


PROGRESS NOTE
RE: Deborah Brewer

DOB: 02/12/1950

DOS: 05/22/2023

Rivermont MC

CC: Lower extremity edema.
HPI: A 73-year-old with advanced Alzheimer’s disease and a skin lesion that has grown on the bridge of her nose is seen today. She is seated quietly at a table with another resident waiting to go on a car ride just two of them. She appears excited to be doing that. When seen last month this skin lesion across the bridge of her nose had scabbed up and fallen off and there was just fresh skin underneath it that was pink, now she has this scab with yellow crusting that is there. She denies any pain. No drainage is noted per staff. The patient comes out for meals sits out for activities. She is generally quiet and appropriate throughout the day. Staff stated that she is cooperative with medications and needs assist with personal care but accepts it.

DIAGNOSES: Advanced Alzheimer’s disease, recurrent skin lesion on bridge of nose chronic, HTN, OA, anxiety, and depression.

MEDICATIONS: Going forward Abilify 15 mg q.d., Depakote 125 mg b.i.d., Seroquel will hold a.m. dose and continue with 25 mg h.s., Zoloft 200 mg q.d., Exelon 4.5 mg will hold for two weeks and assess need for continuation of med, ASA 81 mg q.d., enalapril 20 mg q.d., Lasix 40 mg MWF, MVI q.d., and KCl 10 mEq q.d.

ALLERGIES: PCN, CODEINE, DEMEROL, APAP, and LATEX
DIET: Regular thin liquid.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: Alert and pleasant female seated quietly who looked excited to be going to an activity.

VITAL SIGNS: Blood pressure 128/77, pulse 75, temperature 96.8, respirations 15, and weight 170 pounds.
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HEENT: Her hair is combed. Conjunctivae clear. The bridge of her nose across there is a scab with yellow vesicles that appeared to be dry, surrounding skin is normal color. No warmth or tenderness to palpation. The patient states that she can breathe normally. Oral mucosa WNL.

CARDIAC: Regular rate and rhythm. No M, R or G. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

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

MUSCULOSKELETAL: The patient ambulates independently. She has lower extremity edema at 3+. She just has short socks in place.

SKIN: Warm, dry, and intact with fair turgor.

NEURO: Orientation to self, occasionally to Oklahoma. She makes eye contact. She is soft-spoken. She can give answers to basic questions. Affect will be congruent with what she is saying. She is generally a bit guarded and reserved.

ASSESSMENT & PLAN:
1. 3+ bilateral lower extremity edema. She will receive Lasix 40 mg plus 10 mEq of KCl daily. A BMP will be checked on 06/06 and I am requesting that hospice provide to be gripped for both legs.

2. Medication review. She is on Seroquel twice daily and when hold the a.m. dose, which is only 12.5 mg and also hold the rivastigmine cap, which I think believe is no longer of benefit but will see how she does without it.
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