PROGRESS NOTE

PATIENT NAME: Spriggs, Dorothy Elaine

DATE OF BIRTH: 11/08/1945
DATE OF SERVICE: 06/09/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab.

SUBJECTIVE: The patient is doing well. She has a repeat lab done that showed significant anemia. After discussion with the patient, she was given one units of blood transfusions. She also has significant iron deficiency and after the transfusion she was ordered for IV iron. I have discussed with the nursing staff and also nurse practitioner, the patient did well with the transfusion. There was no reaction noted. Today, the patient has no headache, no dizziness, no shortness of breath, and no fever.

PAST MEDICAL HISTORY:

1. Chronic ulcer lower extremities.

2. Diabetes.

3. CHF.

4. Hyperglycemia.

5. Ambulatory dysfunction.

6. Atrial fibrillation.

7. Venous insufficiency.

8. Chronic venous ulcer left and right leg.

REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No sore throat. No ear or nose congestion.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: Bilateral lower extremity ulcer. Local care being done.

Neuro: No syncope.

PHYSICAL EXAMINATION:
General: The patient is awake, alert and oriented x3. She is very pleasant female.

Vital Signs: Blood pressure 140/62. Pulse 60 per minute. Temperature 97.4.F. Respirations 20 per minute.

HEENT: Head – Atraumatic and normocephalic. Eyes: Anicteric.

Neck: Supple.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: Bilateral lower extremity ulcers getting dressing. Wound team follows the patient.

Neuro: She is awake, alert and oriented x 3 and cooperative.
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LABS: Anemia. Hemoglobin of 6.6 and hematocrit 21.6. The patient was transfused blood and after that hemoglobin is 7.9 and hematocrit 25.8. She also has a lab reading iron deficiency. Sodium level 138, potassium 4.4, chloride 101, CO2 32, BUN 52, and creatinine 1.9.

ASSESSMENT/PLAN:
1. The patient has been admitted with ambulatory dysfunction.

2. Severe anemia. She was given blood transfusion one unit. She tolerated well. Hemoglobin is stable at present. No extra bleeding.
3. Iron deficiency being given IV iron for three days and after that we will switch her to oral iron.

4. History of atrial fibrillation.

5. History of CHF.

6. Diabetes mellitus.

PLAN OF CARE: We will continue all her current medications. I reviewed all the medicines and discussed with nursing staff followup lab, CBC and BMP. Care plan discussed with the patient also.
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