


PROGRESS NOTE

RE: Gloria Andrews

DOB: 10/07/1929

DOS: 06/08/2023

HarborChase AL

CC: Abdominal discomfort.
HPI: A 93-year-old with history of chronic anxiety and chronic pain. She has had ongoing abdominal complaints for the past six months. She is followed by Traditions Hospice and they have tried different adjustments and stool softeners and other medication adjustments none of which provided benefit. The patient comes down for meals, will pick at her food, which is her baseline. Her weight has remained stable. She is often seen sitting out in the hallways and she will tell the nurses whoever walks by that she is just so nervous. Today when seen, she was happy and just went into the litany of her abdomen hurt so bad but she could not be more specific. There is no specified time of day PO intake or medication associated. I have been direct with her in the past that her abdominal pain is really anxiety and she acknowledges that and states that she has to have her nerve pill and her pain pill exactly on time or things go a wire for her. I explained to her that unfortunately that is not always the way things work and she is going to have to learn to adjust.

DIAGNOSES: Chronic abdominal pain complaints over the last three months, chronic anxiety, chronic pain, paroxysmal atrial fibrillation, and HTN.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular and mechanical soft.

MEDICATIONS: Senna p.o. q.h.s., docusate b.i.d., BuSpar 15 mg b.i.d., MiraLax q.d., Sucralfate decreased to b.i.d., alprazolam 0.5 mg q.6h, Norco 7.5/325 mg one p.o. q.6h., lidocaine patch q.d., digoxin 0.125 mg one half tablet q.d., Eliquis 2.5 mg q.12h, metoprolol 12.5 mg b.i.d., midodrine decreased to b.i.d., torsemide decreased to 10 mg q.d., and Protonix 40 mg q.d.
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PHYSICAL EXAMINATION:
GENERAL: Frail elderly female anxious and talking randomly with focus on pain.

VITAL SIGNS: Blood pressure 114/60, pulse 67, temperature 98.0, respirations 20, and weight 105.6 pounds.

NEURO: She is alert. She makes eye contact. Her speech is clear when she wants to convey her point. She has to be redirected. She acknowledges that she has anxiety that is the root of her stomach pain and when I told her that I thought that her increased complaints were a way of her trying to get and make sure she gets her pain medicine on time to which she did not disagree.

CARDIAC: Regular rhythm without M, R or G.

ABDOMEN: Flat, nontender, and hyperactive bowel sounds. No rebound signs.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema.

SKIN: Decreased integrity, thin, and dry but intact.

ASSESSMENT & PLAN:
1. Abdominal pain, abdominal flat plate and upright to rule out any constipation or other abnormality. I am also decreasing Sucralfate to b.i.d.

2. Lower extremity edema this has decreased with her decreased PO intake to include fluid as well as food. I am decreasing torsemide to 10 mg q.d. to avoid volume contraction.

3. HTN. Blood pressures have been stable. Decrease midodrine to b.i.d.

4. General care. The patient had full labs early May. Liver enzymes were WNL. She does have decreased T-protein and ALB for which she is prescribed protein drink. The patient is noncompliant with drinking those in part I think she does some level of food restriction.
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