


PROGRESS NOTE

RE: Patsy Jones
DOB: 12/25/1933
DOS: 08/23/2023
Rivendell MC
CC: Medication adjustments.
HPI: An 89-year-old who has had a significant decline in particular over the past week or so. Unit nurse reports that she has not had PO intake in 5 to 6 days, she is still making urine, but less than her baseline and she has had about 1 to 2 BMs over the past couple of weeks. The patient appears restless and will groan when she is in pain. There was a question of the patient receiving her baseline medications as they were written and, if so, then maybe she was overmedicated because she was having minimal response to speech or direction. I spoke with the hospice nurse within the last couple of days, reviewed what her medications were and decided to put a hold on everything to see what the patient would be like. She is quiet, but appears uncomfortable or indicates that she is uncomfortable. The patient was seen in her room lying down. She had a throw over her, her neck appeared a little uncomfortable with the way the pillows were placed; unit nursery repositioned that. She just seemed a little uncomfortable, not fully distressed, but she kind of was fidgety and a few times just kind of grunted or groaned. She has then been brought out to meals, but does not eat anything and appears to be uncomfortable at those times. In room, I was able to do a cursory exam without resistance.
PHYSICAL EXAMINATION:

CARDIAC: The patient has an irregular rhythm without murmur, rub or gallop. PMI was nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

SKIN: She has significant bruising in mid of her forehead at the hairline from two falls. There is the bruising and then evidence of skin tear. She also had bruising at her left hip lateral and multiple areas of a red areas where she had either picked or there had been vesicles that had ruptured up and down her shins as well as the lateral medial portion of her lower leg and to include some areas on her arms.
NEURO: The patient made very brief eye contact, did not speak, did some moaning, fidgeted, orientation to self only, is not able to communicate needs. She is receptive when care is given for the most part.
Patsy Jones

Page 2

ASSESSMENT & PLAN:
1. End-of-life care. We are now at Roxanol 0.5 mL t.i.d. routine that is being changed to same dose and frequency, but p.r.n. only.
2. Medication review. I am discontinuing nonessential medications and I am decreasing her Depakote; behavioral issues are not a concern at this point and can be managed with her ABH gel. I am discontinuing Eliquis anticoagulant; she is a high fall risk and has lot of bruising and a red areas of skin loss, so it is a greater risk than benefit at this point, so discontinued.
3. General care. I have communicated with hospice and the unit nurse and they will communicate with each other and will go forward in her care end-of-life at this point.
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