


PROGRESS NOTE

RE: Pat Knight

DOB: 12/14/1941

DOS: 05/07/2025

The Harrison MC

CC: ER followup.
HPI: An 83-year-old female with advanced dementia had a witnessed fall on 05/06 wherein she just spontaneously stood up and started walking forward when she lost her balance and stumbled forward hitting her face on the edge of a tall table. She was sent to the ER, required several stitches near her left eye, was also given a tetanus shot as it is unknown the duration since her last immunization. Request to check her colostomy stoma as it appeared to be inflamed when she was in the ER. So, the patient was seen in the day room of memory care, she was having a manicure done for her and was very happy and wanted to show me that; the patient is generally in good spirits. When I asked her if she was having any pain, it took her a minute, she seemed to be caught off guard and shook her head no and stated she did not think she was having pain. She does have pain medication available; staff are aware of how she looks or acts if she is uncomfortable. The patient was also cooperative with going with me to her room to check her stoma site.

DIAGNOSES: Severe unspecified dementia, colostomy status post resection for ovarian cancer, gait instability, HTN, and HLD.

MEDICATIONS: Anastrozole 1 mg q.d., ASA 81 mg q.d., Celexa 20 mg q.d., glucosamine/chondroitin q.d., Levsin 0.125 mg p.r.n., trazodone 50 mg h.s., and Roxanol 0.5 mL (10 mg) q.4h. p.r.n. pain.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Petite elderly female pleasant and cooperative.

VITAL SIGNS: Blood pressure 146/84, pulse 68, temperature 97.1, respirations 18, O2 saturation 96%, height 4’11”, and weighs 138 pounds.
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NEURO: She makes eye contact. She is verbal, but it is word salad for the most part. She is very animated and cooperative if she understands what is being asked or instructed. Orientation x1.

MUSCULOSKELETAL: She is independently ambulatory. No lower extremity edema. Moves limbs in a normal range of motion. She does have access to a wheelchair if she is fatigued or appears unsteady, but generally refuses it.

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

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

GI: Check of her colostomy, the bag has a liquidy greenish brown stool in it. Check of the stoma, there is surrounding redness. No vesicles or breakdown noted. Unable to tell if there was tenderness to palpation to the area.

ASSESSMENT & PLAN:

1. Fall followup. She has about six sutures in place above her left eye and those sutures will be removed in 7 to 10 days. We will look at them next week when I am here and will determine if they are ready at that time to be removed and if not, we will give a couple more days, then remove.

2. Stoma inflammation. Keflex 250 mg one p.o. q.6h. x7 days.
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