


PROGRESS NOTE

RE: Ralph Jones
DOB: 03/02/1928
DOS: 11/20/2023
Jefferson’s Garden AL
CC: Lab review.

HPI: A 95-year-old gentleman with DM-II. He is on Lantus. He was receiving 36 units q.a.m. on admit and gradually as he has had a couple of A1cs, there has been a decrease in his insulin needs. His most recent A1c done on 11/09/23 returns at 6.5 and further decrease in his insulin, decreasing Lantus to 12 units q.d. He is having daily FSBS. His fingersticks are generally in good control while there are some a bit higher for his age that is acceptable. He states that he feels good. He did not have his hearing aids on when I went in the room. So fortunately, he put them on and even with them; he is still hard of hearing. The patient has had a suprapubic catheter since admit and recently there was a change in the catheter tubing and bag. He now has that attached to his left lower leg. I observed him walking with his walker. He is steady and upright. However, the catheter tubing is long and he had one leg placed in front of the tubing so that when he walked, it was getting caught on the back of his heel. So, I had him stop and readjusted the tubing. Hopefully if it is in front of his leg, he is not going to step on it either.

DIAGNOSES: DM-II much improved, CKD stage III, suprapubic catheter with leg bag secondary to urinary retention, hearing loss in spite of wearing HAs, HTN, hypothyroid, and gait requiring a walker.

MEDICATIONS: ASA 81 mg q.d., levothyroxine 88 mcg q.d., Toprol ER 25 mg q.a.m., Peg Powder q.d., and trazodone 50 mg h.s.

ALLERGIES: NKDA.

CODE STATUS: Full code.

DIET: NCS.
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PHYSICAL EXAMINATION:

GENERAL: The patient is observed ambulating with his walker. He was steady and upright and then seated in his room watching the news.

VITAL SIGNS: Blood pressure 134/76, pulse 81, temperature 98.6, respirations 16, and weight 171 pounds.
RESPIRATORY: He has a normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

CARDIAC: He has regular rate and rhythm without murmur, rub, or gallop. Heart sounds are prominent.

ABDOMEN: Flat and tender. Bowel sounds present.

MUSCULOSKELETAL: He ambulates with his walker. He has good posture. He has a brisk pace and the concern is the tubing from the catheter is in front of his leg or behind his leg. However, it is positioned and he does not pay attention to that. So, I told him that my concern was for a fall and he needed to be aware of where that tubing was placed.

NEURO: The patient makes eye contact. He is pleasant and agreeable. Orientation is x2, very hard of hearing which affects all of his interactions and may affect his assessment cognitively. He is cooperative, allowed me to put the TV on mute and then put his hearing aids in so we could have improved communication. He was pleasant and cooperative. His affect his animated and congruent with what he is saying. He is able to give limited information more in the right now as opposed to past, clear short and long‑term memory deficits.

ASSESSMENT & PLAN:
1. Suprapubic catheter. Previously, he had a cap where the bag could fill and then he could empty it as opposed to having all this tubing externally which my concern is that if it gets in the way of his walking. So, we will contact Universal Home Health who follow the patient asked if they have information and can provide that previous cath used for Foley.

2. Code status. Looking at the patient’s face, it is unclear who if anyone is his POA that would be the person to contact regarding code status. So, we will have the DON make that assessment.

3. DM-II. Most recent A1c is now 6.5. We will decrease his insulin q.d. He now receives 12 units q.a.m. and we will follow up on his daily FSBS.
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