


PROGRESS NOTE

RE: Carolyn Davis
DOB: 09/04/1965
DOS: 07/25/2025
Tuscany Village LTC
CC: Review KUB results and treatment for constipation.
HPI: The patient is a 59-year-old female seen in her room, I had been contacted about her on 07/24 regarding complaints of abdominal discomfort and constipation, no BM in approximately three days. KUB was ordered and reviewed by myself and then today reviewed with the patient. The impression is significant fecal material identified with some interspersed areas of distended colon with increased fecal material involving the distal colon. I had ordered magnesium citrate one bottle to be given to the patient, to begin trying to consume what she could and diet to be changed to a clear liquid diet until she was starting to be able to have some stool output. Today, I am informed that she refused the magnesium citrate stating that she did not like the way that it tasted and that it would not work for her. The patient was seen in her room, she was lying in bed eating the dessert from lunch and became whining when she saw me and I told her I simply wanted to let her know what her x-ray results were. She did listen, stated that she has had a bowel movement today and I asked her if she had any abdominal discomfort, she stated yes, but she was not any more specific. She denies having any nausea or emesis and has eaten today without any problem. The patient then told me that she did not like taking stool softeners because she did not like the way they tasted. I asked her if she wanted something to get relief and she said yes and so a suppository is what she said she would take. I reviewed what a suppository is, how it is administered and that if that was offered and she did not take it, then that was about as much as we could do without reverting to things she had already stated she did not like. Review of the patient’s records shows that she has a history of noncompliance with pretty much all of her medications.
DIAGNOSES: Abdominal discomfort secondary to constipation, atrial fibrillation, DM II, hyperlipidemia, schizoaffective disorder unspecified, bipolar disorder, anxiety disorder, insomnia, hypertension, GERD, psoriasis and anorexia.
MEDICATIONS: Primarily PRN medications as she refuses routine medications and that would include Zofran 4 mg q.8h. p.r.n. and Tylenol 325 mg two tablets q.8h. p.r.n.
ALLERGIES: CEFTRIAXONE, VANCOMYCIN and MORPHINE.
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DIET: Diabetic diet.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient propped up in her hospital bed. She was alert and reading her phone and eating dessert from lunch.
VITAL SIGNS: Unavailable as the patient refuses.
HEENT: Short hair. She makes eye contact. Nares patent. Native dentition in poor repair.

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

RESPIRATORY: Anterolateral lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Soft. Bowel sounds present, hypoactive. No distention or tenderness. No masses palpable.

MUSCULOSKELETAL: Intact radial pulses. She was moving arms in a normal range of motion, has good grip strength, holds utensils. Lower Extremities: She is non-weightbearing, requires a Hoyer lift for transfers. She is mobile in a manual wheelchair that she can propel.

ASSESSMENT & PLAN: Constipation. Magnesium citrate is available to the patient. She has refused it, but states that she would accept a suppository, so Dulcolax suppository ______ mg one per rectum and, if no return after 10 to 15 minutes, may repeat with second suppository.
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