


PROGRESS NOTE

RE: Barbara Manning
DOB: 03/30/1928
DOS: 10/02/2023
Jefferson’s Garden AL
CC: Lab review and pain management.

HPI: A 95-year-old female with a BMP for review. She has had variable potassium levels. It was a problem several months ago when she was hospitalized and her sons are very cautious about monitoring this. I told the patient that her family has requested UA thinking she has UTI. She seemed puzzled by that and she did not think she needed to have one, but was agreeable. She brought up her pain management. She is currently taking Tylenol 650 mg ER one tablet twice daily. When asked she said that she at this point was getting little relief when she took it and it did not last for long. She wanted to know what else she could take and I went through the over-the-counter NSAIDs, naproxen, etc. She was not really interested and then tramadol versus Norco were discussed. She states when she was in the hospital recently that she took one of the pain pills that I had mentioned and it made her loopy. While she could not tell me which one, she believes that it was tramadol. The DON wants to talk to her daughter. The patient was very pleasant and cooperative. It was the most time that I have got to visit with her in a while.

DIAGNOSES: CHF, CKD, chronic lower extremity edema, protein-calorie malnutrition, gait instability uses rolling walker and self transfers and potassium level variable.

MEDICATIONS: Eliquis 2.5 mg b.i.d., Entresto b.i.d., Lasix 40 mg q.d., Mag-Ox 420 mg b.i.d., metoprolol 50 mg b.i.d., KCl 10 mEq q.o.d., spironolactone 50 mg q.d., Flonase h.s., levothyroxine 88 mcg q.d., lidocaine patch to lumbar spine h.s., Claritin 10 mg q.d., meloxicam 7.5 mg MWF, Singulair h.s., Mirapex 0.125 mg h.s., and trimethoprim 100 mg h.s. UTI prophylaxis.

ALLERGIES: MACROBID/

CODE STATUS: DNR.
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DIET: NAS with chopped meat.

PHYSICAL EXAMINATION:

GENERAL: The patient was napping when I came in, but she quickly got herself up and came into the living room. She is pleasant and cooperative.
VITAL SIGNS: Blood pressure 146/70, pulse 62, temperature 98.1, respirations 16, and weight 128.2 pounds which is a weight gain of 3.8 pounds.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: She had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

MUSCULOSKELETAL: She ambulates with her walker. She stoops more at the upper thoracic spine. She has no lower extremity edema. She moves her arms in a normal range of motion and no pain to palpation along her spine, but she notes certain areas as being where she has pain.

PSYCHIATRIC: The patient was able to clearly tell me the areas that she needed help with and could discern one medication from the other as to its benefit. She seems somewhat irritated that her kids wanted an urine test because she was acting different, but they had said nothing to her.
ASSESSMENT & PLAN:
1. UA request. She understands that family want to rule out UTI as a cause of what they view as unusual behavior and I am not clear what that is. So, we will wait until that comes back and hopefully, it will be clear and then I would like to speak to family as to what it is. They think it is off and about her.
2. BMP review. Creatinine is 1.10, so elevated. This compares to 08/15/23 lab for creatinine that was 1.19, so improved.

3. Potassium. Today’s potassium is 3.8. On 08/15/23, it had been 5.6 and she is on low dose potassium at 10 mEq every other day which would be four days weekly resulting in level of 3.8. I am changing dosing to KCl 10 mEq Monday through Friday with a check of potassium level on 10/17/23.
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