


PROGRESS NOTE
RE: Wanda Hayes
DOB: 09/16/1934
DOS: 08/24/2022
Rivendell MC
CC: Fall followup.
HPI: An 87-year-old found at bedside this morning and then later observed to have a new bruise develop on her left hip. The patient denied pain then and when seen she was resting comfortably after a visit with the hospice nurse. The patient has not expressed any new pain complaints and her baseline pain management is adequate with the current doses of Roxanol. The patient has stage IV breast CA left side, had deferred treatment. The mass has grown while she has been in residence and it is actually protruding mass contained and growth is on the lateral side of the breast outward. She was brought a specific bra to wear for comfort and she wears it only intermittently.
I was contacted on 08/22 by hospice regarding constipation. Senokot-S started, the patient was initially given a brown cow with the results.
DIAGNOSES: Left side breast CA continues with slow growth, but is prominent at its baseline status post fall with bruise otherwise no injury, benign essential tremor of bilateral upper extremities and vascular dementia with staging.
ALLERGIES: SINEMET.
MEDICATIONS: Senokot S one p.o. b.i.d., Roxanol 5 mg 11 AM and 5 PM with q.6h. p.r.n., Norco 7.5/325 mg one p.o. t.i.d. BuSpar 15 mg b.i.d., Haldol 0.25 mg 11 a.m. and 6 p.m., levothyroxine 75 mcg q.d., MVI q.d., primidone 125 mg q.a.m. and noon and 100 mg h.s., propranolol 20 mg b.i.d., torsemide 40 mg MWF and trazodone 25 mg h.s.
DIET: Regular.

CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: The patient is resting comfortably.
VITAL SIGNS: Blood pressure 144/56, pulse 86, temperature 99.1, respirations 20, O2 sat 93%, and weight 149.6 pounds, weight loss of 4.6 pounds.
CARDIOVASCULAR: Regular rate and rhythm without MRG.
ABDOMEN: Soft. Bowel sounds hypoactive. No distention, tenderness or masses.
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MUSCULOSKELETAL: Intact radial pulses. She weight bears and ambulates independently. Violaceous bruise left side in the hip area. No hematoma.
NEUROLOGIC: Orientation x2. She has become more anxious recently. She has been on BuSpar for this issue, which was affected by her report prior to admit here and seem to have been effective initially, but things have changed and so additional treatment.
SKIN: Otherwise warm, dry, and intact.
ASSESSMENT & PLAN: 
1. Anxiety. This is increased the patient does have a baseline diagnosis of anxiety disorder. In addition to ongoing treatment, alprazolam 0.25 mg at 8 AM and 3 PM routine and q.8h. t.i.d. p.r.n. with p.r.n. being for two weeks.
2. Breast CA. Pain is managed. She has a bra, which has been provided by hospice for support that she wears intermittently.
3. Fall. There has been bruise that is developed, but no significant or no pain reports.
4. General care. There has been increased confusion and evidence of depression with the patient voicing that she is ready to go. This is not in common and she knows her diagnosis and will just provide support and hope that we are able to get her to just continue taking things a day at a time.
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