


PROGRESS NOTE

RE: Margie Henderson
DOB: 06/16/1938
DOS: 09/12/2023

Jefferson’s Garden AL
CC: UA followup.
HPI: An 85-year-old seen in room. She had complained of lower abdominal and pelvic pain so a UA was obtained on 09/01/2023, results on 09/03/2023, are it was not reflex for culture as not indicated, it is completely clear. She states she does not have any understanding of why she has her symptoms without an infection. The patient talks about her fibromyalgia and that the rain that we had yesterday could be the reason that she is having the pain the last couple of days that is occurred. She was cooperative, denied any other issues. The patient has a routine tramadol 50 mg b.i.d. and p.r.n. muscle relaxant and topical analgesics. She has had no falls or other acute medical events in the last 30 days.
DIAGNOSES: Vascular dementia BPSD in the form of perseverating on medical issues, delusions and paranoia, depression, fibromyalgia, HTN, HLD, hypothyroid, urinary stress incontinence, and gait instability requires a walker.
MEDICATIONS: ASA 81 mg q.d., Azelastine nasal spray b.i.d., Biotin brands q.i.d., Zyrtec 5 mg q.d., cyclosporine eye drops OU b.i.d., docusate 100 mg h.s., Effer-K 20 mEq q.d., Eliquis 5 mg q.12h., FeSO4 b.i.d., Flonase q.d., Haldol .5 mg 4 p.m., IBU 800 mg 8 a.m. and 2 p.m., levothyroxine 175 mcg q.d., Namenda 5 mg b.i.d., Metamucil q.d., Singulair q.d., MVI b.i.d., nystatin to affected areas, Protonix 40 mg q.d., Seroquel 25 mg q.a.m., Zoloft 200 mg q.d., Zocor 40 mg q.p.m., Sucralfate 10 mg t.i.d., Systane eye drops t.i.d., torsemide 100 mg q.d. and tramadol 50 mg b.i.d.
ALLERGIES: Multiple, see chart. Has PEANUT allergies.
CODE STATUS: DNR.

DIET: Regular.
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PHYSICAL EXAMINATION:
GENERAL: The patient is seated quietly in her recliner, but she appears more alert and more together than the last time that I saw her, not tearful.
VITAL SIGNS: Blood pressure 132/70 pulse 80, respirations 18, temperature 98.6, O2 97% and weight 168 pounds.
CARDIAC: She has regular rate and rhythm without murmur, rub or gallop. PMI was nondisplaced.

RESPIRATORY: She had a normal effort and rate decreased bibasilar breath sounds secondary to body habitus. No cough and symmetric excursion. She moved in her room, did not appear to get SOB.

ABDOMEN: Bowel sounds present. She reacted to the placement of stethoscope on her abdomen and thereafter light palpation let into demonstration of significant pain or discomfort by moving away. There were no masses or rebound signs evident. This extended from the upper abdominal under the ribs area to the lower pelvic area.

MUSCULOSKELETAL: It was noted that when the patient rotated to the right to take something off her chair the movement of her abdomen did not elicit any pain and she was able to get up and ambulate without any discomfort. She has no significant lower extremity edema. Moves arms in a normal range of motion.
NEURO: She is alert. She is aware of what she is doing. She uses medical issues as a focus for interaction and attention from others and it gives a point of conversation for her.
ASSESSMENT & PLAN:
1. UA review. Negative for UTI.

2. Acute abdominal into pelvic pain. The patient attributes it to fibromyalgia exacerbated by weather change yesterday. She continues to stay in her room except coming out to have her hair done and her baseline activity is just walking in her room. I encouraged her to get out and start increasing her socialization. We will see if she does that.
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Linda Lucio, M.D.
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