


PROGRESS NOTE

RE: Dolores Sandberg

DOB: 06/25/1947

DOS: 11/06/2025
Windsor Hills

CC: Followup on cellulitis and hygiene issues.

HPI: A 78-year-old female seen in room, she was sitting on her bed; her bed has packages of snacks and containers that were part of serving her dinner or lunch. She has been spoken to regarding letting staff help her clean her bed up so that she can sleep in it, she refuses that assistance. The patient sleeps on the edge of her bed with her wheelchair backing up to her so that she can stretch her arms out over the top of it and lean onto it and fall asleep that way. The patient has had several people offer assistance in cleaning up her room so that it is more comfortable for her to live in it and she refuses any assistance. She has had no recent falls. She is compliant with taking her medications and splits her time between eating in her room versus going to the dining room.

DIAGNOSES: Systolic congestive heart failure, COPD, hypertensive heart disease, epilepsy unspecified, type II diabetes mellitus, anxiety disorder, chronic pain syndrome, insomnia unspecified, restless legs syndrome, hyperlipidemia, major depressive disorder, hypertension, overactive bladder, and ischemic cardiomyopathy.

MEDICATIONS: Calcium carbonate 500 mg two tablets q.d., magnesium glycinate 400 mg one capsule b.i.d., Toprol 25 mg q.d., Farxiga 5 mg q.d., Keppra 750 mg one tablet b.i.d., Lasix 40 mg q.d., Depakote Sprinkles 125 mg p.o. b.i.d., Plavix q.d., Atrovent/albuterol MDI q.4h. p.r.n., ropinirole 2 mg q.i.d., melatonin 5 mg h.s., gabapentin 300 mg one capsule t.i.d., methocarbamol 500 mg one capsule t.i.d., oxycodone 5/325 mg one p.o. q.6h., Breztri inhaler two puffs b.i.d., Benefiber q.d., probiotic one q.d., Singulair one tablet h.s., and nystatin powder to peri-area q.8h. p.r.n.

ALLERGIES: TEGRETOL, IODINE, VANCOMYCIN, MORPHINE, and PCN.

DIET: Regular with fluid restriction to 2000 mL in 24 hours, diabetic diet with thin consistency.
CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient was seen in her room. She was alert, but refused any assistance in helping to organize or clean her room, which had food containers on her bed and empty containers on the bedside nightstand not interested in having anyone assist her clean it.
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VITAL SIGNS: Blood pressure 123/75, pulse 80, temperature 97.6, respirations 18, O2 saturation 95%, and weight 132 pounds.

HEENT: Conjunctivae are relatively clear. No eye drainage. Nares patent. Moist oral mucosa. Poor dentition.

NECK: Supple.

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

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

ABDOMEN: Soft. Hypoactive bowel sounds without distention or tenderness.

SKIN: Her left lower extremity which had cellulitis that has resolved. The skin is warm, dry, and intact. There is mild hyperpigmentation. Skin is intact.

MUSCULOSKELETAL: The patient ambulates with a walker leaning forward into it slow and steady, but gets to her destination. Moves arms in a fairly normal range of motion.

NEURO: She is alert, oriented to person, and place, has to reference for date and time. She has clear speech. She can voice her need. She is generally resistant to anyone getting into her business so to speak. Insight into her own personal care and hygiene is poor. Last week, we talked about her getting a shower at least twice a week; she took one shower last week and has not had one to date since then and she makes it clear that she is not going to take one today and so I stated that she will take one tomorrow. Affect can be guarded and at times she will interact with the staff and smile. She can voice her needs and understands given information.

ASSESSMENT & PLAN:

1. Cellulitis left lower extremity. The patient completed antibiotic and it looks much better. No further need for treatment.

2. Personal hygiene. I have talked to her about showering at least twice a week, which she had agreed to, has not done it. I am here tomorrow, so I will make sure that she has shower brought up to her and hopefully will do.

3. Question of diabetes. The patient had brought this up a few months back before I assumed her care. She has not been on diabetic medication nor has she had anywhere the diagnosis, so A1c was ordered, results are 4.7 putting to rest that she is not diabetic.

4. Anemia. CBC done in January 2025 showed an H&H of 9.5 and 31.6 with decreased MCV and MCH consistent with iron-deficiency anemia, so FeSO4 325 mg one tablet p.o. q.d. is ordered. The patient’s platelet count and WBC count were WNL.

5. Hypoproteinemia. T-protein was WNL at 7.1 and albumin low at 3.4 and this lab was again in January 2025, so she will be coming up on annual labs and we will just see how it compares before any treatment indicated. Remainder of CMP WNL.
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