


PROGRESS NOTE
RE: Barbara Manning
DOB: 03/30/1928
DOS: 08/06/2024
Jefferson’s Garden AL
CC: Frequent urination and constipation.
HPI: A 96-year-old female seen in room, she was well-groomed, seated in her rocker as usual and engaging. The patient tells me that she is having to get up back and forth to go to the bathroom. She is aware that she is on diuretic and wanted me to examine her legs. I was able to just from where I was seated see her legs and there was clear resolution of previously noted edema. On 07/29/2024, I was contacted by hospice nurse regarding the patient’s lower extremities having 2 to 3+ edema. There had been no change in her baseline activity or shoes worn. She sits all day long with her legs in a dependent position despite encouragement to use the recliner. So, in the past eight days, 40 mg of torsemide daily, the swelling has resolved, the patient acknowledges that. She understands the increased urination is because of the increased torsemide dosage. We talked about continuing 40 mg, but three days weekly and the other days would be at 20 mg maintenance dose and she is agreeable with that. The patient has also had problems with constipation not uncommon in Parkinson’s patients, but she has done well with b.i.d. Senna up until the last couple of weeks where she has had BM every 2 to 3 days and tells me today that she has had some level of strain involved. MiraLAX daily was added by hospice to her bowel regimen on a p.r.n. basis. She has taken it and had a bowel movement yesterday. She likes MiraLAX and states that her kids want her to be taking it every day. I told her that we can write for it daily. I gave her the option of daily p.r.n., but she wants it scheduled and on days where she feels that things are starting to get loose instead of normal formed, she can defer that day’s dose. So, she understands that and likes the idea. Otherwise, she is sleeping good, comes out for meals generally though she stays in room and staff have had to coax her to start coming out at least a few times a week.
DIAGNOSES: Parkinsonism, coronary artery disease, HTN, tricuspid valve incompetent, chronic AFib, RA, generalized pain, constipation and lower extremity edema.
MEDICATIONS: MVI q.d., Eliquis 2.5 mg b.i.d., Flonase nasal spray q.d., IBU 600 mg at 12 noon and 9 p.m., Atrovent nebulizers q.6h., levothyroxine 88 mcg q.d., lidocaine patch to affected areas h.s., melatonin 5 mg at 6 p.m., Singulair q.d., KCl 10 mEq q.d., Mirapex 0.25 mg h.s., Senna Plus b.i.d., torsemide will be 40 mg MWF and 20 mg remaining four days, continue with KCl as prescribed and oral nasal decongestant two tablets t.i.d.
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ALLERGIES: NITROFURANTOIN.
DIET: NAS with chopped meat.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: Alert and pleasant, petite female, appears younger than stated age.
VITAL SIGNS: Blood pressure 130/90, pulse 59, temperature 97.8, respiratory rate 16, O2 sat 98% and weight 126.8 pounds, which if accurate is a weight gain of 7.8 pounds, which the patient states is inaccurate.
HEENT: Hair is short and groomed. Conjunctivae are clear. Nares patent. Moist oral mucosa.
NECK: Supple. No LAD.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.

MUSCULOSKELETAL: She was in a seated position with good neck and truncal stability, ambulates with a walker, is slow, but steady. No lower extremity edema. Moved arms in a normal range of motion.

NEUROLOGIC: She is alert and oriented x 2 to 3. Speech: She has a high-pitch of somewhat weakened voice. Content is clear and coherent. She can voice her need and understands given information. Reviewed medications with her and she was able to identify what meds were for and those that she would like adjustment in.

SKIN: Warm, dry, and intact with good turgor.
ASSESSMENT & PLAN:
1. Bilateral lower extremity edema resolution with increase in torsemide to 40 mg q.d. Now, that goal is reached, we will find a maintenance schedule, so that will be 40 mg MWF and 20 mg the remaining four days and continue with daily 10 mEq of KCl.
2. Restless legs syndrome. The patient has symptoms in the afternoon. She states that it interferes with her being able to relax and sometimes nap. She would like to see if she can have a dose during the day, so I have written for Mirapex 0.25 mg to be given at 2 p.m. and continue h.s. with an additional x 1 p.r.n. dose.
3. Constipation. Continue with Senna b.i.d. and MiraLAX q.d. If loose stools start to develop, then will change the MiraLAX to q.o.d.
4. General care. I have written that Monday, 08/12/2024, torsemide be given after a scheduled hair appointment at the patient’s request, dosed when she is done with her hair appointment. BMP was done on 06/05/2024, electrolytes WNL and creatinine was 1.14, which was an improvement from 1.17, 10/2023.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

