


PROGRESS NOTE
RE: Patricia Bailey
DOB: 07/19/1948
DOS: 08/14/2024
Rivendell AL
CC: Lab review.
HPI: A 76-year-old female seen in the room. Reviewed admit labs. The patient was sitting up on her couch. She is alert. She is fully aware of her medical diagnoses and able to give information. However, she speaks slowly and gives history from beginning to end and does not like being interrupted. I told her that today we could not go through the full stories; I am going to give her the information and we will go from there. The patient is also now self-administering her Tresiba; she did this at home. For safety, she was observed by Home Health for three days and did it safely.
DIAGNOSES: DM II, liver cirrhosis secondary to NASH, GERD, depression, hypertension, orthostatic hypotension, hyperlipidemia, atrial fibrillation, B12 deficiency, and irritable bowel symptoms.
MEDICATIONS: Unchanged from 08/07/2024 note.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and well groomed.
VITAL SIGNS: Blood pressure 126/79, pulse 100, temperature 98.9, respiratory rate 18, FSBS 150 and that was postprandial, and weight 184 pounds which the patient states is down 50 pounds from weight two months ago.

RESPIRATORY: Normal effort and rate. Her lung fields are clear. She has no conversational dyspnea. No cough.

MUSCULOSKELETAL: She ambulates with a walker. She can go from sit to stand; it takes her a bit, but she gets herself up and sits down. She has no lower extremity edema.
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NEUROLOGIC: She starts talking immediately. When I told her that I was going to go over her labs with her, she stated she wanted everything explained but she also wanted me to understand some issues that she is having, which include increased bowel movements and wanted me to know that she is moving to room 208 which will be closer as she is too weak to walk from the back hall that she lives currently on to the dining room. I told her that would be a good move for her. The patient is alert and oriented x 3 most days. Speech is clear. She talks excessively, requires redirection which she does not like, and able to give information, tends to perseverate on the same things.

ASSESSMENT & PLAN:
1. Chronic liver disease due to NASH. Liver enzymes are WNL. The patient tells me that she tries to keep herself within normal.
2. Chronic renal insufficiency, stage II CKD. Creatinine is 1.32. The patient does not recall what her baseline creatinine is. She is followed by Dr. Jamal at Integris IBMC.
3. Chronic anemia. H&H are 9.7 and 29.3 with normal indices. The patient reminds me that she gets iron infusions at her oncologist’s office who is Dr. Toma.

4. Thrombocytopenia. Platelet count is 146,000 which is only mildly decreased. Explained to her that it is secondary to her liver disease.
5. DM II. A1c is 5.5 which I told her is excessively tight control. She is now giving herself Tresiba and she does it 4 to 6 units depending on her FSBS, so we will let her manage it, knowing that it is a little bit excessive.
6. Hyperammonia level. Ammonia is 82.9; it should be less than 72. She takes lactulose 7.5 mL daily and can also have it p.r.n. She wants to keep it where it is at because of the excessive diarrhea that it causes. But I reminded her that it also brings her ammonia level down so if she starts getting confused, we will need to increase it.
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