


PROGRESS NOTE

RE: Paula Russell

DOB: 07/16/1933

DOS: 06/10/2023

HarborChase AL

HPI: An 89-year-old with limited mobility who is often quiet, intermittently able to voice needs. She was checked on by the evening staff as they had not been hearing from her. She was on her bed half off and in a saturated brief. The patient had lunch and required feed assist and otherwise had not had anything to eat today, also acknowledged she had not been drinking except a small amount of juice, which was at bedside with a straw so myself and the nurse were able to get her to drink water as well as more juice. The patient moaned about pain related to her right knee. She does have tramadol 50 mg t.i.d. and given the evident pain exhibited I told her we would give her right now additional dose and then I will adjust the current routine dose. She was cooperative to exam and did quiet down after she got the additional tramadol quit saying ow-ow.

DIAGNOSES: Advanced dementia, COPD, HTN, GERD, chronic musculoskeletal pain, senile weakness and ability with constipation.

MEDICATIONS: Tylenol 650 mg b.i.d., Norvasc 5 mg q.d., atenolol 50 mg q.d., B12 IM 1000 mcg q. month, docusate q.d., Advair Diskus 250/50 mcg b.i.d., gabapentin 100 mg t.i.d., hydralazine 25 mg t.i.d., Remeron 7.5 mg h.s., Prilosec 20 mg q.d., ProStat liquid 30 mL q.d., Salonpas patch q.a.m. to lower back and to right calf q.a.m., vitamin C 500 mg q.d., albuterol MDI p.r.n., and Hiprex 1 g b.i.d.

ALLERGIES: SULFA.

DIET: Regular with chop meat.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: Chronically ill-appearing female who is half awake and saying ow-ow and requires full nursing assistant to reposition in bed.

VITAL SIGNS: Blood pressure 171/72, pulse 88, temperature 100.8, respirations 19, and O2 saturation 95%.
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NEURO: Orientation x2. She is only saying a few words not really able to give information or make her needs known. She states she had pain and that she had only had juice to drink originally said she had eaten. Nursing staff stated she had had lunch but required feed assist.

MUSCULOSKELETAL: Decreased generalized muscle mass and motor strength. She has to be repositioned and holds her right knee stating it hurts and then just general ow complaints but could not be more specific.

GU: She has a strong smell of urea when her brief was changed, urine was dark yellow concentrated in appearance.

CARDIAC: She has regular rate and rhythm. No M, R or G.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

SKIN: She has a wound care patch lateral right ankle. No other injury to skin noted.

ASSESSMENT & PLAN:
1. Pain management. Tramadol 50 mg is increased to q.6h. and to be awakened to give if needed. She did receive an additional x1 tramadol when seen that seem to be a benefit. Norco 5/325 mg one q.6h. p.r.n. for breakthrough pain is ordered.

2. HTN inadequate control. Hydralazine is increased to 50 mg a.m., 2 p.m. and h.s. Remainder of BP meds will stay is ordered.

3. Medication review. I am discontinuing three nonessential medications and holding her Advair Diskus to see if it is needed.

4. Febrile. We will have this rechecked and if it continues to be so we will empirically treat for UTI.
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