


PROGRESS NOTE

RE: Gene Mackey
DOB: 06/14/1932
DOS: 04/28/2025
Rivermont AL

CC: Routine followup and lab review.

HPI: A 92-year-old gentleman seen in his room. He was lying in bed watching TV which is usually how he is found when I am here. The patient spends most of his time in room to include for meals. When asked if he wants to come out, but no one checks to see if he needs assistance, he states “no” and that it is just a lot of trouble for him to get up and get out, but he does do it occasionally. Overall, he states he is feeling good and he has no complaints. His one request when I asked if there is anything he needed, he stated yes and that it was light bulbs. He pointed me to a nightlight that he has and stated that there is a specific light bulb that fitted and he needs to have those sent to him. He has a brother/POA Don Mackey who takes care of getting him anything that he needs. I told him I would call his brother and let him know. I asked the patient specific questions as to what may be bothering him, etc., and he stated that he did have constipation, but did not know when his last bowel movement was. The patient is incontinent of urine and the odor of urea in his room was a problem so at my visit with him on 04/15/25, I ordered zinc 220 mg with one capsule b.i.d. Staff believes that currently it has helped decreased the strong odor of urine. So when the patient was seen in bed, he made eye contact and as noted was verbal. He states that he sleeps through the night and that he has been going to meals more frequently than before, requires staff assist to get him up and ready and then can propel himself. He denies any chest pain, palpitations, shortness of breath, or untreated pain. 
DIAGNOSES: Mild cognitive impairment, DM-II, ASCVD, HTN, hyperlipidemia, GERD, CKD and cirrhosis of the liver.

ALLERGIES: NKDA.

DIET: Regular NCS with thin liquid and one can Boost q.d.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, lying in bed. He is engaging and able to give some information.

VITAL SIGNS: Blood pressure 129/71, pulse 78, temperature 98.1, respirations 19, O2 sat 98%, and weight 148 pounds.

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

CARDIAC: He had a regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Soft. Bowel sounds hypoactive, but present. No distention or tenderness.

MUSCULOSKELETAL: The patient is nonambulatory. He gets around in a manual wheelchair that he can propel. The patient had a hip fracture about two years ago that healed with malunion and he has not been ambulatory since then. He has no lower extremity edema. He moves arms in a normal range of motion.

NEURO: He makes eye contact. His speech is clear. He voices his need. He asked appropriate questions. He appears to understand given information and asked to have some things repeated that he did not hear or understand. 

GU: While the patient remains incontinent of urine, the odor of urea in his room is not as strong as it was on my initial visit and I told him that we need to get a urinal that he can keep at bedside and use rather than trying to get up to toilet each time and he is willing to try that. 

PSYCHIATRIC: He is calm, appears to be in good spirits. He voices his needs. He appears to listen to what is said because he asked appropriate questions or makes comments about what was said and he brings up his brother and it is clear he has a deep affection for him. 
SKIN: Warm, dry and intact with good turgor. No bruising or breakdown noted.

ASSESSMENT & PLAN:
1. Renal insufficiency. BUN and creatinine are elevated at 44 and 1.43 indicating that he needs to drink more water and the effect that it has on his kidney function which is also factoring in diabetes and hypertension. 
2. CKD stage III. This is determined by a GFR of 59. The parameters for stage III CKD are eGFR between 30 and 59, so he is at the high end of normal. Remainder of his CMP is WNL.

3. Anemia. H&H are 12.2 and 37.3 with normal indices. 
4. DM II. A1c is 6.7 which is quite good control for his age. The patient takes Lantus 14 units q.a.m. at home was using Lispro sliding scale and that is not used here. We will continue with Lantus as is.
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