


PROGRESS NOTE
RE: Sam Castleberry
DOB: 06/19/1935
DOS: 06/04/2024
Jefferson’s Garden AL
CC: Lab review.
HPI: An 88-year-old gentleman seen in his room for lab review today. I had observed him earlier walking from his room to the dining room, which is a full distance; he is at the very back hallway, so it is a good walk, he comes out, stands in the hallway, looks at the distance he has to go and then starts in. The patient is doing physical therapy twice weekly, he is enjoying it. His concern is that his legs just still feel weak at times as though they are not going to keep holding him up. However, he has had no falls to date. I encouraged him to rest when he needed and if he started to feel that his knees were going to buckle while he was doing therapy to let the therapists know that they understand and that it is just building his strength back up that is needed. His son and daughter continue to check in on him and they are pleased with how he is doing here.
DIAGNOSES: DM II, HTN, CAD, post CABG, BPH, atrial fibrillation on Eliquis, depression, recurrent vertebral compression fractures post kyphoplasty and gait instability improving.
MEDICATIONS: Unchanged from 05/07/2024 note.

ALLERGIES: PCN, HYDRALAZINE, LEXAPRO. DOXYCYCLINE and GLUTEN.
DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: The patient in room when seen watching the OU women’s softball game. The patient makes eye contact. He is alert and he is very engaging.
VITAL SIGNS: Blood pressure 140/80, pulse 68, temperature 98.0, respiratory rate 18 and weight 160 pounds.

HEENT: Hair combed. He has full-thickness hair. Sclerae clear. Glasses in place. Nares patent. Moist oral mucosa and well-fitting lower partial.
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RESPIRATORY: He has a normal effort and rate. Lung fields are clear to bases. No cough. Symmetric excursion.

CARDIAC: He had regular rate and rhythm. No MRG. PMI nondisplaced.

MUSCULOSKELETAL: Weight-bearing and ambulatory with use of his walker. He has no lower extremity edema. Intact radial pulses. Generalized decreased muscle mass and motor strength, but appears to be improving. He was steady in the standing position for a short period of time. The patient in his room will go without the walker.
NEURO: Orientation x 2 to 3. He has to at times remember the month and day. Makes his needs known. Generally understands given information, but asks appropriate questions. Affect is congruent with the situation. He is very social and likes interacting with people.
ASSESSMENT & PLAN:
1. DM II. A1c is 6.2 and one 3 months prior was 6.3 and the patient states that for years he keeps himself in that range.
2. Anemia. H&H are 10.6 and 32.3 and there are no comparison labs. The patient states he has had a long history of anemia. It was evaluated when first found and he was told that there was really nothing that needed to be done and he was stable.
3. Gait instability. I told him to hang in there with therapy and on his own he will walk from his room to other places within the facility and I think it is just building up his motor strength and I told him that that will take time, but he is on the right path.
4. General care. I will talk with his son about his lab work. I actually feel that he does not need the 5 mg of glipizide given the tight control of his A1c and at his age the target is 8. I will talk with him about this another time and we will go from there.
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