


PROGRESS NOTE

RE: Kane Sherman
DOB: 01/21/1971

DOS: 02/14/2025
Featherstone AL

CC: Lab review and the patient questions regarding semaglutide.

HPI: A 54-year-old male with a baseline of cirrhosis of the liver, ETOH and steroid related, and congestive heart failure, which is currently stable. The patient is followed by the INTEGRIS Transplant Center and his cardiologist Dr. Kevin Miller. The patient recently had an abdominal MRI and he was told that it looks good that the liver had clear definition and that was an improvement, so the next plan is a biopsy in next week, which will help determine whether he needs to remain on the liver transplant list. The patient wanted to discuss semaglutide for weight loss. He states that he has lost some weight in the course of being ill, but as at a place where he is not able to lose any further. He states he watches what he eats and then eats very little and he walks around the facility, but otherwise limited in his physical activity. He has specific areas that he wants to lose the fatty tissue and I explained to him that weight loss with semaglutide is not site-specific, but a general weight loss, so to be prepared for that. The patient continues to have pain; however, it is well managed with his current pain medication and states that it does not make him drowsy or cause him to be confused.

DIAGNOSES: Alcoholic cirrhosis with ascites improved, myocardiopathy, lower extremity edema variable, GERD, orthostatic hypotension, history of hepatic encephalopathy, weight gain in the obese category, thrombocytopenia, BPH, and acute on chronic hyponatremia.

MEDICATIONS: Mag-Ox 400 mg q.d., Protonix 40 mg q.d., buspirone 10 mg b.i.d., Coreg 3.125 mg one p.o. q.a.m. and 6 p.m., amiloride 5 mg q.d., lactulose 60 mL t.i.d., temazepam 15 mg h.s., oxycodone 10 mg q.8h. p.r.n., methocarbamol 500 mg q.6h. p.r.n., and B12 1000 mcg one tablet q.d.

ALLERGIES: NKDA.

DIET: Regular.
CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished adult male who knows a lot about his medical history and is cooperative.
VITAL SIGNS: Blood pressure 100/71, pulse 56, temperature 98.0, and respirations 16. The patient is 6’2”, weighs 223 pounds, and BMI is 28.6 overweight category.

HEENT: Full-thickness hair. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

CARDIOVASCULAR: Occasional irregular beat without murmur, rub, or gallop. PMI slight lateral displacement.

ABDOMEN: Soft, slightly protuberant, and nontender. No masses. Hypoactive bowel sounds present.

MUSCULOSKELETAL: Ambulates independently. Moves limbs in a normal range of motion. Intact radial pulses. He has trace to +1 edema from the ankles to mid pretibial area, but overall fairly good muscle mass and motor strength for independent ambulation. No fall history.

SKIN: Warm, dry, and intact with good turgor. There is no bruising, breakdown, or jaundice evident.

ASSESSMENT & PLAN:

1. History of hepatic encephalopathy stable with recent increase in his lactulose.

2. Chronic pain management. Continue with the oxycodone, does not seem to compromise his baseline alertness or cognition.

3. Weight gain. The patient’s BMI puts him well into the overweight category and he states he eats very limited amount, he is active to the extent he can be in the facility, but is not happy with the way that he carries in certain places such as around his abdomen. He wants to try semaglutide, he states that he has heard about it and looked at a little bit, not quite understanding it. He is aware that it is a diabetic medication however. We talked about it and came to an agreement that we could do a 30-day trial and we will start with 0.25 mg SC q. week x4 weeks, then 0.5 mg SC q. week x4 weeks. The patient’s starting weight will be recorded, then we will weigh q. week thereafter for a total of eight weeks. We will monitor for any negative side effects.

4. History of hepatic encephalopathy. The increase in lactulose to 60 mL t.i.d. has been beneficial to the patient and the loose stools seemed to have stabilized and he continues to remain hydrated.

5. Hypoproteinemia. T-protein is 5.4 and ALB is 3.2 both of them slightly decreased from values a few months ago. Recommended a protein drink even if it is just three times weekly to help build those numbers.

6. Hypocalcemia. Calcium is 7.5. Tums chews 750 mg daily ordered.

7. Hyperbilirubinemia. T-bili is 2.1 and again two months ago it was 2.3, so mild increase, but no evident jaundice.
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8. Followup on lipid profile. The patient does not have a diagnosis of hyperlipidemia nor is he on statin, but was curious about the number given his heart disease, so checked and TCHOL is 90 well below the target range of less than 200, triglycerides 56, which put him in the normal range for cardiac events, and HDL 37 so shy of the target of 40. LDL 42, which is optimal less than 100.

9. Screening TSH is WNL at 1.36.

10. Screening A1c WNL at 4.7. No intervention required.

11. History of B12 deficiency. The patient is on B12 supplement. A level was ordered with all the labs ordered a couple of weeks ago and I am requesting the nursing staff to contact the lab to see if it has been drawn and what the results are; otherwise, we will have to do a draw.
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