


PROGRESS NOTE

RE: Don Bevington
DOB: 12/28/1926
DOS: 09/03/2024
Rivermont AL
CC: Followup on pain management and lab review.
HPI: A 97-year-old gentleman seen in room lying on his bed. He generally tends to lie on his side preferentially the left. He has a history of chronic back pain and when I first met him, his concern was that his pain medications would be reduced or taken away and I reassured him that that would not occur. The patient is alert, interactive, and able to voice his needs. Staff tells me that he will nap intermittently during the day, but for the most part, he is awake and interactive with family by phone or in person. He propels himself in his electric wheelchair. He has had no falls or accidents in it.

DIAGNOSES: Chronic back pain secondary to spinal stenosis, restless leg syndrome, peripheral neuropathy, BPH, and shortness of breath with minimal activity.

ALLERGIES: NKDA.

DIET: Regular with thin liquid.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Older gentleman lying on his left side. He was awake and interactive. He appears younger than stated age.

VITAL SIGNS: Blood pressure 144/68, pulse 75, temperature 97.2, respirations 19, and weight 172 pounds.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough.

CARDIAC: He has a regular rate and rhythm without murmur, rub, or gallop.

MUSCULOSKELETAL: He generally self transfers from bed to wheelchair, but he will occasionally ask for assistance. He has no lower extremity edema. He moves arms in a normal range of motion.
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NEURO: Speech is clear. He can voice his needs. He understands given information. He is appreciative of care provided in decreasing his pain and he actually gets up. He goes to visit a friend on Fridays at the IL where he formerly lived for several years. He will occasionally come out for meals.

SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN:
1. CBC review, all is WNL to include platelet count of 258 and indices all normal.

2. CMP review. BUN-to-creatinine ratio mildly elevated at 26 and serum glucose was 139 and specimen was collected prior to breakfast, otherwise values all WNL.

3. Screening thyroid function. TSH WNL at 1.45 and again not on replacement therapy.
4. Pain management. The patient currently receives gabapentin 800 mg t.i.d. and this is a dose that he was on prior to admission here and oxycodone 10 mg q.6h. routine with Voltaren to affected areas q.6h. routine and it appears to be very effective for him.

5. Dysuria on 07/29/24. The patient complained of dysuria, so Pyridium 100 mg t.i.d. for three days was written. Since, he is no longer on it, he is not complained of dysuria. Attempt to obtain UA was unsuccessful. So should he again complained of dysuria, may have to do an I&O cath for specimen.
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