


PROGRESS NOTE

RE: Peggy Taylor
DOB: 07/08/1933
DOS: 05/09/2023
Town Village AL
CC: Chronic left lower extremity wound.

HPI: An 89-year-old ambulatory with the use of a walker and followed by Providence Home Health has a left lower extremity wound of greater than one year’s duration. An RN from HH follows and has been doing wound care MWF with in between days care provided by facility DON. It has been felt that a wound care physician consult would be of benefit, appointment made with Dr. Stephen Barr for 05/18/23. The patient states she feels that the addition of the RN from HH has been of benefit, but acknowledges that this has been an ongoing issue for longer than she had expected. Pain to the area is denied. The patient has a history of insomnia. She has taken melatonin 10 mg at h.s. effective over the last six months, but recently has had early morning awakening often at midnight and unable to fall back to sleep. She has trazodone 50 mg p.r.n., but has forgotten to ask for it and is in agreement with scheduling that at MN routine. Juven was prescribed for chronic wound. She does not like the flavor. So, she has not been taking it daily.
DIAGNOSES: Chronic wound left anterior shin, severe OA of both knees, chronic back pain, HTN, insomnia, GERD, atrial fibrillation, and hypothyroid.

MEDICATIONS: Going forward, trazodone 50 mg to be given at midnight with melatonin 10 mg at 9 p.m., Os-Cal b.i.d., Coreg 12.5 mg q.d., Eliquis 5 mg b.i.d., Pepcid 20 mg q.d., Lasix 40 mg q.d., gabapentin 300 mg h.s., Norco 10/325 mg one p.o. q.4h. routine, levothyroxine 50 mcg q.d., Refresh Optive drops OU h.s. and a.m., KCl 10 mEq b.i.d., PreserVision b.i.d., Senexon q.d., MiraLax q.d., and vitamin C 500 mg q.d.
ALLERGIES: NKDA.

DIET: Regular. We will add a Premier Protein drink q.d.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and cooperative.
VITAL SIGNS: Blood pressure 118/56, pulse 69, temperature 97.1, respirations 16, O2 sat 98%, and weight 163 pounds.

MUSCULOSKELETAL: Ambulates with walker use, has had no falls over the past four months. She has trace edema overlying the left calf. Wound is dressed and there is no evidence of bleeding through dressing. Moves arms in a normal range of motion and has good neck and truncal stability both using the walker and when seated.

NEURO: She makes eye contact. Speech clear, voices her needs. Orientation x2 to 3 and appears to understand given information. Voices concern that an outside physician consult would eliminate the RN with HH who is currently providing wound care that she believes is beneficial and reassured her that would not occur.

PSYCHIATRIC: The patient’s affect is congruent with what she is saying. She has residents with whom she interacts and comes out for chosen activities which are primarily music-based and is generally in good spirits.
ASSESSMENT & PLAN:
1. Left lower extremity chronic wound. Continue with care provided by HH and specifically RN named William. Currently, she has 05/18/23 appointment with Dr. Barr. I have spoken to DON regarding getting an in-facility wound care physician consult prior to the 18th.  We will write orders for that once I have a given date.
2. General care. We will discontinue Juven and Premier Protein one carton q.d. ordered.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
