


PROGRESS NOTE

RE: Harriet Haworth
DOB: 10/14/1944
DOS: 01/09/2022
TFOC LTC
CC: Lab review, left lower extremity edema, and pain management.

HPI: A 77-year-old with left lower extremity venous thromboembolism and lymphedema as a result had order for wrapping of the extremity that did not make it into the January MAR, so order is rewritten. Looking at her leg, there is significant edema in comparison to the right. The patient continues in a manual wheelchair that she can propel. She states that her right lower extremity is not able to hold her and she tends to buckle when trying to stand. She is a two-person transfer assist and is able to weight bear on her left leg at that time. When last seen, the patient talked about feeling that her life had changed to the point that she had little to live for, being dependent on other people without the hope of improvement. She was on Effexor at that time. We told her that we will give some adjustment time and today she looked to be in good spirits. We addressed that issue and she acknowledges that there were a lot of significant changes that she has faced and knows that at least she has some place that she is receiving help. She comes out to the dining room for all meals. She is able to voice her needs, cooperative with care, sleeps through the night, and states her last bowel movement was this morning.
DIAGNOSES: Left lower extremity DVT x 3 with lymphedema, HTN, HLD, deconditioning - unable to weight bear on right lower extremity, NPH with a VP shunt, OA both knees, and OSA – does not use CPAP.

MEDICATIONS: Senna Plus q.d., Aricept 5 mg h.s., dorzolamide OU q.d., oxybutynin ER 10 mg q.d., risperidone 0.5 mg q.d., trazodone 50 mg h.s., Effexor 100 mg b.i.d., tramadol 50 mg a.m. and h.s. routine with Tylenol 650 mg at 3 p.m., Eliquis 5 mg b.i.d., and melatonin 3 mg h.s. p.r.n.
ALLERGIES: ENOXAPARIN, NITROFURANTOIN, CODEINE, SULFA, CLINDAMYCIN, and CIPRO.

DIET: Regular.
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PHYSICAL EXAMINATION:

GENERAL: Well-developed and well-nourished female, in WC that she was propelling in the room. 
VITAL SIGNS: Blood pressure 105/59, pulse 64, temperature 97.4, respirations 18, O2 sat 96%, and weight 175.8 pounds.

HEENT: Conjunctivae clear. Moist oral mucosa.

NECK: Supple without LAD.

RESPIRATORY: Normal respiratory effort and rate. Clear lung fields. Symmetric excursion. No cough.

CARDIAC: Regular rate and rhythm without M, R, or G. PMI nondisplaced.

ABDOMEN: Obese and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. She has +2 edema left lower extremity, pretibial to ankle. Trace ankle edema on the right. She is able to use both legs to propel manual wheelchair. She moves arms in a normal range of motion.

NEURO: She is alert. Speech is clear. She is able to voice her needs and answer questions. Oriented x 2 to 3, referencing for date and time.

ASSESSMENT & PLAN: 
1. Pain management, adequately controlled with tramadol a.m. and h.s. and midday Tylenol. We will discontinue previous Norco order. 
2. Lower extremity edema. Rewrite order for compression wrap of left lower extremity to be done daily.

3. OA both knees, greater right than left. This contributes to the difficulty weightbearing for any duration on her right lower extremity. Thus, she is more comfortable using the wheelchair than trying a walker. 
4. Depression. She seems to have pulled out of her slump and acknowledges that she feels much better. We will continue with Effexor 100 mg b.i.d.
5. Lab review: CBC WNL. CMP: Albumin 3.5, 1/10th of a point below normal. I told her to just continue with an appropriate diet which she is aware of what to eat.

6. Screening TSH is also WNL. Reassured her that her labs are all good.
CPT 99310
Linda Lucio, M.D.
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