


PROGRESS NOTE

RE: Lita Ambrose
DOB: 05/30/1934

DOS: 02/05/2024
Jeffersons Garden AL

CC: Lab review.

HPI: An 89-year-old patient seen in room and she called her daughter/co-POA Pam Slack so that she could be on the line and here what I was having to say as well as asked questions. The patient acknowledges an increasing shortness of breath with usual activity going from her room to the dining room she states has really gotten to where it takes her a while to recover before she can even start eating. Her daughter then brings up the fact that she is aspirating those her daughter’s words and the patient states that she just coughs when she eats. I explained to her that if it goes down the wrong way it is called aspiration and it can result in coughing. Overall, the patient’s general state of well-being has declined related to either her cardiac or pulmonary disease most likely a combination of the two. Her cardiologist is Dr. Baber at OHH North and she has been seeing him frequently. He has been doing multiple tests as well as lab work and today we are reviewing labs that were done on 01/24. Her CMP showed a creatinine elevated at 0.97 and potassium of 3.2 for which KCl 20 mEq powder form were added to be given each time she receives a dose of diuretic and today 02/05 a BMP was drawn and will have a new potassium level after routine KCl given. Chloride and CO2 are abnormal, which are not unexpected with her respiratory and cardiac disease. CBC shows an H&H of 10.6 and 31.1 with macrocytic indices of vitamin D level WNL at 40 and RA, sed rate and CRP drawn all within normal and on her visit 01/31/24 diagnoses were exertional dyspnea, anemia, CHF/diastolic dysfunction, large hiatal hernia, and this accounts for her shortness of breath as the hiatal hernia compresses against the right lower lung field and cannot open up and be oxygenated and hypokalemia. UA was done on 01/23 at Dr. Baber’s office and there is a note that her culture grew out a little bit of bacteria but given her overall state would go ahead and treat and they felt Keflex was the safest and the culture actually grew 10,000 to 49,000 CFU Proteus and it was sensitive to cephalosporins. The patient had an ER visit to OHH on 01/31. EKG showed sinus rhythm with bifascicular block. X-ray showed a large hiatal hernia. She was given IV Lasix 60 mg and diuresed about 700 mL of urine with improvement in her respiratory state. Today the patient seen in room she was alert, talkative and again contacted her daughter they kind of seem to have their own little conversation here and there and I had to redirect with cooperation.

PAST MEDICAL HISTORY: CHF with diastolic dysfunction, rheumatoid arthritis, mitral valve regurgitation, PAD, history of bilateral LE DVTs, hypothyroid, and GERD.
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ALLERGIES: NITROFURANTOIN and MINOCYCLINE.

CODE STATUS: Full code.

MEDICATIONS: Tylenol PM h.s., Tylenol 500 mg two tablets t.i.d., biotin 5000 mcg at noon, cilostazol 50 mg b.i.d., Eliquis 2.5 mg b.i.d., FeS04 one tablet q.o.d,. Flonase nasal spray q.d., folic acid 1 mg six days week, levothyroxine 25 mcg q.d., methotrexate 10 mg at 8 a.m. and 4 p.m. on Wednesdays, Toprol 37.5 mg h.s., MVI q.d., Protonix 40 mg q.d., probiotic at noon, Zoloft 25 mg h.s., sulfasalazine 1000 mg b.i.d., Lamisil 250 mg q.d., torsemide 20 mg q.d., D3 2000 IU at noon, and vitamin C 1000 mg at noon.

PHYSICAL EXAMINATION:
GENERAL: The patient is well groomed and seated on the seat of her rolling walker leaning forward with audible breathing.
VITAL SIGNS: Blood pressure 128/71, pulse 78, temperature 97.3, respirations 18, O2 saturation 99% on RA, and weight was 147.6 pounds, which is a weight loss of 5.4 pounds since 01/16.

NEURO: The patient makes eye contact. Her speech is clear. She interacts with her daughter on the phone and disagrees with some of the daughter’s information. She voices her need and is forthcoming on the increasing shortness of breath and having to have a recovery before she can eat and she talks frankly about the number of ER and doctor visits that she has had and a number of things that have been done.

CARDIAC: She has regular rate and rhythm with a 2/6 holosystolic murmur.

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

ABDOMEN: Soft and bowel sounds present. She has distention without tenderness.

SKIN: Warm, dry, and intact with good turgor.

EXTREMITIES: Feet are flat on the ground she can use them to propel her walker. She is weightbearing for transfers and in her room occasionally she will walk short distances using her walker.

ASSESSMENT & PLAN:
1. Hypokalemia currently on increased supplement 20 mEq KCl dose with each time she takes diuretic and has lab that was drawn today will get the results tomorrow and that is managed by Dr. Baber.

2. Increasing shortness of breath. She was recently diuresed. She is on diuretic and those doses were also adjusted and will see what benefit there is and how long it lasts.

3.  History of bilateral lower extremity DVTs. The patient recently had ultrasound both legs and negative for DVT.

4. Subacute UTI was positive 249 KC of use of Proteus mirabilis treated with Keflex.
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5. Large hiatal hernia. This was recently reviewed with Dr. Baber and the size of the hernia compresses the lower part I believe of her right line so it is not available for oxygen exchange, which contributes to increasing SOB.

6. Anemia. H&H are roughly stable at 10.1 and 30.6.

7. General care. At some point, I think I will visit with the daughter and then with the mother separately regarding her overall health status and the multiple things that have been done that have not stopped the progression of her respiratory disease and that may be hospice is something to consider she has lived a long time with this cardiopulmonary disease and despite what they have done progression has continued.

CPT 99350 and direct POA contact 20 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

