


PROGRESS NOTE

RE: Donna McWaters
DOB: 02/29/1952
DOS: 07/16/2024
Featherstone AL
CC: Return from ER.

HPI: A 72-year-old female seen today. She was seen in the dining room where she was sitting, eating and did not want to go to her room. The patient was sent to the ER earlier today and up with complaints of abdominal pain, returned from Norman Regional ER with diagnosis of bilateral lower abdominal pain and volume depletion. She was sent back with orders for Levsin 0.125 mg q.4h. p.r.n. and Zofran 4 mg q.6h. p.r.n. The patient was in the dining room finishing up lunch and stated that she wanted to be seen there. She did not want to get up and go to her room. I explained that there might not be a lot of privacy and she said she did not care. Throughout the rest of the interview, she was very abrupt and to the point at times defensive and some of that started to have the edges taken off as we went along.

DIAGNOSES: Unspecified anxiety disorder, hypertension, major depressive disorder, insomnia, hypertension, overactive bladder, history of cold sores on prophylactic therapy, hyperlipidemia, and chronic allergic rhinitis.

PAST SURGICAL HISTORY: The patient had neurologic surgery secondary to a cerebral aneurysm which was clipped, pacemaker implant, total abdominal hysterectomy, bilateral cataract extraction, tonsillectomy, bilateral knee replacement and left shoulder replacement.

MEDICATIONS: Coreg 12.5 mg b.i.d., Lipitor 80 mg h.s., Plavix q.d., BuSpar 30 mg b.i.d., hydroxyzine 25 mg t.i.d., Cymbalta 60 mg b.i.d., Zoloft 50 mg q.d. will be increased to 100 mg q.d., trazodone 100 mg h.s. will be increased to 150 mg h.s., losartan 50 mg q.d., L lysine 500 mg q.d., Lipitor 80 mg h.s., Plavix q.d., B12 q.d., Flonase nasal spray b.i.d., duloxetine 60 mg two tablets q.d., olanzapine 5 mg h.s. and p.r.n. tizanidine 4 mg q.6h. p.r.n. The patient notes that this medication helped her to sleep, so she would like to have it added at bedtime routine. We will first go with the increase trazodone and then address the tizanidine.
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ALLERGIES: IODINE, BETADINE, LYRICA and PENICILLIN.

SOCIAL HISTORY: She has never married or had children. She has no family support. She states she is a lesbian. Thus her family rejecting her and has been told that she cannot bring that up here in the facility and I told her I found that difficult to believe. The patient was a pharmacy technician, worked as a delivery driver for different pharmacies. She is her own POA. She has a 80-pack year smoking history, smoking 1.5 packs per day prior to admit, now down to a half pack which she is upset about and no ETOH use.

CODE STATUS: Full code. The patient wanted to discuss DNR which we did.

DIET: Regular.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: She is at her baseline weight which is unknown.

HEENT: She does not wear corrective lenses. She states her vision is fine. She has partial dentures. Hearing is adequate without hearing aids.

RESPIRATORY: Occasional cough without expectoration and rare SOB only if exerting self.

CARDIAC: She denies chest pain or palpitations.

MUSCULOSKELETAL: She ambulates independently in her room. She has a walker for distance. She states she had a fall here, but cannot give more information.

NEUROLOGIC: She has insomnia. Trazodone was effective at the current dose, but thinks that it does not work as the body got used to it, so she is open to the increased dosage and we will see how that benefits her.
GI: She is continent of bowel. No difficulty chewing or swallowing. Occasional dyspepsia.

GU: She has urinary leakage and wears pads.

PSYCHIATRIC: The patient states that she was in a psychiatric facility in Meeker and that was preceding coming here.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, seated in the dining room eating and did not want to go to room.

VITAL SIGNS: Blood pressure 136/74, pulse 70, temperature 97.1, respirations 18, and O2 sat 94%.

HEENT: She has short hair that is kempt. EOMI. PERLA. Nares patent. Moist oral mucosa. Native dentition fair repair.
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RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds. Lungs fields are clear. Random cough dry and no conversational SOB.

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

ABDOMEN: Protuberant, but firm and nontender. Bowel sounds present.

MUSCULOSKELETAL: She has good muscle mass and motor strength. She ambulates independently when I was seeing her. She moves all limbs in a normal range of motion.

NEURO: CN II through XII grossly intact. She is alert and oriented x 3. Speech is clear. She voices her needs and ask questions until she is satisfied with the answers.

SKIN: Warm, dry and intact with fair turgor. No bruising or breakdown noted.

PSYCHIATRIC: The patient is defensive and antagonistic expecting almost that the people are going to find fault with her. She brings up the fact that she is a lesbian as something that she could never be herself and does not see that she is defensive as a result.

ASSESSMENT & PLAN:
1. ER followup. The patient diagnosed with IBS type symptoms and Levsin recommended for p.r.n. use. We will see if that is used and she also has Zofran p.r.n. for nausea and I did let her know that both medications.

2. Code status. I did ask about this and she stated that she did not want to have anything done and it was her time she wanted to be let go. So, I shared with her what a DNR is and that in no way limits or affects ongoing care. She is an agreement, so DNR form is signed and she is her own POA. Order written and placed in chart.
CPT 99345 and advance care planning 83.17
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
