


PROGRESS NOTE

RE: Anita Hood
DOB: 10/01/1935
DOS: 09/13/2022
Jasmine Estates
CC: Followup on treatment for conjunctivitis/blepharitis and for head lesion.
HPI: An 86-year-old with end-stage vascular dementia followed by Crossroads Hospice was treated with EES ophthalmic ointment for bilateral conjunctivitis and blepharitis. Today, she is observed sitting in her wheelchair slowly propelling herself in a small day room. The patient was cooperative to exam, quiet, when spoken to, made some utterances that were random and out of context. Her forehead lesion was wrapped with gauze. There was evidence of serosanguineous drainage, gauze removed and the previous friable lesion present on admit photo on 03/02/2021 is examined. The patient does not seem in pain. Staff report that otherwise she is at her baseline of quiet and will just sit in her wheelchair watching television.

DIAGNOSES: End-stage vascular dementia, friable forehead lesion, dysphagia including meds, depression, seasonal allergies, HTN and Afib; has pacemaker.

MEDICATIONS: ABH gel 2/25/1 mg/mL routine midnight, 6 a.m., 12 noon and 6 p.m., Depakote Sprinkles 125 mg 8 a.m. and 8 p.m., MVI q.d., docusate liquid 150 mg q.d., Eliquis 2.5 mg q.12h., melatonin 5 mg h.s., metoprolol 12.5 mg q.12h., Multaq 400 mg q.12h., MiraLax q.d., Seroquel 12.5 mg h.s. and 25 mg 8 p.m., and Zoloft 50 mg q.d.

DIET: Mechanical soft, thin liquid and Ensure one can q.d.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female seated quietly in wheelchair.
VITAL SIGNS: Blood pressure 151/65, pulse 51, and weight 98.6 pounds.
HEENT: Initially, forehead bandaged; after removal, there is a well-circumscribed subQ collection of fluid about mid forehead extending down to about just above the left eyebrow, nontender to palpation and the surrounding skin is pink and warm. There is also weeping that is noted to the area and an area of yellow scale. Bilateral conjunctiva fairly clear. There remains some pinkness of both eyelids, but no edema.
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CARDIAC: Regular rate and rhythm without MRG. Heart sounds distant. PMI nondisplaced.

RESPIRATORY: Does not cooperate with deep inspiration. Decreased bibasilar breath sounds due to shallow effort. Mid to upper lung fields clear. No cough.

ABDOMEN: Soft. Bowel sounds present without distention or tenderness.

NEURO: Orientation x1. She makes eye contact. She did utter a few words that were random and out of context, not able to voice her needs, orientation x1 and dependent on full staff assist 6/6 ADLs.

MUSCULOSKELETAL: In a manual wheelchair that she will propel just a few footsteps from wherever she is located, has to be transported. No LEE. Weight bears for transfers, but is full assist.

ASSESSMENT & PLAN:

1. Forehead seroma with secondary infection. Bactrim DS one p.o. q.12h. with three times weekly wound care per hospice until resolved. Today, the area is normal saline cleaned with a gauze covering to absorb weeping.

2. Weight loss. The patient’s current weight of 98.6 pounds is evidence of slow progressive weight loss; on 10/20/21 weight was 110.2 pounds. Continue with current diet and protein supplementation. She is due for annual labs as last albumin and protein on 07/20/21 were 2.1 and 4.6.
3. General care. CBC and CMP ordered annual labs. I did speak with the hospice nurse who states they have been here most recently as of yesterday doing wound care and they have followed up with the patient routinely while facility reports that they have not been here. They have contacted the patient’s daughter/POA when they are here, so that she is aware.
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