


PROGRESS NOTE

RE: John Batey
DOB: 02/07/1937
DOS: 03/07/2025
Radiance MC
CC: Lab review and check of right ear.

HPI: An 88-year-old gentleman who has a followup via BMP previously noted volume contraction with elevated BUN and creatinine. The patient was on torsemide 40 mg q.d. for bilateral lower extremity edema. Torsemide has been held since 02/21/25. Today’s labs show a BUN previously 80 is now 17 showing that he is euvolemic i.e. well hydrated. Creatinine had been elevated at 2.10 and is now 0.85 well within a normal range and GFR is now 77.8 and was 30. So, there has been a significant improvement in renal function and hydration status following the hold on 40 mg of torsemide q.a.m. Exam of the patient’s legs today show 2 to 3+ bilateral lower extremity edema, the right greater than the left. The patient is moving around all day. It is difficult to get him to sit down much less to sit down and elevate his legs. I was contacted regarding the patient yesterday 03/06/25 by the hospice nurse concerned that the patient had a red external right ear. It was also warm with mild edema. It was described to me yesterday he is not having any external skin breaks. No bruising or rash noted and it is unclear when the patient sleeps whether he sleeps on the right side. The patient’s advanced dementia, he is not able to give any information as to whether his ear hurts and if so how long has that gone on.
PHYSICAL EXAMINATION:

GENERAL: Petite elderly gentleman observed slowly walking the hallway in memory care.
VITAL SIGNS: Blood pressure 82/66, pulse 81, temperature 98.2, and respirations 16.

HEENT: His right ear is pink, mild edema, some mild warm to touch. I was able to look at it. I did not see any skin breaks either the front or back side. There is no bruising or evidence of abrasion and the patient did allow me to examine him, but did have a time limit after about 30 seconds he was ready to start moving again. Observation of gait is that it is at his baseline. He cannot slowly trudges along, not picking feet up, but shuffling. His conjunctivae are mildly injected. No evidence of a stuffy nose. He has no preauricular or post-auricular or cervical LAD. 
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ASSESSMENT & PLAN:
1. Perichondritis. Order for Cipro 500 mg b.i.d. x 7 days and the patient has received his first two doses today. 
2. Bilateral lower extremity edema. The patient’s diuretic has been held since 02/21/25 given labs on 02/17/25 indicating volume contraction and elevation of creatinine. So, he has been off diuretic approximately two weeks and a BMP today is reviewed shows a BUN of 17 versus 80 and a creatinine of 0.85 versus 2.10 and GFR of 77.8 versus 30. The patient’s sodium is now 144 versus 152. So, significant improvement to normal status of his renal function and electrolytes. 
3. Bilateral lower extremity edema. The patient has +2 to 3 on his left leg and +3 lower extremity edema of his right leg. Both legs are tight and firm to touch. No warmth or erythema. I will restart torsemide at 20 mg only once daily and we will monitor with a BMP in two weeks. We encouraged that the patient be given water and staff stand with him to make sure he drinks it after any medication dose or at mealtime.
4. Social. I spoke to the patient’s daughter/POA Aaron Batey regarding the above. She appreciated the phone call.
5. Medication hold. While receiving the Cipro, the patient’s Seroquel is on hold as the drug interaction between the two leads to an increased irregular heart rate. My observation of patient though for a limited time was that he appeared to be doing fine without the Seroquel, but again we will see how he is over the next week.
CPT 99350 and direct POA contact 10 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
