


PROGRESS NOTE
RE: Rosemary Stamm
DOB: 08/16/1929
DOS: 08/06/2024
Jefferson’s Garden
CC: Followup on ER visit.
HPI: A 95-year-old female who was initially napping when I went in and after I started visiting with her husband she woke and got into her wheelchair came into the living room to join us. She is very friendly and she will just start talking randomly, which I think annoys her husband and he tolerates it but then she just finally seemed to understand that we are doing doctors visits. On Friday 08/08/2024, she is contacted by HH nurse requesting an order for routine stool softener. The patient had impaction with an extra large amount of stool basically stuck in her rectum with abdominal distention the nurse worked with her and was able to help this impact the stool. I asked the patient, when she had her last bowel movement she looked to her husband for answer and she actually has had one about a day or two days ago. The patient is now on MiraLax daily with Senna two tabs h.s. Reminded her that, she also needs to drink water. She does not drink much at all throughout the day. She has had no falls and she is compliant with care it is just the cognitive issues where she forgets where she needs to be doing.
DIAGNOSES: MCI, gait instability uses wheelchair, perirectal skin irritation that has decreased, anxiety disorder, peripheral neuropathy, HTN, hypothyroid, GERD and history of recurrent UTIs. History of hyponatremia.
MEDICATIONS: Norvasc 10 mg q.a.m., ASA 81 mg q.d., BuSpar 7.5 mg b.i.d., Os-Cal q.d., Plavix q.d., Pepcid 20 mg q.d., gabapentin 300 mg t.i.d., levothyroxine 88 mcg q.d., lisinopril 20 mg q.d., Mag-Ox b.i.d., Hiprex 1 g b.i.d., Prilosec 40 mg q.a.m., probiotic q.d., NaCl 1 g tab b.i.d., and Flomax q.d.

ALLERGIES: NKDA.
CODE STATUS: DNR.
DIET: Regular NCS.
PHYSICAL EXAMINATION:
GENERAL: The patient looks a bit disheveled just having gotten up out of bed, but she is very bright-eyed and engaged.
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VITAL SIGNS: Blood pressure 122/78, pulse 68, temperature 97.4, respiratory rate 18, and O2 sat 95% and weight 139 pounds which is a weight loss 8 pounds and when I asked husband if that seemed possible he shook his head and stated yes that he thought she looked like she lost weight.
HEENT: She has short hair that is a little bit messy. Wears glasses. Conjunctiva clear. Nares patent. Slightly dry oral mucosa.

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

RESPIRATORY: Normal effort and rate. Her lung fields are clear. No cough. Symmetric excursion. She can be active and talking at the same time without evidence of DOE.
ABDOMEN: Soft. Hyperactive bowel sounds. No tenderness.

SKIN: Perirectal area there is still some residual post inflammatory discoloration of the kind of reddish brown. Her skin in that area looks much improved to continues with barrier protection a.m. and h.s. and after any BM, but she states that it still hurts and her husband reports that she will wake him up in the middle of the night to tell him that her bottom hurts.
ASSESSMENT & PLAN:
1. Constipation. She is now on MiraLax daily and Senna two tablets q.p.m. There can always be adjustment once she establishes a normal bowel pattern, the loose stools will cut back on the Senna one tablet at h.s. Remind her to drink more water.
2. History of UTIs. She has been on Hiprex now for few months. Her last UTI was diagnosed on 06/10/2024, so hopefully we will get her through a longer period of time without recurrent UTI and I talked to her about the importance of hydration as well as proper hygiene in the way she wipes and changing her adult brief. She states she does have occasional bowel incontinence.
3. Electrolyte abnormalities. Her potassium was 5.5 and sodium 127. There was an adjustment in her potassium and NaCl tabs. We will start so will see where she is at now. BMP is ordered.
CPT 99350 and direct family contact with input 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

