


PROGRESS NOTE

RE: Beverly Schwarzkopf

DOB: 09/30/1944

DOS: 02/29/2024

Harbor Chase AL

CC: Followup on UA and Zoloft adjustment.

HPI: A 79-year-old female last seen on 02/15/23 and at that time she appeared anxious and agitated. She had a fine tremor as opposed to the tremor that has been fairly managed with her Parkinson’s medication and there was noted rigidity, which she also saw and was concerned about. The patient saw a psychiatrist that her daughter who is working on her nursing doctorate found for her mother and requested referral. In looking at her medications at that time, the patient has been on citalopram 20 mg q.d. for about a year, the psychiatrist determined that she needed an increase and change in her SSRI and discontinued the citalopram and started Zoloft 150 mg q.d. Two days after I saw the patient, daughter called me concerned about what she was seeing with her mother – the agitation, anxiety, the stiffness; and I talked to her about my concern the Zoloft being 150 mg q.d. was in excess and my concern was that she was experiencing serotonin syndrome. I was able to talk to Dr. K and he agreed. So, her Zoloft was stair-stepped down to 100 mg for two days and then 50 mg q.d. She has been on 50 mg now approximately 10 days. She was seen in the room this morning. She was propped up in her bed reading her laptop and she looked calm and relaxed. There is a noted decrease in her tremor and her movement appeared smooth. When I asked how she felt, she stated that she felt much better. She reports sleeping. Her appetite is fair which is her baseline and a decrease in overall musculoskeletal pain. The patient has a sitter that daughter has provided daily for approximately 10 hours a day 8 o’clock in the morning until about 6 to 8 o’clock pending patient’s demeanor. She has had no falls. No dysuria. She was treated for a UTI on 02/15/24 started nitrofurantoin 100 mg b.i.d for seven days and she states that she thinks today is her last day as there was a delay in getting it to her.

DIAGNOSES: Advanced Parkinson’s disease, major depressive disorder stable, chronic anxiety disorder, hyperlipidemia, orthostatic hypotension, unspecified dementia, stable hypothyroid and MCI.

ALLERGIES: NKDA.
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DIET: Regular.

CODE STATUS: DNR.

MEDICATIONS: Unchanged from 12/21/23 note and UA review from 02/21/24 was positive for Enterococcus faecalis and Enterococcus faecium, both susceptible to nitrofurantoin.

PHYSICAL EXAMINATION:

GENERAL: Petite elderly female who appeared rested and more relaxed than when last seen.

VITAL SIGNS: Blood pressure 133/65, pulse 76, temperature 98.0, respirations 18, and weight 102 pounds.

CARDIAC: She has regular rate and rhythm without murmur, rub or gallop. PMI is nondisplaced. 

ABDOMEN: Flat and nontender. Bowel sounds are present. No tenderness to palpation.

MUSCULOSKELETAL: Did not observe weightbearing, but she was moving her arms in a normal range of motion. There was no significant tremor noted. She has intact radial pulses. No lower extremity edema. The patient is weightbearing and ambulates. She does have a walker in room and wheelchair for distance.

NEUROLOGIC: She is alert and oriented x 2-3. She makes eye contact. Speech is clear. She understands given information. She voices her needs. I reviewed the UA with her and she understood the infection, treatment and states that the symptoms that let her to be concerned have resolved.

ASSESSMENT & PLAN:
1. UTI, Enterococcus faecalis and E. faecium. She has been treated and is asymptomatic at this point in time.

2. Depression/anxiety. Zoloft is the appropriate SSRI I believe but now at the 50 mg q.d. I think she is doing much better; 150 mg was excess for the patient.

3. Night terrors. Klonopin was started and has resolved the issue at this time.
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Linda Lucio, M.D.
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