


PROGRESS NOTE

RE: Helen Dimmick

DOB: 05/28/1930
DOS: 04/18/2023
Jefferson’s Garden

CC: Dental infection, placed on antibiotic with subsequent diarrhea.

HPI: A 92-year-old who was seen by Brian Hooper, DDS on 04/10/23 and started on Augmentin 500 mg b.i.d. x10 days. Shortly, after starting it, she had an exacerbation of a baseline of already loose stools to watery and copious diarrhea. She went and was seen at an AM-PM Clinic on 04/14/23. They discontinued the Augmentin, but they replaced it with amoxicillin, which is a component of the Augmentin and she has continued with diarrhea since then. The patient has been fatigued. Her concern is being dehydrated and, when asked if she has remaining tenderness of her mandible; apparently, she had a gum versus dental infection on the left upper jaw, she states it is better than when she first went, but there is tenderness when she chews or leans her hand up against that side. She denies any nausea or emesis. She is sleeping okay and pain otherwise is controlled. The patient has a history of IBS and is on sulfasalazine 1000 mg b.i.d. and no stool softener. She did eat at breakfast and lunch.

DIAGNOSES: Baseline of loose stools exacerbated with antibiotic, HTN, AFib, HLD, LEE, allergic rhinitis, benign essential tremor and IBS.

MEDICATIONS: Sulfasalazine 1000 mg b.i.d., tizanidine 4 mg h.s., Topamax 100 mg b.i.d., D3 2000 IU q.d., eye lubricant OU t.i.d., leflunomide 10 mg q.d. MWF, MVI q.d., omeprazole 20 mg q.d., KCl 20 mEq q.d., NaCl 1 g q.d., spironolactone 12.5 mg q.d., primidone 300 mg q.d. and 150 mg at 4 p.m., Tylenol 650 mg ER b.i.d., amiodarone 100 mg q.d., Bumex 2 mg b.i.d., CBD oil 2 mL b.i.d., Zyrtec 10 mg q.d., Lexapro 20 mg q.d., Flonase q.d., gabapentin 400 mg b.i.d. and Hydrocort cream h.s.

ALLERGIES: CODEINE and NEOSPORIN.
DIET: NAS and chopped meat.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

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

VITAL SIGNS: Blood pressure 145/78, pulse 72, temperature 97.2, respirations 18, and weight 158.2 pounds.
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NEURO: Makes eye contact. Speech is clear. She is focused and expressed her disappointment at the dental care that she received and would not be going back and understood when I explained to her what we are going to do in place of what has been done to date.

MUSCULOSKELETAL: She ambulates with her walker. No LEE. She does have a wheelchair for distance transport and she is weightbearing for transfers.

CARDIAC: An irregular rhythm with a soft SEM. No rub or gallop noted.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

ASSESSMENT & PLAN:
1. Dental caries. She has received about five days of antibiotic more or less to some degree. I am discontinuing amoxicillin and in place I am starting Keflex 500 mg q.8h. x5 days.

2. Baseline loose stools. Most likely, both IBS symptoms with some senile colon changes resulting in loose stool. Imodium 2 mg capsule two capsules q.a.m. routine. We will monitor benefit and, if needed, we will add a single dose at 1 p.m.

3. General care. BMP and magnesium ordered secondary to diarrhea.
CPT 99350
Linda Lucio, M.D.
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