


PROGRESS NOTE

RE: Johnnie Houston-Nelson
DOB: 04/07/1938
DOS: 10/02/2023
Jefferson’s Garden AL
CC: Followup on treatment of lower extremity edema.

HPI: An 85-year-old with history of HTN, CHF, and tachycardia with decompensated CHF early evidence of bilateral lower extremity edema with increase. I was contacted by Universal Home Health who follows the patient on 09/26/23 that her lower extremity edema was at 3+ and she was having shortness of breath both with exertion and rest. Torsemide 40 mg daily was started for the first three days. It was 40 mg b.i.d. then q.d. She had good diuresis with resolution of SOB. She is seen in her room today. She has good personal care that is evident through the time spent with her. She was quite verbal and no evidence of shortness of breath through the whole time. She tells me that her legs are significantly less swollen than they had been before the diuretic was started and she asked that it not be discontinued. Apparently, she had been on it. She was started on it during hospitalization prior to this admission that was cardiac in nature and had a good result with it. When she went to SNF, it was discontinued. I reassured her that will leave her on it as long as she needs it which looks like she will need to stay on it.
DIAGNOSES: CHF, HTN, tachycardia, DM-II, depression, OSA with CPAP, and macular degeneration.

MEDICATIONS: Unchanged from initial visit note with the exception of now on torsemide 40 mg q.d.
ALLERGIES: Multiple, see chart.

DIET: Regular, NCS with chopped meat.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient was well groomed and actually had a makeup on sitting in her room with her cat present. The patient states that she feels good and wants me to look at her legs and tells me how they were prior to the torsemide.
VITAL SIGNS: Blood pressure 116/65, pulse 96, temperature 98.9, respirations 18, and weight 137.8 pounds.

HEENT: She has short wispy hair that is combed back. Sclerae are clear. Moist oral mucosa.

NECK: Supple.

RESPIRATORY: She has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion. Breath sounds are decreased bibasilar.

CARDIAC: She has in a regular rhythm with SCM at the right second ICS. No rub or gallop.

MUSCULOSKELETAL: Intact radial pulses. She has +1 pretibial edema.

NEURO: She is alert and oriented x3. Speech is clear. She makes her point. She is a retired nurse who has an active nursing license for over 30 years. So, she is well versed in her medical issues.
SKIN: Warm, dry and intact. She does have compression hose on and moves her arms in a normal range of motion. She is weightbearing for transfer and has a walker that she uses in her room and a wheelchair for distance.

ASSESSMENT & PLAN:
1. CHF with lower extremity edema and SOB. Both issues resolved with diuretic, which we will stay on and she is pleased to hear that.

2. DM-II. The patient is on insulin and oral DM-II medications. A1c is ordered.

3. General care. CMP, CBC, and magnesium level for baseline lab ordered.
CPT 99350
Linda Lucio, M.D.
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