


PROGRESS NOTE

RE: Robert Lopela

DOB: 07/12/1936

DOS: 08/01/2024
The Harrison AL

CC: A 90-day note.

HPI: An 88-year-old gentleman seen in apartment that he shares with his wife Ella Lopela. She was seated quietly watching the Olympics. He right away tells me that he has advanced to critical and patient has been for many years now a part of a international heart study looking at different conditions, variables affecting them and monitoring patients with diagnoses. The patient states two weeks ago, he had an echocardiogram as a part of the routine study protocol. Echo showed critical aortic stenosis he was then seen by cardiology and he is scheduled on 08/07 to have a heart scan and cardiac catheterization with goal of replacing his aortic valve. How much his downtime will be is unclear. He did appear pale and somewhat anxious. I asked him about shortness of breath and he stated he did have it he has had no cough. No chest pressure or palpitations. Blood pressure has been checked daily and is within normal as his pulse rate. I asked about his sleep as it is important to go in to next week to 10 days rested. He said generally he is able to sleep though he states that his mind is racing much of the time. Encouraged him that there are things that could assist him that are all non-habit-forming but he wants to try continue sleeping on his own.

DIAGNOSES: Aortic stenosis now critical stage requiring AVR, CAD, HTN, HLD, GERD, and BPH.

MEDICATIONS: Plavix q.d. CoQ10 200 mg h.s., Inspra 25 mg q.d., Proscar q.d., folic acid 400 mcg q.d., Isordil 5 mg b.i.d., metoprolol 25 mg q.d., mucus relief one b.i.d., Protonix 20 mg q.d., PreserVision b.i.d., Crestor 20 mg h.s., Flomax q.a.m., thiamine 300 mg one tablet q.d., and B12 1000 mcg q.d.

ALLERGIES: SULFA.

DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Alert gentleman busies himself about the room as usual and is able to give information.
VITAL SIGNS: Blood pressure 133/75, pulse 68, temperature 98.2, respirations 17, and weight 190 pounds.

CARDIAC: The patient has a regular rate and rhythm. No murmur, rub, or gallop appreciated. PMI nondisplaced.

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

MUSCULOSKELETAL: He has good muscle mass and motor strength. He is independently ambulatory. He is always busy. Moves arms in a normal range of motion. Good grip strength. He can voice his needs. He is a tireless caretaker on his wife’s behalf and told him that he needed to just relax and take care of himself and let others attend to his wife. To that effect, she is going to have sitters that will be with her from morning until bedtime every day and he will return when he is ready and has mobility that will be determined by his physicians. In mobility mean back to his baseline strength.

ASSESSMENT & PLAN: Intermittent vertigo. The patient states for the last week to 10 days this has been an issue and he reported it to his cardiologist who told her to start taking potassium so he is taking 10 mEq by capsule q.d. while we do not have what his K level was when checked in Tulsa I told him that we will recheck a level here and order is written for it to be done on 08/06.
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Linda Lucio, M.D.
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