


PROGRESS NOTE
RE: Libby Ware
DOB: 02/12/1942
DOS: 08/22/2025
CNH
CC: Hospice discussion.
HPI: The patient is an 83-year-old female seen in the day room, she was seated in a high-back chair, the patient is nonambulatory and is transported by staff. The patient was quiet, did not resist exam, she did make eye contact and she seemed more familiar with the rounding nurse.
DIAGNOSES: CVA history, HTN, history of heart failure, DM II, diabetic neuropathy, hyperlipidemia, chronic seasonal allergies, unspecified polyarthritis, MDD, hypothyroid, anxiety disorder and BPSD of the psychoses of dementia medically managed.
MEDICATIONS: Olanzapine 2.5 mg b.i.d. and O2 at 2 L per nasal cannula.
ALLERGIES: SULFA.
CODE STATUS: DNR.
DIET: Regular puree and nectar thick liquid.
HOSPICE: Complete Hospice.

PHYSICAL EXAMINATION:

GENERAL: Elderly female comfortably reclined in her high-back chair. She was quiet and just randomly looking around.
VITAL SIGNS: Blood pressure 170/66, pulse 88, temperature 97.7, respiratory rate 19, O2 sat 100% on 2 L per NC and weight 117 pounds, which is a weight gain of 5 pounds.
HEENT: Anicteric sclera. EOMI. PERLA. Nares patent. Moist oral mucosa.
NECK: Supple with clear carotids.

CARDIAC: She had an irregular rhythm at a regular rate without murmur, rub or gallop.
RESPIRATORY: Did not cooperate with deep inspiration. She had O2 at her side, but not running when seen.
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MUSCULOSKELETAL: The patient is nonambulatory. She can weight bear with standby assist for transfers. She has trace to +1 lower extremity edema. She moves arms slightly, adequate strength to hold utensils.
NEURO: Orientation to self, alert, has verbal capacity, only stated a few words and she generally does not voice her need and it is questionable how much she understands of what is stated to her.
ASSESSMENT & PLAN:

1. Hospice care for generalized decline with vascular dementia evident. We will at some point have the nurse contact hospice to let them know that I want to be a part of following the patient’s care, so that I am able to keep track when I see her of things that have progressed.
2. Pain management. The patient is receiving Tylenol 325 mg one tablet q.4h. p.r.n. and have not been able to assess how effective that is for the patient. The patient does have SL Roxanol at 0.25 mL (5 mg) at q.1h. p.r.n. We would recommend that change be to q.4h. p.r.n. until the patient appears imminent. She does not appear that advanced.
3. Hypertension. Blood pressure today systolic is greater than 180; last visit, 159. I am writing for clonidine 0.1 mg to be given for systolic greater than or equal to 155.

4. Lab review. Last labs were obtained on 10/15/2024, and of concern was the potassium at the time was 6.0 with a BUN and creatinine of 42 and 2.5 and a CBC with H&H of 7.5 and 24.4. It would be important to know what new values are and understanding where the patient currently is with the care provided.
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