


PROGRESS NOTE

RE: Joyce Walker
DOB: 03/06/1930
DOS: 07/31/2024
Rivendell AL
CC: Chest pain per patient. Staff noted redness and swelling of feet.
HPI: A 94-year-old female seen in room. She is sitting in her usual chair. She is going through some paperwork, but she is pleasant and engaging. I asked the patient how she was doing and she stated not too good then proceeded to tell me that she was having chest pain not at the present time. I asked her to describe it to me and she stated that she palpated her chest wall that she could feel it around her pacemaker and that when she touched in that area, it felt tender. I asked her if she had felt any fluttering in her chest, had any shortness of breath or lightheadedness to which she said, no. There is also no change in her activity. Overall, no changes in medications. Appetite remains good. She is just concerned about this chest pain. I then proceeded to examine her chest wall and that is when she said that it was sore and tender in the places that I was touching and I asked as I tip my hands off if there were still paid and she said not when I was not touching. I had asked her if the chest pain varied with the depth of respiration with cough, with appetite or change in body position; she stated that it varied with touching it and if she leaned toward her left side. I explained to her that true cardiac pain does not vary with any of the things that I had asked her about that it is pain that is mid chest, deep unrelenting and does not vary.

DIAGNOSES: Atrial fibrillation on Eliquis, CAD, hypothyroid, GERD, lower extremity edema on diuretic, chronic bilateral knee pain and acute right hip pain that occurred two weeks ago resolved.

MEDICATIONS: Docusate one p.o. q.d., Echinacea 80 mg b.i.d., Eliquis 2.5 mg b.i.d., FeSO4 q.d., Lasix 40 mg q.d., probiotic q.d., levothyroxine 100 mcg q.d., lutein 20 mg q.d., MVI q.d., Covit q.d., omeprazole 20 mg q.d., spironolactone 25 mg q.d. q.d., turmeric 600 mg b.i.d., vitamin C 1000 mg q.d., and zinc at noon.

ALLERGIES: REGLAN and COUMADIN.
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CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, pleasant, and able to give information.

VITAL SIGNS: Blood pressure 104/65, pulse 62, temperature 96.3, and respirations 16.

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

CARDIAC: She had a regular rhythm at a rate of 64. No murmur, rub, or gallop noted.

MUSCULOSKELETAL: Bilateral lower extremities, there is very little lower extremity edema except the dorsum of her left foot is about trace to +1. The color of her skin and her toes is normal color. She states that yesterday that there was redness of her toes on the left foot. She did not have any pain and had normal movement. She could wiggle her toes and that resolved. She did not realize until we were looking at them.

ASSESSMENT & PLAN:
1. Hypotension. I am holding morning metoprolol and I am having Norvasc given 10 mg in the morning and then Benicar to be given at 5 p.m. Previously three medicines were given in the morning with a 5 mg of Norvasc at 5 p.m. I think she is overmedicated for where she is at this point in time. Blood pressure and pulse rate will be checked b.i.d. for two weeks and I will review with changes in medications as need indicated.

2. Red toes on left foot that is resolved. The patient stated it was different yesterday than today. She did not feel any discomfort though and she does have edema at the dorsum of her foot, otherwise unremarkable.
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