


PROGRESS NOTE

RE: Karen Young
DOB: 08/31/1951
DOS: 04/01/2026
Tuscany Village
CC: Followup with pulmonology appointment and medication adjustment.
HPI: A 74-year-old female seen in her room at her request. She saw her pulmonologist, Dr. Farooq, today and returned with orders for a change in her respiratory medications. The patient has a diagnosis of COPD after having been a smoker for 40 years, but has not smoked in the last 10 years. The patient also has a history of peripheral vascular disease with atherosclerotic lower extremity arteries which have led to amputation of her right foot and wounds on her left foot. The patient is followed by wound care who did cleaning of both lower extremities and dressing today and they will follow her every other day.
DIAGNOSES: Hyperlipidemia, unspecified dementia, glaucoma, major depressive disorder, and hypertension. The patient requires 24-hour care for medication management and ADL assist.
MEDICATIONS: Probiotic q.d., Norvasc 10 mg q.d., ASA 81 mg q.d., Biofreeze topical to affected areas at h.s., Plavix q.d., Depakote 125 mg q.d., Aricept 10 mg h.s., Lunesta 2 mg h.s., Pepcid 20 mg b.i.d., FeSO4 one tablet b.i.d., gabapentin 800 mg one tablet q.8h., Norco 7.5/325 mg one tablet q.8h., Levsin 0.125 mg one tablet q.d., latanoprost eye drops one drop OU h.s., losartan 25 mg q.d., temazepam 7.5 mg h.s., Trelegy Ellipta MDI one puff q.d., triamcinolone cream to affected areas q.d., Zoloft 25 mg h.s., DuoNeb nebulizer treatments three times daily and MSIR 30 mg one-half tablet b.i.d.
ALLERGIES: ADHESIVE, CEFACLOR, CEFTIN, and CIPROFLOXACIN.

DIET: Regular with thin liquid and Pro-Stat drink b.i.d.
CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Petite, chronically ill-appearing female seen seated in her room in wheelchair.
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VITAL SIGNS: Blood pressure 128/89, pulse 66, temperature 97.4, respirations 18, and O2 sat 96%.

HEENT: Full-thickness hair that is combed. Wears corrective lenses. Conjunctiva clear. Nares patent. Moist oral mucosa.

NECK: Supple.

RESPIRATORY: Normal effort and rate. Lung fields are clear. She has wet, but nonproductive cough. No evidence of SOB with speech or propelling self in manual wheelchair. She is able to breathe through her nose and does not require supplemental O2.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Flat and nontender. Hypoactive bowel sounds present. Nontender to palpation. No distention.

MUSCULOSKELETAL: She has fairly good neck and truncal stability, seated in manual wheelchair which she is able to propel using her arms. The patient is able to weight bear on her left lower extremity with full staff assist. She occasionally will try to self-transfer and has been able to do so without falling, but for the most part, she asks for assist. She has no lower extremity edema. Bandages on both lower extremities with no evidence of bleeding through the dressings.
NEURO: The patient is alert and oriented x2, has to reference for date and time. Her speech is clear, interrupted by the occasional wet nonproductive cough. Her affect is usually appropriate to situation. She has a sense of humor, is able to voice her needs, understands basic information given and she does ask appropriate questions. The patient spends a lot of time in her room, but she comes out for meals and she will occasionally socialize and is cooperative with care and taking medications.

ASSESSMENT & PLAN:
1. COPD. The patient had pulmonary appointment with Dr. Farooq and he added DuoNeb t.i.d. routine with q.8h. p.r.n. and Trelegy Ellipta has also been added one puff q.a.m. and we will see how she responds to these additional medications.
2. Anemia. The patient is on FeSO4 one tablet b.i.d. The patient’s last CBC was less than six months ago with an H&H of 10.6 and 32.2 with a macrocytic MCV of 95.6 and a normal MCH. At this point, there was no indication that she was iron deficient, but rather that she is B12 and/or folate deficient based on the macrocytic MCV. I am going to order a multivitamin which will have B vitamins as well as folate. I am going to decrease the iron to one tablet daily and we will follow up on the CBC which will be drawn later this month.
3. Pain management appears adequate with the medications which are oral, topical and neuropathic pain medications.
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4. Nonproductive wet cough. Mucinex 600 mg was put on hold on 01/26/26 to see how she did without it. My concern at that time was just how wet her cough sounded, but was unable to expectorate. In the three and half months that it has been held, there has been a decrease in any sputum production she has had and her cough is decreased. I am discontinuing Mucinex and I am also decreasing the Robitussin-DM which also has guaifenesin in it; somehow, she is being given 20 mL q.6h. routine which exceeds the recommended 10 mL q.6h. and that is what I am writing it for now.
5. Supplement refusal. The patient has been refusing TwoCal protein drink that is given three times daily stating that she simply cannot tolerate the smell or the taste. The patient does have Pro-Stat protein drinks twice daily that she does comply with.
6. Insomnia. The patient has been on temazepam 7.5 mg for approximately three months and has been on Lunesta since May 2025. I am discontinuing Lunesta. We will leave her on temazepam and the goal is to reduce the strength within the next few weeks, we will decrease it to 5 mg and then work to go to 2.5 mg etc.
CPT 99310
Linda Lucio, M.D.
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