


PROGRESS NOTE
RE: Barbara Manning
DOB: 03/30/1928
DOS: 04/15/2024
Jefferson’s Garden
CC: Increased difficulty with oral secretions, pain management and pain to right lower back.
HPI: A 96-year-old female seen in room, she has sialorrhea, which has increased and she is having difficulty controlling her secretions. She keeps a cloth with her and periodically dabs her mouth. She tells me that she is having back pain, but she cannot be more specific, so with palpation we are able to localize where the tenderness is. She denies any recent falls. She states that she is comfortable as she lies to sleep and spends her day on the couch or in a recliner and is comfortable with that.
DIAGNOSES: Sialorrhea increase with difficulty handling oral secretions, restless legs syndrome, insomnia, gait instability; uses a wheelchair, hypothyroid, chronic seasonal allergies, CHF, CKD III, and CHF on Eliquis.
MEDICATIONS: Senna one tablet q.o.d., Centrum Silver q.d., Eliquis 2.5 mg b.i.d., Flonase nasal spray q.d., levothyroxine 88 mcg q.d., lidocaine patch to affected area at h.s., Claritin 10 mg q.d., melatonin 5 mg h.s., Singulair q.d., PEG solution q.d., Mirapex 0.25 mg h.s., spironolactone 50 mg q.d., and vitamin C 500 mg q.d.
ALLERGIES: NITROFURANTOIN.
DIET: NAS with chopped meat.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: The patient is alert, makes eye contact and is able to convey her need.
VITAL SIGNS: Blood pressure 120/68, pulse 72, temperature 97.2, respiratory rate 16, oxygen saturation 94%, and weight 124.4 pounds.

HEENT: Hair is groomed. Sclera clear. Glasses in place. Nares patent. Moist oral mucosa and she has clear oral secretions that come out the corners of her mouth. She does have a cloth that she discreetly uses to wipe up the excess secretion.
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CARDIAC: Regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Normal effort and rate. She has decreased depth of inspiration. Lung fields clear. No cough.

MUSCULOSKELETAL: The patient is weight-bearing for transfers. She is transported in a manual wheelchair for distance. She can walk using her walker though slowly and short distance. She has no lower extremity edema. Exam of lower back: Pain is elicited, right side lateral sacrum tenderness to palpation. She states pain is not alleviated with Tylenol, but was told that she would be receiving ibuprofen and was glad to hear that.

NEURO: Orientation x2-3. She is soft-spoken, has somewhat tremulous voice, can make her needs known and understands given information.
ASSESSMENT & PLAN:
1. Right lower sacral pain in absence of recent fall per the patient. IBU 600 mg routine at 9 a.m. and 7 p.m.; the patient’s choices of dosing time and a p.r.n. dose that can be given at any time in a 24-hour period.
2. Sialorrhea. Scopolamine patch 1 mg q.3 days, place behind ear and the directions are generally change it q.3 days, but pending the patient’s degree of sialorrhea q.2-3 days.
CPT 99350
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