


PROGRESS NOTE

RE: Patrick Lupia 

DOB: 07/26/1942

DOS: 05/11/2023

Harbor Chase AL

CC: Lab review.

HPI: An 80-year-old seen in room who is sitting in his wheelchair with the back facing the hallway and door open. He was kind of groaning with each breath. He had a big wet area on his mid abdomen unclear if he spilled a drink on him when he was having lunch or had drooled on himself. When asked he did not really give an answer. When seen last, the patient was having increased shortness of breath. CXR was obtained that showed layering of the left-sided effusion and suggestive of superimposed CHF and a possible underlying pneumonia. He was treated both with antibiotic breathing treatments. He does have O2 in his room that he can wear continuously but has been using p.r.n. He was not wearing it today. At 04/29/23, Lasix was increased to 40 mg twice daily and the desired result of decreasing his lower extremity edema. He does go out occasionally to the dining room as opposed to the fact that he used to go out for all three meals. He continues to be a pleasant. He is quieter.

DIAGNOSES: Recent CXR consistent with CHF/PNA, increased bilateral lower extremity edema, room air hypoxia, obesity, DM II, CKD III, late effects of CVA to include dysarthria, seizure disorder, and gait instability.

ALLERGIES: NKDA.

DIET: NCS.

CODE STATUS: Full code.

MEDICATIONS: Lasix 40 mg q a.m. and 20 q.p.m times one week and 40 mg q.d., Effer-K 20 mEq q.d., probiotic q.d., allopurinol 200 mg q.d., ASA 81 mg q.d., Coreg 25 mg b.i.d., Plavix q.d.. folic acid 1 mg q.d.., gabapentin 200 mg b.i.d. and 100 mg 2 p.m., hydralazine 25 mg q.8, Imdur 3 mg q.d., Vimpat 50 mg b.i.d. ,Keppra 150 mg b.i.d. levothyroxine 50 mcg q.d., Protonix 20 mg q.d., Actos 30 mg q.d., Ranexa 500mg b.i.d., Crestor 10 mg q.d., Zoloft 50 mg q.d., sodium bicarb 650 mg b.i.d., Symbicort b.i.d. Flomax q.d., and trazodone 50 mg h.s.

Patrick Lupia

Page 2

PHYSICAL EXAMINATION:

GENERAL: Obese male seated in wheelchair eyes closed groaning with each breath and seemed intentional.

VITAL SIGNS: Blood pressure 146/60, pulse 58, temperature 97.8, respirations 19, and O2 sat 94%.

HEENT: Male pattern baldness. Conjunctivae clear. Moist oral mucosa. Mouth breathing.

CARDIOVASCULAR: He has distant heart sounds with occasional regular beat. No rub or gallop.

ABDOMEN: Protuberant and nontender. Bowel sounds present.

MUSCULOSKELETAL: He is wheelchair dependent and transfer assist. He has trace ankle and distal pretibial edema. 

SKIN: Warm, dry and intact with fair turgor. No bruising or breakdown noted.

NEUROLOGIC: He makes brief eye contact the most part today. He has eyes closed. He was mourning but would not say why. He did not seem to be in particular pain and affect bland.

ASSESSMENT & PLAN:
1. Medication review. He has polypharmacy. So I am discontinuing nonessential medications, which is four different medicines.

2. Lower extremity edema. He has had resolution with the output increased dosing of Lasix. So I am going to currently decrease to 40 mg q a.m., 20 mg at 1 p.m. x one week then 40 mg q a.m. and the 20 mg at 1 p.m. on MWF only.

3. DM II. Most recent A1c was 6.5 and 4.7. We will continue with current DM meds.

4. Code status. I am going to speak with son John who is this POA.

5. General care. Also will address with son what I am doing with meds today and just kind of a change I think the patient is establishing a new baseline.
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