


PROGRESS NOTE

RE: Betty Tilghman

DOB: 08/26/1943

DOS: 01/24/2024
Rivendell AL

CC: Pain in left leg.

HPI: An 80-year-old female with end-stage osteonecrosis of her left hip and advanced Parkinson’s disease. Initially, I was to see her for chronic pain and that was not at all what she brought up stating that she was having some depression, which I told her I was glad that she felt comfortable enough to talk about it. The patient is on an SSRI Remeron 15 mg h.s., which was used to help her sleep and stimulate appetite it has really not been of benefit for depression. So, I told her that we would start something else that would be more benefit for what she is telling me about and she is agreeable to that. She tells me that anxiety is a problem that she has and she wants really something for that and I told her we would do that she really has never asked for anything like this before and so I want her to feel comfortable asking.

DIAGNOSES: Major depressive disorder, anxiety, Parkinson’s disease, left hip necrosis advanced is wheelchair bound, pain management, and sleep disturbance.

MEDICATIONS: Toprol 75 mg q.a.m and 50 mg h.s., PEG solution q.d., Mirapex 0.125 mg at 2 p.m. and 7 p.m., Detrol 1 mg b.i.d., tramadol 50 mg q.d., and D3 1000 IUs q.d.

ALLERGIES: KEFLEX and CLINDAMYCIN.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient resting comfortably in bed but she was awake and interactive.
VITAL SIGNS: Blood pressure 145/76, pulse 75, respiration 16, and O2 saturation 94%.

NEURO: Orientation x2. She has to reference for date and time. Her speech is clear. She asked appropriate questions and will tell me if she me to say something again or explain it. She is very plain spoken. I encouraged her to feel free to talk about things.

PSYCHIATRIC: She is generally quiet, her husband can be a bit overbearing at times and she just watches and goes about her away. She has started more speaking up for herself and at times has disagreed with him and told him that he was wrong about certain things and he was surprised but I think he too respects that she speaking up for herself.
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MUSCULOSKELETAL: She self transfers and propels her manual wheelchair. She has a significant lean to the right avoiding pressure on her left hip.

SKIN: Warm, dry, and intact. No bruising.

ASSESSMENT & PLAN:

1. Depression. We will start Zoloft 25 mg for one week then increase to 50 mg q.d. When she gets to 50 mg q.d. will then discontinue Remeron.

2. Anxiety/agitation. Lorazepam 0.25 mg q.a.m. and 5 p.m. We will followup next week with her to see how that is going for her.
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Linda Lucio, M.D.
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