


PROGRESS NOTE
RE: Robert Stamm
DOB: 10/05/1928
DOS: 08/06/2024
Jefferson’s Garden
CC: Breathing treatment adjustment.
HPI: A 95-year-old gentleman seen in apartment that he shares with his wife. Initially it was just him and she was napping and she did get up and join us. The patient is alert. He is able to give information and can assist his wife or assist me in information about his wife. The patient continues with OAB symptoms, which he states interrupt his sleep. He will go to bed about 9 o’clock sleep soundly until about midnight or 1 o’clock wakes up ask to go to the bathroom and knows that it will continue that way for a few hours and then is able to fall back to sleep. The patient is on a diuretic 40 mg torsemide taken in the a.m. He states pain is managed. He and his wife go out to the DR for all meals occasionally will participate in activities. He will often be out in the day area by himself while his wife naps and he is quiet. We will occasionally socialize with another male resident. He has had no falls or keep medical issues. The patient has breathing treatments that have been scheduled every six hours. He feels that is too frequent and I would agree with him. His COPD/asthma are stabilized and so we are going to cut back on his breathing treatments. He would like to have them in the morning and in the later afternoon.
DIAGNOSES: OAB/nocturia, insomnia, DM II, CAD, HLD, hypothyroid, asthma, and COPD.
MEDICATIONS: Lipitor 20 mg q.d., Os-Cal q.d., Plavix q.d., Eliquis 2.5 mg b.i.d., glipizide 5 mg q.d. AC, Imdur 30 mg q.d., Januvia 50 mg q.d., levothyroxine 50 mcg q.d., metoprolol 25 mg q.12h., Singulair q.d., Mucus Relief 400 mg t.i.d., MVI q.d., KCl 10 mEq q.d., Flomax q.d., tolterodine 2 mg 8 a.m. and 8 p.m., and torsemide 40 mg q.d.
ALLERGIES: NKDA.
CODE STATUS: DNR.
DIET: Regular NCS.
PHYSICAL EXAMINATION:
GENERAL: The patient is alert and cooperative.
VITAL SIGNS: Blood pressure 142/78, pulse 86, temperature 97.4, respiratory rate 18, and O2 sat 97% and weight 186 pounds, which is gain of 6 pounds.
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HEENT: Glasses in place. Conjunctivae mildly injected. Nares patent. Moist oral mucosa.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. He has a few early inspiratory wheezes. No cough. Symmetric excursion with decreased bilateral breath sounds.

ABDOMEN: Slightly protuberant. Nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: He has a walker that he uses to get around the facility in room. He will walk without it. He has no lower extremity edema goes from sit to stand and vice versa without assist.

SKIN: He has some senile dermatosis on sun exposed areas and to include forearms, there is no breakdown. He does have some scattered purpura on his left forearm primarily, but skin is intact.
ASSESSMENT & PLAN:
1. DM II is due for quarterly A1c and it is ordered. Currently, no change in his medication.

2. COPD. The patient is agreeable to breathing treatments that we would like to have them decrease so will change to q.a.m. and 4 p.m. and he has p.r.n. order for additional breathing treatment and is able to ask for if he needs it. His asthma has been well-controlled this season.
3. Nocturia. I told him that he is at the max dose of tolterodine. His diuretic is in the morning. I told him we could see how he does with 20 mg a day that I think he is reluctant to decrease that dose given his cardiac issues and I agree with that and presented that there are other medications to address same issue to see if maybe he has a better response with them and he is not wanting right now to just start dealing with other medications.
4. General care. He is current on lab work. He is followed by complete home health who see he and his wife twice weekly and he is comfortable voicing any need to Faye the nurse that is followed them both for four years.
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