


ASSUME CARE NOTE

RE: Luana Clark
DOB: 11/27/1946
DOS: 08/22/2025
Carnegie Nursing Home
CC: Assume care.

HPI: The patient is a 78-year-old female who I am seeing for the first time today. She has been in the facility since 03/31/21. The patient was seen in her room as she is a bit frail to be getting up for meals. Staff report that there has been an overall decline. The patient is sleeping the majority of the day as well as through the night. Her p.o. intake has decreased. She does not use the call light to ask for help like she used to and she has had skin breakdown with progression despite wound care. The patient was dozing when seen in her room and she was cooperative until she knew that we were going to look at her wounds and she really did not want us to, but I just managed to gently pull back one of the dressings and she allowed that and then we stopped. Her pain is managed with p.r.n. medication.
DIAGNOSES: Status post intracerebral hemorrhage affecting left side with hemiplegia/hemiparesis, DM II with diabetic polyneuropathy, hypertension, hyperlipidemia, dysarthria, chronic pain, Alzheimer’s disease, and insomnia.

MEDICATIONS: ASA 81 mg q.d., Plavix q.d., Coreg 3.125 mg q.12h., Lipitor 10 mg h.s., Tylenol 500 mg two tablets b.i.d., Seroquel 50 mg q.12h., melatonin 5 mg h.s., tramadol 50 mg t.i.d., and glipizide 2.5 mg q.12h.

ALLERGIES: TOMATOES.
DIET: Regular with ground meat and gravy on the side and thin liquids.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient was seated comfortably in her bed. She was awake and cooperative though a bit fussy about having her wounds looked at.

VITAL SIGNS: Blood pressure 120/68, pulse 79, temperature 97.6, respirations 17, O2 sat 95%, and weight 143 pounds.
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HEENT: She has shoulder length thick gray hair. EOMI. PERLA. Nares patent. Moist oral mucosa. 

NECK: Supple with clear carotids.

CARDIOVASCULAR: She has a regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

RESPIRATORY: Listened to anterolateral lung fields as it was hard for her to lean forward even with assist.

ABDOMEN: Soft. Bowel sounds hypoactive. No distention or tenderness.

SKIN: Bilateral heels are somewhat soft, but skin is intact. Her right calf lateral aspect has about 10 cm in length of skin breakdown and 2 cm in width. There was dressing that was removed, some of it was adherent to the slough in the bed of the wound and it was a dark serosanguineous color. Surrounding skin was not pink. There appeared to be tenderness to palpation, but no warmth noted. The patient’s left arm had a dressing in place and she did not want that looked at.
ASSESSMENT & PLAN:
1. Skin breakdown. She has been having wound care with minimal benefit and I encouraged them to continue. They tried Medihoney Calcium Alginate and we will go back to the Medihoney and see if that is of any benefit; if not, then may need to get wound care to come in and look at her.
2. Bilateral soft heels. I am ordering skin prep to both heels a.m. and h.s.

3. DM II. The patient’s A1c on 07/03/2025 is 5.2. The patient is on glipizide 2.5 mg q.12h. and there is a sliding scale. I am discontinuing the glipizide and changing the sliding scale to h.s. only as it is being done a.m., h.s. and q.a.c. which is in excess of what this patient needs.
4. General decline. Staff had asked about appropriateness for hospice; so, CompleteOK Hospice has been asked to come in and evaluate the patient and I will follow her under their care.
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