


PROGRESS NOTE

RE: Jack Thornburgh
DOB: 08/12/1931
DOS: 11/07/2023
Town Village AL

CC: Lab review and BP issues.

HPI: A 92-year-old man with a history of HTN and atrial fibrillation. He is on Eliquis for same. He denies any easy bruising or bleeding. He has not had his blood pressure checked, but he is interested in knowing what it is. So I told him we will start tracking it and adjust medications as needed. He shows me his legs. He is concerned about the swelling that he has. He is currently on Lasix 20 mg q.d. which clearly appears ineffective. I told him that with his cardiac issues and particularly atrial fibrillation, that it is not uncommon that there is opportunity for fluid accumulation in the lower extremities and it needs to be more aggressively treated. I told him that we will start torsemide and I told him the schedule that will do it and that he will require some potassium with it. He is in agreement. He also brings up constipation. He is not really doing anything right now. He does have MiraLax and I told him that he should start taking it daily until he establishes a normal bowel pattern and that then he can look at cutting it back to maybe every other day, but for now every day. Again stressed that he needs to drink fluid and he understands that. He states he feels good. He has had no falls. He walks around in the unit more than his wife does because she likes to stay in the room. 
DIAGNOSES: Atrial fibrillation, HTN, HLD, BPH, mild cognitive impairment, history of constipation and history of falls, but he denies having had any since my last visit.

MEDICATIONS: ASA 81 mg q.d., Aricept 5 mg h.s., Eliquis 5 mg q.12h., metoprolol 25 mg b.i.d., MiraLax q.d., Zocor 20 mg h.s., D3 1000 IUs q.d., diclofenac gel to left shoulder q.6h. p.r.n. He has not asked for her that, melatonin 5 mg h.s. and Senna two tablets p.r.n.

ALLERGIES: NKDA.

DIET: Regular. 

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished male who is physically appears fit.

VITAL SIGNS: Blood pressure 148/100, pulse 73, temperature 96.6, respirations 16, O2 sat 97%, and weight 185 pounds.

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

CARDIAC: He has an irregular rhythm, unable to calculate beats per minute. No rub or gallop noted, but he does have a systolic ejection murmur.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: He ambulates independently. He moves limbs in a normal range of motion. +2 lower extremity edema.

NEURO: Orientation x 2. He has to reference for date and time. Speech is clear. He can make his needs known and he can also clarify things on his wife’s behalf.

ASSESSMENT & PLAN:
1. Constipation. He is to take MiraLax q.d. and drink adequate amount of water daily.

2. Bilateral lower extremity edema 2+. Torsemide 40 mg q.a.m. and 20 mg at 1 p.m. both of those for a week and then we will decrease to 40 mg q.d. and KCl 10 mEq q.d. in the form of Effer-K will be given. 
3. HTN, unclear of the control. His blood pressure is to be checked daily or if he is lightheaded and dizzy also to check heart rate. 
4. Anemia, mild. H&H are 12.5 and 37.1 with normal indices.

5. Thrombocytopenia, mild. Platelets are 147K. The patient is aware if he has had previous history of this. 
6. Hypocalcemia. Calcium is 8.6 which is a 10th of a point low. I told him he could chew a Tums which he has; maybe try it daily for a week.

7. Mild volume contraction. BUN is 26. He is also on a diuretic.

8. Lipid profile. It is actually quite good. His T-CHOL is 143 with an HDL and LDL of 64 and 66.

9. Screening TSH normal at 1.57.
CPT 99350 and direct POA contact 15 minutes
Linda Lucio, M.D.
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