


PROGRESS NOTE

RE: Johnnie Houston
DOB: 04/07/1938

DOS: 03/04/2024
Jefferson's Garden AL

CC: Malodorous urine and anxiety.

HPI: An 85-year-old female seen in room, she had been out on the unit after lunch; she comes out for all meals and has her group of people that she sits with, she also participates in activities. The patient uses a walker out on the unit and, when she is in her room, she will walk independently, but hold onto things. She has not had any recent falls. In early February, the patient was having hypokalemia. She is on torsemide 60 mg q.d. and her KCl was adjusted, increased to 20 mEq b.i.d. for five days, then resumed 20 mEq q.d. She has lab work that is reviewed today specifically a potassium check and it is WNL at 3.7. When we were in the room talking, an aide came in and asked her if she could give a urine specimen, so the patient went back with her into her bathroom, gave the specimen and came back out and when I asked the staff person why that was being done as no one had spoken to me about it, so there was no odor and she told me that nursing staff had spoken to her granddaughter who had been with the patient over the weekend, taken her out to her home and noted a strong odor to the patient’s urine throughout the day, so she called and wanted to know if she possibly had an infection. When the urine was being taken out, it was clear in color, but there was clearly an odor about it. I saw the patient after dinner when other residents had gone into their rooms for the night, she was sitting at the dinner table and just stayed there, fell asleep and staff finally had to awaken her and took her to her room.

DIAGNOSES: CHF, HTN, DM II, OSA; uses a CPAP, macular degeneration, urinary incontinence, early bowel incontinence, and depression.

MEDICATIONS: Lantus 27 units q.d., Norvasc 5 mg q.d., ASA 81 mg q.d., BuSpar 10 mg 11 a.m. and 4 p.m., Centrum Silver 50 ______ q.d., Eliquis 5 mg q.12h., omeprazole 40 mg q.d., glipizide 5 mg q.d., Hiprex 1 g b.i.d., metoprolol 25 mg q.d., pramipexole 0.5 mg b.i.d., Senna one tablet b.i.d., Detrol 2 mg b.i.d., torsemide 60 mg q.d., trazodone 50 mg h.s., vitamin C q.d., zinc q.d., and KCl 20 mEq q.d.

ALLERGIES: Multiple, see chart.
Johnnie Houston
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DIET: NCS.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient was alert and interactive when seen.
VITAL SIGNS: Blood pressure 126/80, pulse 73, temperature 97.8, respirations 16, O2 saturation 97%, and weight 140.8 pounds.

NEURO: She makes eye contact. She is verbal. Her speech is generally clear. She is able to voice her needs, understands given information and she is able generally to explain what is going on with her and understands the treatment given.

PSYCHIATRIC: The patient’s affect has become more blunted and she is a bit more isolating; while she will sit with other people at mealtime, she is quiet and less interactive, just watching what is going on and, when speaking with her in her room, she acknowledged just feeling a little bit down and stated she could not really identify what it was. I did commend her for just bringing it up in the first place.

SKIN: Skin is dry. She has some bumps and bruises on her shin and forearm. No skin tears. Skin is dry and I talked to her about lotioning up in the morning or at bedtime, she said it was hard to do and, when I offered staff to help, she said she would try to do it herself first.

ASSESSMENT & PLAN:

1. Depression/anxiety. After discussion of adding an SSRI or other antidepressant or staying with the BuSpar and increasing the dose, she chose the latter as she is familiar with it and if it does not work, she would be willing to try something else.

2. Malodorous urine. UA with C&S obtained and await results and we will treat as needed.

3. Hypokalemia. The patient’s current potassium is WNL on KCl 20 mEq b.i.d. and she has a normal creatinine at 0.91.

CPT 99350

Linda Lucio, M.D.
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