PROGRESS NOTE

PATIENT NAME: Brown, Deborah

DATE OF BIRTH: 
DATE OF SERVICE: 04/18/2024

PLACE OF SERVICE: FutureCare Charles Village

SUBJECTIVE: The patient is seen today for followup. She has poor oral intake for the last few weeks. She has been monitored closely and not eating enough. The lab reviewed she has evidence of renal insufficiency. No nausea. No vomiting. She has a repeated episode of ileus secondary to constipation and lack of mobility. The patient has a stroke. The patient is not ambulatory. She has an extensive stroke resulted in right-sided weakness, ambulatory dysfunction, hypertension, diabetes mellitus, and drug abuse currently she is on methadone, and hyperlipidemia. Today, no headache. No dizziness. No nausea. No vomiting. No fever.

PAST MEDICAL HISTORY:
1. History of substance abuse currently on methadone.

2. Hypertension.

3. Diabetes mellitus.

4. CVA with right-sided weakness.

5. Hyperlipidemia.

6. History of COPD/asthma.

ALLERGIES: LISINOPRIL and SHELLFISH.
MEDICATIONS: Reviewed.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat. No ear or nasal congestion.

Pulmonary: No cough.

Cardiac: No chest pain or palpitation.

GI: No vomiting or poor appetite.

Musculoskeletal: Chronic leg edema.

Genitourinary: No hematuria.

Neuro: Right-sided weakness from the stroke. She is unable to move right arm and right leg.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, oriented x3, somewhat anxious, and nervous.

Vital Signs: Blood pressure 114/74, pulse 62, temperature 98.6, respiration 18, blood sugar 110, and body weight 159 pounds.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge.

Brown, Deborah

Page 2

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral decrease breath sounds at the bases but no wheezing.

Heart: S1 and S2 regular.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Bilateral edema both legs.

Neuro: The patient is awake, alert, and oriented x3. Right side, she is unable to move right arm, right leg, and sides she is able to move. She also has expressive aphagia secondary to stroke.

LABS: Reviewed by me. Hemoglobin 7.4, hematocrit 23.7, BUN 19 and creatinine 1.7. She has chronic renal insufficiency. We did sonogram of the kidney that shows left renal stone 5 mm and 6 mm but no hydronephrosis. The patient does have baseline hemoglobin was 9 and slowly she has dropped. She also has a poor oral intake.

ASSESSMENT:

1. The patient has weight loss due to poor oral intake.

2. Recently multiple episodes of ileus and vomiting that could be continued into renal insufficiency in the sitting of diabetes mellitus and also hypertension.

3. Diabetes mellitus currently controlled. Hemoglobin A1c is stable.

4. COPD currently stable.

5. Chronic lower extremity edema dependent in nature. The patient is not ambulatory.

6. Hyperlipidemia.

7. Hypertension.

8. Depression.

9. Left kidney stone.

PLAN OF CARE: We will get urology consultation for the kidney stone. We will get nephrology evaluation and followup for CKD in the sitting of diabetes and hypertension. Dietitian and nutritional consultation followup. Close monitoring for total oral intake. We will also get GI consultation for anemia. Slow drop in hemoglobin. We will send stool for occult blood. BMP and CBC for tomorrow. Care plan was discussed with the nursing staff and also with the patient.
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