


PROGRESS NOTE
RE: Thora Bean
DOB: 03/03/1937
DOS: 10/08/2022
Town Village
CC: Followup on several issues.
HPI: An 85-year-old retired nurse who self-administers medications, she does her own ostomy care, recently had cutaneous candida surrounding the ostomy, which was treated. We had to review the proper care of her ostomy or it would be turned over to hospice. She recently was treated for a URI with Bactrim liquid; it started 09/29 and if taken as directed would have been completed on 10/06, there remains about a quarter of the bottle, so she has not been taking it properly. Continues to wear her O2 at 3 L/NC routinely though she does admit to taking up to three hours at a time without it as her nose dries out. She brings up that she had Pseudomonas during a hospitalization several months ago and questions whether it has returned. She denies fevers or chills. No change in the occasional cough, no sputum production. She is quite verbal, has to be redirected and, when it was time to leave, I just told her that I had to go as she continued to talk.

DIAGNOSES: Ostomy secondary to colon resection for CA, COPD with O2 at 3 L, wheelchair bound with generalized weakness, has completed recent PT/OT, GERD, seasonal allergies and MC anemia.

MEDICATIONS: Pepcid 20 mg q.d., FeSO4 q.d. a.c., Flonase MDI b.i.d., Mucinex 600 mg b.i.d., MiraLAX b.i.d., Zoloft 50 mg q.d.

ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: Chronically ill-appearing female, seated in her recliner, pleasant and cooperative.

VITAL SIGNS: Blood pressure 128/68, pulse 79, temperature 96.7, respirations 19, O2 sat 95% on 3 L and weight 119 pounds, down 1 pound.
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RESPIRATORY: She has expiratory wheezes throughout all lung fields. No cough or expectoration.

CARDIAC: Regular rate and rhythm. No MRG.

ABDOMEN: Soft. Bowel sounds present. Her stoma appears clear with soft brown stool in the bag and dressing is well-placed and secure.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. No LEE though she contends that she has ankle swelling, it is actually the lateral soft tissue. Ambulates with a walker, has a wheelchair for distance, which she has difficulty propelling.
NEURO: Orientation x2-3, has to reference for date and time. Speech is clear, able to give information. Memory deficits noted. She is insistent on doing her own care. No apparent insight into the fact that she does not do it properly and not able to acknowledge she needs help.
SKIN: Quite thin and fragile, also dry.

ASSESSMENT & PLAN:

1. Musculoskeletal pain. Currently p.r.n. Tylenol is asked for about once daily and then she is upset at having to wait for it. I suggest and have written for routine 650 mg of Tylenol a.m., 3 p.m. and h.s. and I will follow up with that in 2 to 4 weeks, reassured her that at those doses she is still below the maximal dosing for her age.

2. Medication administration. The patient does not appear to be doing her medications appropriately despite her insistence that she can manage her own medications. I do not think it is in her best interest at this point and my recommendation will be that the facility start doing medication administration.

3. Social. The patient’s daughter/POA Linda Dixon who is a FEMA nurse and frequently out of town requested a call from me, I have called twice and the response is that “call cannot be completed at this time,” so we will try one more time, otherwise we will contact her at my next visit.
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