


PROGRESS NOTE

RE: Barbara Manning

DOB: 03/30/1928

DOS: 02/05/2024

Jeffersons Garden AL

CC: Fall followup and increased oral secretions.
HPI: A 95-year-old seen in her room, she is hard of hearing so I have to talk loud. She communicates her needs. Her voice is a bit frail in sound but the content is understandable. She had a fall on 02/05 earlier today told me that she was wearing new shoes and she just got tripped up on them, fortunately there was no injury. She then tells me that she is starting to have more oral secretions like she said just a lot of saliva that she cannot get rid of. She states that it is clear she has not had a headache, nasal congestion, or sore throat, it is just oral secretion and she is conscious of it when she goes to the dining room. Apart from that, she is sleeping good. Her pain is controlled.

DIAGNOSES: CHF stable, CKD III, chronic lower extremity edema, gait instability, and uses rolling walker.

MEDICATIONS: MVI q.d., Eliquis 2.5 mg b.i.d., Flonase q.d., levothyroxine 88 mcg q.d., lidocaine patch to hip, Claritin 10 mg q.d., Singulair q.d., pramipexole 0.125 mg h.s., spironolactone 50 mg q.d., and vitamin C 500 mg q.d.

ALLERGIES: NITROFURANTOIN.

CODE STATUS: DNR.

DIET: NAS chopped.

PHYSICAL EXAMINATION:
GENERAL: Pleasant older female well-groomed.

VITAL SIGNS: Blood pressure 129/70, pulse 56, temperature 97.3, respirations 18, O2 saturation 95%, and weight 122.8 pounds.
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NEURO: She makes eye contact. Voices her needs. Her speech is clear but again she has a shaky voice and through the whole time she sounded congested and had to like remove saliva from her mouth and clear her throat, which took some time. Orientation x2. She has to reference for date and time.

MUSCULOSKELETAL: The patient is ambulatory with a walker. She goes short distances. She has a trace ankle edema. Intact radial pulses and has fair range of motion of four limbs.

SKIN: Dry but intact. She has few scattered bruises in different stages of healing.

HEENT: She has her glasses on. Sclerae mildly injected. Nares patent. I did get to see the saliva that is viscous and clear.

ASSESSMENT & PLAN:
1. Increased saliva. She asked about atropine so I am ordering atropine solution 1% three drops q.a.m. and then q.6h. p.r.n.

2. Constipation. The patient has no routine stool softener. However, she does have p.r.n. PEG powder. I am writing for PEG powder daily times one week and then we can decrease it to four days a week.
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