PROGRESS NOTE

PATIENT NAME: Thorpe, Susie

DATE OF BIRTH: 11/01/1935
DATE OF SERVICE: 08/14/2023

PLACE OF SERVICE: FutureCare Charles Village

The patient is seen today for followup with progression note.

SUBJECTIVE: No shortness of breath. No cough. No congestion. The patient is lying on the bed. Complaining of generalized weakness but no fever. No chills. No nausea. No vomiting. The patient was recently hospitalized because of infected decubitus ulcer in the sacral area. She underwent surgical debridement. The patient tolerated well and subsequently she was switched to p.o. oral antibiotic and sent to subacute rehab. Today when I saw the patient, she denies any headache, dizziness, nausea, or vomiting.

PHYSICAL EXAMINATION:

General: The patient is awake. She is alert, forgetful, and disoriented.

Vital Signs: Blood pressure 122/73, pulse 70, temperature 98.1, respiration 18, and pulse ox 97%.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema. Sacral decubitus ulcer present at admission.

ASSESSMENT:

1. The patient has been admitted with infected sacral decubitus ulcer.

2. Chronic anemia.

3. Ambulatory dysfunction.

4. Cachexia with malnutrition.

5. Hypertension.

6. GERD.

PLAN: I have reviewed all the medications. We will continue all her current medications. Labs reviewed. She does have chronic anemia. We will continue her current medications. She is on Senokot for constipation, Tylenol for the pain, omeprazole 20 mg daily for GERD, gabapentin 100 mg twice a day, cyanocobalamin 100 mcg daily, amlodipine 10 mg daily, ferrous sulfate 325 mg b.i.d. at local skin care as per wound team followup. We will monitor electrolytes, CBC, BMP, extensive physical therapy at local skin care and nutrition support as per dietitian recommendation.
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