PROGRESS NOTE

PATIENT NAME: Spence, Dwight

DATE OF BIRTH: 10/31/1957
DATE OF SERVICE: 09/03/2023

PLACE OF SERVICE: FutureCare Charles Village

SUBJECTIVE: The patient is seen today as a followup. The patient has been admitted to subacute rehab with ambulatory dysfunction. The patient was hospitalized to Midtown Campus with syncope and collapse, osteoarthritis, and hypertension. He has heart failure with reduced ejection fraction, CKD, paroxysmal atrial flutter, hypertension, hypomagnesemia, history of nasal fracture, history of gout, nonischemic cardiomyopathy status post AICD, previous history of heart catheterization in 2022, and colonoscopy.

ALLERGIES: Not known.

CURRENT MEDICATIONS: Naloxegol 25 mg daily before breakfast, Entresto one tablet b.i.d., albuterol inhaler two puffs q.6h, Lipitor 80 mg q.p.m., Lasix 40 mg daily, Eliquis 5 mg b.i.d., magnesium oxide supplement daily, metoprolol succinate 200 mg daily, semaglutide 7 mg q. month, spironolactone 50 mg daily, tamsulosin 0.4 mg daily, and tiotropium one spray inhalation daily.
REVIEW OF SYSTEMS: Complaining of pain in the knee and the leg, difficult ambulation, and lower extremity weakness. No nausea. No vomiting. No fever. No chills.

PHYSICAL EXAMINATION:

General: He is awake, alert, oriented x3, and cooperative.

Vital Signs: Blood pressure 134/80, pulse 67, temperature 98.1, respiration 18, and pulse ox 98%.

Neck: Supple. No JVD.

Chest: Nontender. Left side possibly ICD device.
Lungs: Clear. No wheezing. Decreased breath sounds at the bases.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Tenderness in the left knee, right knee, and some edema in the leg also noted. 
Neuro: He is awake and alert. He is complaining of lower extremity weakness and difficulty ambulation.
LABS: WBC 9.8, hemoglobin 11.9, hematocrit 37.4, AST 87, ALT 126, BUN 39, and creatinine 1.5.
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ASSESSMENT:

1. The patient was admitted with recent syncope and collapse.

2. Severe arthritis.

3. Osteoarthritis.

4. Heart rate with preserved ejection fraction.

5. Nonischemic cardiomyopathy status post AICD.

6. CKD.

7. Elevated liver enzymes.

8. Transaminitis need to be further evaluated.

9. History of hypertension.

10. History of paroxysmal atrial fibrillation.

11. History of sleep apnea.

12. History of diabetes mellitus.

13. The patient has been admitted with ambulatory dysfunction.

14. Severe arthritis.

15. Syncope and workup done at the hospital.

16. Cardiomyopathy statu post AICD placement.

17. Paroxysmal atrial flutter.

18. Osteoarthritis severe.

PLAN: We will continue all his current medications. He said he has taken before oxycodone with pain relief. He is constantly depending of the both knee. I have explained to the patient he is elevated liver enzyme. At this point, we cannot give him Tylenol but we can also give oxycodone 5 mg q.8h. p.r.n. and also some laxative along with that. Care plan discussed with the nursing staff.

CODE status discussed with the patient. The patient is alert and oriented x3. He wants to be full code. MOLST form signed by me. The patient wants full code. No full code intubation ventilation if needed, transfer to hospital if needed, IV antibiotic if needed, dialysis if needed, G-tube he is not decided, blood transfusion if needed yes, and all the blood work yes. New MOLST form was signed by me.
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