


PROGRESS NOTES

RE: Peggy Taylor

DOB: 07/08/1933

DOS: 01/30/2023

Town Village AL

CC: Left leg wounds, constipation and pain management.

HPI: An 89-year-old seen in room sitting in chair. She is followed by Select Home Health. The patient has a wound that appears to be chronic on the pretibial area left leg and recently her great toe has developed paronychia. New treatment PuraChol has been ordered and will be started. The patient brought up her pain management. She is now having breakthrough pain. Her back weakening her at night and during the day just discomfort unable to find a way to sit that will alleviate her pain. She is currently on Norco 10 q.6h. Discussed increasing the dose to q4 hours and she would like to try that. Her current dosing does not affect her cognition or alertness. She does self-care to the extent that she is able and let staff know what assistance she needs and comes out for all meals and socializes with other residents. She is awake watching television and interactive with the staff as well. She has had no falls. Also her bowel pattern she has had to strain and what she does get out is round and hard pellets. She is currently on MiraLax q.d. The patient’s appetite is good apart from being awakened by pain. Otherwise she sleeps states she does not nap during the day and she gets around with her walker and has had no falls.
DIAGNOSES: Chronic back pain, chronic left lower extremity wound, severe OA of both knees, HTN, GERD, hypothyroid, atrial fibrillation and constipation.

MEDICATIONS: Vitamin C 500 mg q.d., Os-Cal b.i.d, Coreg 12.5 mg q.d., Voltaren gel t.i.d to affected areas, Eliquis 5 mg b.i.d., Pepcid 20 mg q.d., Lasix 40 mg q.d., gabapentin 300 mg h.s, Norco 10/325 will be increased to q6 routine, levothyroxine 50 mcg q.d., eye lubricant b.i.d., melatonin 10 mg h.s., Ocusoft Lid Scrub q.a.m., MiraLax q.d, KCl 10 mEq four days q. week, PreserVision one tablet q.p.m., Refresh tears OU q.a.m and h.s., Senexon-S q.d., and trazodone 50 mg h.s. p.r.n.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Pleasant elder female seated in living in room, interactive and able to give information.

VITAL SIGNS: Blood pressure 126/66, pulse 75, temperature 97.6, respirations 18, and O2 sat 96%.

HEENT: Her hair combed. Conjunctivae clear. Moist oral mucosa.
NECK: Supple.

CARDIOVASCULAR: An irregular rate and rhythm and cannot appreciate murmur, rub or gallop. Heart sounds are distant.
RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

ABDOMEN: Slightly protuberant and firm. Nontender to palpation. Hyperactive bowel sounds.

MUSCULOSKELETAL: She is weightbearing, ambulates with her walker. She has trace LEE at the ankles.

SKIN: Left leg wound is 3-cm x 1.4 cm and 0.1 cm diameter. It is beefy in appearance with scant serous drainage and left great toe with edema around the nailbed. There is pinkness, tenderness to palpation and mild warmth.

NEUROLOGIC: Makes eye contact. Speech is clear. She is able to give information. Makes her needs known and ask questions that are appropriate and appears to understand given information.

ASSESSMENT & PLAN:
1. Left leg wound. PuraChol will be applied initially by DON and then HH dressing changes on Monday and Thursday will apply PuraChol to wound bed.
2. Left great toe paronychia. Augmentin 500/125 mg one tablet p.o q.8 x7 days.

3. Constipation. The patient is to get prune juice q.a.m. through the dinning room 6-8 ounces and then MOM 30 cc p.o q.a.m as well and continue MiraLax at h.s.
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