


PROGRESS NOTE
RE: Libby Ware
DOB: 02/12/1942
DOS: 07/26/2025
CNH
CC: Routine followup.
HPI: An 83-year-old female who was seen in the day room, she was seated in her Geri chair, she was alert and talkative. Earlier in the week, I had been contacted about some right eye redness and prescribed erythromycin ophthalmic ointment to the right eye a.m. and h.s. She has had about four days of treatment and, looking at her eye, it appears better than the image that I was initially sent. The patient is also currently under hospice care.
DIAGNOSES: History of CVA, hypertension, history of heart failure, DM II, diabetic neuropathy, hyperlipidemia, chronic seasonal allergies, unspecified polyarthritis/osteoarthritis, MDD, hypothyroid, anxiety disorder, BPSD of psychotic disturbance currently treated.
MEDICATIONS: Ativan Intensol 2 mg/mL 0.25 mL topical q.12h.
ALLERGIES: SULFA.
DIET: Regular pureed with nectar thick liquids. The patient requires feeding.

CODE STATUS: DNR.
HOSPICE: Complete Hospice.

PHYSICAL EXAMINATION:

GENERAL: The patient was reclined in her Geri chair. She was alert and engaging with myself and the ADON.
VITAL SIGNS: Blood pressure 159/81, pulse 92, temperature 97.2, respiratory rate 18, and O2 sat 99%.
HEENT: She has short hair that is combed back. EOMI. PERLA. Her right eye medial aspect has redness consistent with blood vessel rupture, the lateral aspect of conjunctiva is clear. The patient denies any eye pain or change in her visual acuity. She does have native dentition on the bottom and wears denture plate on the top that was not in place today.
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NECK: Supple. Clear carotids No LAD.
CARDIOVASCULAR: She had a regular rate and rhythm without murmur, rub or gallop.
RESPIRATORY: The patient has O2 per nasal cannula set at 3 L. Her lung fields are clear, but she has decreased bibasilar breath sounds secondary to decreased respiratory effort.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. Generalized decreased motor strength. She is a full transfer and requires feeding.
ASSESSMENT & PLAN:
1. Hospice care. The patient has lost weight 10% of her overall body weight within the past four months. She now is full assist for 6/6 ADLs and her dysphagia requires pureed diet and staff feeding her and respiratory status is such that she requires supplemental oxygen. So, the goal is keeping her comfortable and safe, which she states she is.
2. Hypertension. At last visit, I had reviewed some of her blood pressures and they were elevated on her current medications. So, I have asked that they monitor them between last visit and now and those blood pressures are reviewed and with the exception of three blood pressures where the systolic was 160, 160 and 158, otherwise, her blood pressure has been within normal on current medications, so nothing further needs to be done.
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