


READMISSION NOTE
RE: Gary Puryear
DOB: 01/11/1944
DOS: 07/12/2023
Rivendell MC

CC: Readmit note.

HPI: A 79-year-old admitted to INTEGRIS SWMC on 06/09 after a fall in facility and pain to right hip. The patient was found to have a right femur fracture. In addition, the patient had a head CT which showed chronic ischemic change of white matter with generalized atrophy, moderate age-related changes. CXR showed a fracture deformity of the left clavicle that is remote and healed as well as a remote and healed fracture deformity of the left humerus. X-ray of the pelvis and lateral right hip showed degenerative changes of the lumbar spine, acute comminuted fracture of the right intertrochanteric area with lateral angulation of the fragments. X-ray of the left clavicle showed a chronic non-fused left midclavicular fracture. The patient underwent ORIF on 06/09 for intramedullary nail of the right femur; orthopedist, Dr. Kristopher Avant, DO. Post ORIF, the patient was sent to Meadowlake Estates on 06/11 for PT/OT and remained there until arriving here at Rivendell MC on 07/11. The patient is seen today in his favorite place sitting on the couch in front of the fireplace, he has his girlfriend Verna who was present, he was in good spirits, he was verbal; of course, it was random and out of context. I noted when the patient went from a slightly prone position to a sitting up, he went slowly and worked around his right hip. When asked if he had pain, he did not understand what I was saying and said no. He had labs on 06/21; CBC shows an H&H of 9.3 and 31.5 with microcytic indices. CMP showed a total protein of 5.6, albumin WNL at 3.5 and mild elevation of alkaline phosphatase at 131 not unexpected given fracture.

PAST MEDICAL HISTORY: Right femur fracture post ORIF on 06/09/23, advanced Alzheimer’s disease, gait instability with the patient who still wants to ambulate, HTN, history of prostate CA, CAD and pain management.

MEDICATIONS: Aricept 10 mg h.s., Toprol 25 mg q.d., Zocor 40 mg h.s., Flomax q.d., Flonase p.r.n., ASA 81 mg q.d., MVI q.d., melatonin 5 mg h.s., oxycodone 5 mg one p.o. t.i.d., Tylenol 325 mg t.i.d., Depakote 125 mg b.i.d., Zoloft 50 mg q.d.
ALLERGIES: NKDA.
DIET: Regular with thin liquid.
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CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Frail older male semi-reclining on the couch who was interactive.
VITAL SIGNS: Blood pressure 134/90. Pulse 63. Temperature 98.1. Respirations 18. O2 saturation 93%. Weight 122.6 pounds; a weight loss from 139.2 pounds on 05/24.
CARDIAC: He has an irregular rhythm without MRG. PMI nondisplaced.

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

MUSCULOSKELETAL: He has generalized decreased muscle mass and motor strength with bony prominences quite notable throughout. No lower extremity edema. He was sitting rather than upright or lying straight favoring his right side hip area. He is weight-bearing and attempts to self-transfer.
NEUROLOGIC: He makes eye contact. He is verbal; words are nonsensical and random, a few words will be clear, but out of context. He is able to get his point across or his need known, but not able to give information. Orientation to self only.
ASSESSMENT & PLAN:

1. Status post ORIF for right femur fracture, has completed SNF and here we will order Focus On Function to assist in safe transfers and a use of wheelchair versus walker assessment.

2. Pain management. Oxycodone 5 mg t.i.d. and we will add ASA 325 mg with that when given. I am writing p.r.n. order as well.

3. Weight loss 17 pounds, which is at this point greater than 10% of his overall body weight loss. So, I am writing for a protein drink to be given b.i.d. and encourage him to eat at all meals and, if needed, we will increase his portions. He has been noted to not be eating as well as he did at his baseline, so we will consider use of Megace if not improved by next week.

4. HTN. We will continue to monitor. He is generally normotensive.

CPT 99350
Linda Lucio, M.D.
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