


PROGRESS NOTE

RE: Betty Cook

DOB: 06/15/1947

DOS: 06/12/2024

HarborChase MC

CC: Followup on BPSD.

HPI: A 76-year-old female seen in the room. She was seated in her wheelchair which was at bedside as there had been some problems with her hospital bed and so the hospice nurse was working on fixing it and managed to do so. Present were longtime friends of patient, a married couple – the Wells. Mr. Wells had on his own called the DME Company and was asking questions, telling the hospice nurse he did not know anything about the bed, etc. I told him to put the phone down. He was not going to be speaking to them, it was being addressed right now, and he actually was compliant. The staff was under the assumption that she was patient’s sister, which was clarified that she is not. The patient is being a bit more compliant to routine things like shower. She had one actually this week and today when I spoke with her, I told her that it is going to be routine at minimum two times a week and that sitting up instead of always lying down is good for her skin, so we will also be doing that. She did not say anything.

DIAGNOSES: Chronic respiratory issues with room air hypoxia, MCI with BPSD of care assistance and aggression at times, HTN, COPD, HLD, dry eye syndrome, depression, and restless legs syndrome.

MEDICATIONS: Norvasc 5 mg q.d., Lipitor 40 mg h.s., Thera tears one drop OU q.4h, Lexapro 10 mg q.d., Flonase two sprays each side daily, Lasix 40 mg q.d., Mag-Ox one q.d., KCl 20 mEq two tablets q.d., and ropinirole 0.5 mg one tablet h.s.

ALLERGIES: Multiple – see chart.

DIET: She is receiving tube feedings.

CODE STATUS: The patient has an advanced directive indicating no heroic measures. POA will get back to me on DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is sitting up, looking around and cooperative.

VITAL SIGNS: Blood pressure 138/97, pulse 90, temperature 97.5, respirations 17, and weight 177.4 pounds.

RESPIRATORY: She had a normal effort and rate. She has no rhonchi. A few scattered wheezes, but did not appear SOB. Respiratory rate 16, but O2 per NC was in place.

CARDIOVASCULAR: She has an irregular rhythm at a regular rate. No murmur, rub or gallop.

NEUROLOGIC: Orientation x 2. She recognizes people. She is verbal, but it is a compromised speech. She does have some aphasia, but is able to communicate her point and appears to understand what is said to her. She can be resistant and noncompliant and some of that seems to be slowly decreasing.

SKIN: Warm, dry and intact. Did not examine her bottom, but her stoma there is still some pinkness around it, but it not warm or tender. No drainage. I think it is residual from the tubing guard rubbing on her abdomen.
ASSESSMENT & PLAN:
1. Care resistance with agitation. We have now started Ativan Intensol 0.25 mL q.6h. p.r.n. with a b.i.d. dose routine and that seems to really be working for her without sedating or compromising her baseline cognition. So we will continue.

2. Pain management. I am going to use Roxanol 0.25 mL q.4h. p.r.n. The patient can indicate when she is in pain.

3. Bilateral lower extremity edema. We will continue with Lasix. It is resolved and doing well and hopefully that will continue. I am going to do BMP and see whether she needs the amount of KCl that she is receiving.

4. Cutaneous candida, significantly improved with Nystatin powder under both breasts and in the groin area. We will continue.
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