her pannus is heavy. So picking it up to clean has been a challenge. The patient has also had a nonproductive cough with congestion. She has been taking Robitussin DM. She is able to self administer and states that there has been minimal benefit. She denies any fevers or chills. She is able to sleep at night with her head propped up. The patient has stage II breast cancer left side. She has an appointment with her oncologist today and stated that she is ready to let them know that she does not want treatment. She is very thoughtful. When she explains that she looks at her age and the quality-of-life that she has had that it has been good. She has family and friends that she loves who are part of her life and she wants to just continue with that for as long as the Good Lord has for her. The last thing is that she has a lipoma that she wanted me to look at. It is on her back left side and she has to position herself a certain way for it to be visible in profile. It is somewhat oval in shape. It is not tall, but wide. It is palpable. There is no tenderness. The skin above it is healthy. I told her that excising it would require either a dermatologist or general surgeon as it is large and it has to be a wide excision to remove the tentacles so that it does not grow back.
DIAGNOSES: Cough with congestion, stage II breast cancer, left upper back lipoma large, chronic lymphedema, chronic lower extremity edema, trigeminal neuralgia, hypothyroid, and cardiac arrhythmia has pacemaker.
ALLERGIES: SULFA, BETADINE, and LATEX TAPE.

DIET: Regular.

CODE STATUS: Advanced directive indicating no heroic measures.
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PHYSICAL EXAMINATION

GENERAL: The patient is seen in her room. She was seated. She is quiet initially and then engages, able to give information and is very pleasant.

VITAL SIGNS: Blood pressure 125/58. Pulse 92. Temperature 98.0. Respirations 17. Weight 315.6 pounds.

HEENT: Sclerae are mildly injected. Her nares are patent. She has almost a croupy sounding cough. No expectoration. She has mild nasal twang when she speaks.

NECK: Supple without LAD.

RESPIRATORY: She has a normal effort and rate. Left mid to lower lung field, there is a rhonchi. Anterolateral lung fields are fairly clear.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.

NEURO: Alert and oriented x 3 with clear coherent speech, able to give information and understands given information.
ASSESSMENT & PLAN:
1. Cough with congestion. Mucinex DM one p.o. q.12h. as long as symptomatic and then p.r.n.

2. Cutaneous candida. Exam of her pannus on the underside, there is diffuse pink redness. Skin is intact, evidence of excoriation. It also continues into the deep crease and the lower fold. Diflucan 200 mg x 1 and then in 72 hours repeat the same dose. Nystatin cream thin film to be placed on pannus a.m. and h.s. and at 1 p.m. nystatin powder to absorb moisture creating a dry environment.

3. Advance care planning. I spoke with the patient and reviewed her advanced directive indicating no heroic measures. So, DNR form is signed to uphold the patient’s expressed wishes.
CPT 99350 and 83.17
Linda Lucio, M.D.
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