


PROGRESS NOTE

RE: Ruth Longmire

DOB: 09/18/1929

DOS: 08/29/2022

HarborChase, AL

CC: Pain issues and constipation.
HPI: A 92-year-old with cognitive impairment, history of UTIs, and DM II is seen today. The patient tends to pick symptoms or have symptoms that she perseverates on and whatever has been said or treatment that is started she does not remember and has to be reminded that those issues have been discussed and she is taking medication to address them. She is always sweet, well groomed, and happy to talk about her medical concerns. Today after going into her room and looking at and discussing with her issues of constipation and pain that she states in her lower back, bilateral gluteal areas, and then specifies the right lower to mid back. She takes gabapentin 100 mg t.i.d. and has p.r.n. Tylenol that she does not remember to ask for. The patient denies any recent fall. She is ambulatory using a walker for distance. She has a wheelchair for when her family takes her out. She spends her day sitting on the couch, but she does get up and go for meals and participates in activities. As to constipation, she tells me that she did have a bowel movement today and a small amount yesterday, she does not feel like she is adequately voiding. She remains continent of bowel and can get herself to the bathroom.

DIAGNOSES: Pain management lower back and gluteal area, constipation and secondary issues are recurrent UTIs, DM II, HLD, HTN, dry eye syndrome, depression, GERD, macular degeneration, and dementia unspecified.

MEDICATIONS: ASA 81 mg q.d., Lipitor 20 mg h.s., Neurontin 100 mg t.i.d., hydralazine 25 mg t.i.d., losartan 100 mg q.d., Imdur 30 mg q.d., Corgard 40 mg q.d., glipizide 5 mg b.i.d. a.c., metformin 500 mg b.i.d. a.c., Paxil 20 mg q.d., Prilosec 40 mg q.d., Hiprex 1 g b.i.d., Refresh tears q.i.d., systane OU q.i.d., MVI q.d., cranberry cap two q.d., D3 1000 IU q.d., and vitamin C 500 mg q.d.

ALLERGIES: Multiple, see chart.

DIET: NCS.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Well groomed elderly female standing in doorway, in no distress.

VITAL SIGNS: Blood pressure 118/72, pulse 72, temperature 97.0, respirations 16, and O2 saturation 94%.

MUSCULOSKELETAL: She ambulates with her walker outside of her room and frequently in her room. Today, she was not using it when she answered the door. Weightbearing, trace edema at the ankle and distal pretibial area. Moves her limbs in a normal way given her age. Intact radio pulses. Palpation to her back more prominent on the right side in the area of the obturator foramen and deep palpation to the right gluteal area elicits pain that goes down the buttock into the fold and it is not clear but says it goes into her leg but cannot tell me where and palpation on the left side there are some discomfort but not the same as on the right.

NEURO: She makes eye contact. Her speech is clear. She has very poor short-term memory, repeats herself and after I had seen her in her room and the following issues discussed about 20 minutes later she is in the dining room and yells out to stop me and then goes into her problems and does not seem to recall that we have already discussed them and almost she did not believe that we had and what needed to make sure that I knew what was going on with her.

ABDOMEN: Soft. Bowel sounds present. She has no masses. No distention or tenderness.

ASSESSMENT & PLAN:
1. Possible sciatica. I am going to treat presumptively Medrol Dosepak take as directed with Tylenol 500 mg t.i.d. routine. We will follow up with her on completion of the Dosepak.

2. Constipation. MiraLax will be given routinely MWF. She is reminded to drink adequate water and if she wants I can write for prunes or prune juice to be given at her breakfast. She right now wants to just make sure she does not get loose stools so hopefully this will be resolved.
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