


PROGRESS NOTE

RE: Patsy Knight
DOB: 12/14/1941

DOS: 08/28/2024
The Harrison

CC: Fall followup.

HPI: An 82-year-old female, now in a wheelchair, that she propels with her feet. Up until a couple of weeks ago she was ambulatory for the longest period of time though she had a period where I applied for a manual wheelchair for her and she then decided she did not need it and returned to ambulating. The patient fell on 08/26/24, hit the back of her head, was sent to the ER and had five staples placed on the right distal parietal area. In looking at it, there is a subcutaneous dark purple bleeding that occurred but none actively and no eschar. Staples are intact.

DIAGNOSES: Gait instability – now in a wheelchair, advanced end-stage unspecified dementia, GERD, HTN, HLD, colostomy, and a history of ovarian cancer.

MEDICATIONS: Os-Cal b.i.d., Depakote Sprinkles 125 mg q.d., Lexapro 10 mg q.d. – will increase to 20 mg q.d., Pepcid 20 mg b.i.d., Norco 5/325 mg one q.a.m. and same dosing two tablets at h.s., MVI q.d., propranolol 80 mg q.d., torsemide 20 mg q.d., and Roxanol p.r.n.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

HOSPICE: Choice Hospice.
PHYSICAL EXAMINATION:

GENERAL: The patient seated comfortably in her wheelchair. She made eye contact and just smiled.
VITAL SIGNS: Blood pressure 148/94, pulse 78, temperature 96.8, and respirations 16.

Patsy Knight

Page 2

HEENT: Right side mid back of head five staples in place with subQ dark bruising, mild edema, slight tenderness to palpation of the area. Remainder of the scalp without abrasion.

SKIN: Otherwise warm, dry, and intact. Good turgor. No bruising noted.

CARDIAC: She has a regular rate and rhythm. No murmur, rub, or gallop. PMI nondisplaced.

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

NEURO: She makes eye contact. She speaks a few words at a time and they are clear. She is limited in what she says; if listened, it is yes and no and not much else. She was cooperative and did not appear distressed though a little bit sad.

ASSESSMENT & PLAN:

1. Fall followup. Staples in place and will be removed 09/03/24. Order is written. Daily cleaning of the area.

2. Gait instability with fall. She will stay in manual wheelchair at this point in time. That has been explained and she did not seem to argue with that.

3. Increased depression symptoms. Staff reports that she has had tearfulness usually in the mornings that is new. Staff will sit with her and reassure her. She cannot really comment or does not as to what is going on with her. She is on low dose citalopram and has done well on that, but I am increasing the dosage now to 20 mg q.d. starting in a.m. We will monitor for benefit, a long way.
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Linda Lucio, M.D.
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