


PROGRESS NOTE

RE: Helen Murphy
DOB: 08/21/1926

DOS: 01/19/2024
Rivendell Highlands

CC: Significant decline.

HPI: A 97-year-old female seen today for a fall followup. The patient who is bed bound is generally transported in a wheelchair. She has advanced dementia, but is still very verbal and can express her needs. The patient had a fall trying to get out of bed on her own, hit her head on the nightstand, was sent to SSM ER, diagnosed with a fall, forehead laceration and abrasion of the scalp. The patient returned with no new orders and there now are questions about her medication profile. The patient has had minimal fluid intake and has had almost no urine output for the last two days. I saw the patient around dinnertime, she was propped up in bed, but her head turned to the wall and asleep TV on. I was able to do a cursory exam and she kind of mumbled and looked my way. I asked her if she was thirsty, she did not say anything and I asked if I got her some cold water would she drink and she said yes, so that was done and had an aide sit with her and try to get her to drink, but she drank very minimal. On 01/12, the patient was started on Augmentin 875/125 mg b.i.d. for 10 days, so she continues on it through the 22nd.

DIAGNOSES: End-stage unspecified dementia, appears to be at end-of-life care, chronic pain, anxiety/agitation, and chronic skin issue secondary to keratoses with infection.

MEDICATIONS: Norco 10/325 mg one p.o. b.i.d., lorazepam 1 mg q.6h., nystatin powder to affected areas, wound gel to affected areas, ABH gel 2/50/2 mg/mL 1.5 mL q.8h. p.r.n., and Baza cream to affected areas.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

HOSPICE: Suncrest.

Helen Murphy

Page 2
PHYSICAL EXAMINATION:

GENERAL: The patient is lying in bed propped up. She is frail. It is clear that she has lost weight. Her skin is drawn, eyes closed, and I was able to do a brief exam without resistance.
VITAL SIGNS: Blood pressure 120/68, pulse 78, respirations 16, and unable to weigh.

RESPIRATORY: Anterolateral lung fields clear. Decreased bibasilar breath sounds. No cough.
CARDIAC: Heart sounds distant. An irregular rhythm without murmur, rub, or gallop.

ABDOMEN: Flat, nontender. Hypoactive bowel sounds.
SKIN: Drawn, poor turgor, intact pulses, and slight abrasion to the backside of her head with staples in place across her forehead.
ASSESSMENT & PLAN:

1. Fall followup. Staples placed on 01/12; 01/22 would be an appropriate discontinuation date.

2. Poor PO intake. Continue trying to encourage fluid intake and feed assist if needed.

CPT 99350

Linda Lucio, M.D.
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