


PROGRESS NOTE

RE: Tommy Karns
DOB: 10/30/1933
DOS: 11/07/2023
Town Village AL
CC: Medication review and PT followup.

HPI: A 90-year-old gentleman who recently celebrated his 90th birthday. He states that he had about 30 family members come and celebrate with him and he was very touched by it. The patient is single, never having been married and has no children; his nephew who is his POA did all that for him and he was very happy. Today, we reviewed medications. He is a retired chemistry professor from OU and their health care plan will be changing. He was considering having 90-day supply of all of his medications called in, but he wants to wait till he gets his new healthcare card and a pharmacy number. I told him that we can do 90 days at a time once that is all in. The patient has been doing physical therapy with Select Rehab, which is in the facility. He states that he feels he has gotten a lot of benefit from it; in fact, wants to try to walk without his walker, which when the therapist see him get on to him about taking his walker with him. The patient has severe OA both knees, which is part of his unsteadiness and peripheral neuropathy secondary to DM II. He states he is sleeping good. His appetite is good. He is social, has friends here in the facility that he has meals with and then his family also comes round.
DIAGNOSES: Severe OA of both knees, safest ambulating with a walker, chronic pain to include other musculoskeletal areas, depression, peripheral neuropathy, GERD, BPH with urinary retention and gout.
MEDICATIONS: Allopurinol 100 mg q.d., Lasix 20 mg q.d., gabapentin 300 mg 8 a.m. and 8 p.m., omeprazole 20 mg q.d., metoprolol 25 mg q.a.m., Zocor 20 mg h.s., Cardura 2 mg at 8 p.m., ASA 81 mg b.i.d., Tylenol 500 mg 8 a.m. and 8 p.m., Pepcid 10 mg q.p.m., MVI q.d., Dulcolax 100 mg q.p.m. and the patient self-administers his own medications.
ALLERGIES: CORTISONE, INDOMETHACIN and PHENYLBUTAZONE.
DIET: NCS.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, able to give information and clearly understands given information.

VITAL SIGNS: Blood pressure 140/80, pulse 73, temperature 96.9, respirations 18, O2 saturation 98% and weight 180 pounds.

CARDIAC: He has a regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.
RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.
MUSCULOSKELETAL: He was ambulating independently in the room. He has a short step with a gait where he almost slaps his feet down. He is steady though. He also has +2 pitting edema of bilateral lower extremities to mid pretibial area with less edema to the knees. Moves arms in a normal range of motion.
NEURO: Makes eye contact. Speech is clear. Orientation is x4. Affect is congruent with what he is saying. He is a social person and seeks it out as well as is a good companion and he is able to voice his needs.

ASSESSMENT & PLAN:
1. Medication review. We will do 90-day supply for each medication with the exception of Norco once he has his new insurance information and he is going to use the Walgreens at 122nd & Penn.
2. Gait. The patient’s gait has significantly improved from when I met him to now; he seems more confident ambulating independently, but I cautioned him to not get overconfident to where he does not have his walker available. He has had no fall since admit and therapy has not increased the pain of his OA.
3. Pain management. The patient takes Tylenol 500 mg at 8 a.m. and 8 p.m. and he states that that really addresses his pain, does not feel he needs anything stronger, he is aware that if he does that we can look at tramadol or Norco.

4. BPH with urinary retention, nocturia continues to be a problem. He is taking his Cardura in the morning as opposed to at 8 p.m., which it was originally scheduled. He states that it has helped to cut it down somewhat, but nonetheless awakens him and he uses a bedside urinal which I think is better. I told him that people often fall getting out of bed from sleep and they are not fully awake or cannot fully see, so I think that that is a good measure for him to use.

5. Lower extremity edema. I am starting torsemide 40 mg q.a.m. and continue with KCl 10 mEq q.d.; when this med starts, discontinue Lasix 20 mg q.a.m. I am ordering compression socks close to his knees.

6. General care. He is current on labs and nothing due at this time.
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Linda Lucio, M.D.
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