GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

PROGRESS NOTE

Name: Wandta Thompson

Mrn: 

PLACE: Covenant Glen in Frankenmuth

Date: 07/25/22

ATTENDING Physician: Randolph Schumacher, M.D.

CHIEF COMPLAINT: Ms. Thompson was seen regarding congestive heart failure, dyspnea, recent history of hyponatremia, and COPD.

HISTORY: Ms. Thompson still needs oxygen most of the time and she almost has it all the time. She does mobilize by wheelchair though or walker. She is actually looking better than she did a few weeks ago after she left the hospital. The saturation will be low without oxygen most of the time. She does have a bit of yellow sputum. She denies any chest pain or cardiac symptoms. The staff states that she was extremely anxious. She worries about many different things. Her labs were done last week and it showed normal sodium of 137, potassium 4.5, chloride 101, and CO2 33 and this is improved. Her BUN was 17, creatinine 0.6 and sugar 109. She still has edema 2+ and that is likely better than it was when seen before and at the time of hospitalization. There is some degree of chronic pain but not extreme. She also has COPD, which is contributing to her need for oxygen. She has history of atrial fibrillation and her heart rate was irregular and was high when seen. Reading at one point was 128 and another time 72. There is no problem with her blood pressure though and there is no dizziness. She did feel some palpitations. Her hypertension is controlled.

PAST HISTORY: Positive for hypertension, coronary artery disease, atrial fibrillation, dementia, and history of depression.

FAMILY HISTORY: Father died at 74 of heart disease. Mother died at 72 of stroke and she had diabetes. She had a sister who died at 57 of cancer.

REVIEW OF SYSTEMS: Constitutional: No fever or chills. Eye: No complaints. ENT: No complaints. Respiratory: Some cough and some yellow sputum about a week ago and slight throat soreness and some shortness of breath especially with exertion. No angina and some palpitations. She was not dizzy when seen. GI: No complaints, but she has history of constipation: GU: No dysuria or other complaints. Musculoskeletal: No acute arthralgias 

PHYSICAL EXAMINATION: General: She is distressed and less ill appearing. Vital Signs: Blood pressure 130/90, pulse range from 128 to 72, respiratory rate 18. Head & Neck: Pupils equal and reactive to light. Eyelids and conjunctivae are normal. Extraocular movements are intact. Oral mucosa is normal. Ears normal on inspection. Lungs: Clear to percussion and auscultation without wheezes. Cardiovascular: Normal S1 and S2. No gallop. No murmur. She has 2+ edema of the ankles and feet. Abdomen: Soft and nontender. CNS: Cranial nerves are normal. Gait is intact. She is weak in general. She was walking with her walker. Musculoskeletal: No acute joint inflammation or effusion, but she has some arthritic changes of the knee.
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Assessment/plan:
1. Ms. Thompson has congestive heart failure, which appears relatively controlled and I will continue the losartan 25 mg daily, plus Lasix 40 mg daily plus metolazone 5 mg daily.
2. She has COPD and it is about baseline. She is on formoterol nebulizer twice a day and albuterol via nebulizer every six hours as needed.
3. She has atrial fibrillation and heart rate is on high side. She is on sotalol 120 mg daily and staff states she is definitely getting it. She is on Eliquis 5 mg daily. She is bit fearful about missing her meds. I asked the staff to monitor heart rate a few times and see if it is up persistently so she may need hospitalization if it is over 120 consistently and she feels symptoms.
4. She has hypothyroidism and I will continue levothyroxine 50 mcg daily.
5. She has anxiety and has available lorazepam 1 mg three times a day if needed. Overall, I will continue the current plan.

Randolph Schumacher, M.D.
Dictated by: 
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