


PROGRESS NOTE

RE: Barbara Manning
DOB: 03/30/1928

DOS: 07/24/2023
Jefferson’s Garden

CC: Lab and medication review.

HPI: A 95-year-old with a history of CHF requiring diuretic use initially for cardiology on spironolactone 50 mg q.d. with KCl 10 mEq q.d. and Mag-Ox one tablet h.s. Since admission, we have been relatively close in maintaining her potassium levels in a fairly normal range with a hold on spironolactone and using Lasix 40 mg q.d. with the 10 mEq of KCl. Labs reviewed today from 07/17 draw showed BUN and creatinine of 49/1.85 and potassium of 4.6. She has had some weight loss secondary to diuresis goes to meals has a fair appetite. Admit weight was 128.6 pounds and she is currently at 117.8 pounds loss of 10.2 pounds and I am not sure that all of it can be attributed to diuresis. Pain management has been an issue. Tramadol was what she took it home 50 mg b.i.d. and on admit she requested the same so it was ordered and now she thinks she has dizziness secondary to the medication I did bring up that decrease in overall body fluid can cause similar symptoms and clarified that because she was on a diuretic did not mean she could not drink and encouraged her to drink fluids in order to wash out the soft tissue edema.

DIAGNOSES: History of CHF, chronic lower extremity edema, CKD III issue regarding potassium management, history of protein calorie malnutrition, gait instability, uses a rolling walker and self transfers and sit.

MEDICATIONS: Amlodipine 2.5 mg q.d., Flonase q.d., levothyroxine 88 mcg q.d., Claritin 10 mg q.d., Mag-Ox 420 mg b.i.d., metoprolol 50 mg b.i.d., Singulair h.s., KCl 10 mEq q.d., Lasix 40 mg q.d., Mirapex 0.125 mg h.s., tramadol will decrease to 25 mg b.i.d., trimethoprim UTI prophylaxis 100 mg h.s., and Xarelto 15 mg h.s.

ALLERGIES: NITROFURANTOIN.

DIET: NAS with chop meat.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient seen in room. She is a well groomed, alert, and gives input into her care issues.
VITAL SIGNS: Blood pressure 110/64, pulse 62, temperature 98.0, respirations 18, and weight 117.8 pounds.

CARDIAC: Regular rhythm. No murmur, rub, or gallop.

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

ABDOMEN: Soft and bowel sounds hypoactive. No distention or tenderness.

MUSCULOSKELETAL: She ambulates with her walker. She has trace ankle edema bilateral. Moves her limbs in a normal range of motion, goes from sit to stand using walker for support.

NEURO: Makes eye contact. Speech clear. She is almost hypervigilant about her care, medications, and at times appears to be doubting what is being discussed.

ASSESSMENT & PLAN:

1. History of CHF with chronic lower extremity edema. Continue with Lasix 40 mg q.d. and KCl 10 mEq. We will follow up with BMP in two weeks.

2. Gait instability. The patient is very good about using her walker to get around. She has not had any recent fall and PT and OT have been discussed. She is followed by Universal Home Health and prior to coming here patient had therapies at an SNF unit. If she is interested, she will certainly let us know.

3. Pain management. Decrease tramadol to 25 mg b.i.d. and assess whether she has dizziness at that time as well.
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Linda Lucio, M.D.
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