


PROGRESS NOTE

RE: Cynthia Bingman
DOB: 12/14/1939
DOS: 10/04/2023
Rivendell MC
CC: Readmit and fall followup.

HPI: An 83-year-old female seen in room. She is on bedrest for a week. She was awake just saying a few words that were random. She continues to be verbal, not really able to give information and it is unclear that she understands what is said to her. The patient’s previous ambulation was independent, but she had significant decrease of neck muscles resulting in head hanging foreword and sometimes to the side. She had a fall at the end of August. She fractured her right hip, underwent ORIF, and had time spent in skilled care. While at skilled care, the patient had another fall, fractured her left hip, and underwent ORIF. The patient returned to Rivendell on 09/29/23 and she does not want to be in a wheelchair or a Broda chair. She was in a wheelchair as she would sit still in that, but managed to get up and try to walk, fell, and dislocated her left hip prosthesis and was sent to Norman Regional Hospital. While there after three attempts, left hip prosthesis was put back into place. Blood work and urine had been obtained and she was diagnosed with an acute kidney injury as well as UTI. Since her return, she has been in bed. She has a wedge that is between her legs to be kept in position helping the recent left hip dislocation to accept the prosthesis better. She requires full assist for 6/6 ADLs. She is seen in room lying in bed. She is verbal, but it is random and out of context. She seemed to be accepting of the prosthesis not attempting to move her legs. She is unable to assess whether she was having pain by talking to her. It was elicited during the exam.
DIAGNOSES: Status post fracture with ORIF of right hip in August and then while at SNF had a fall with fracture requiring ORIF of the left hip, Alzheimer’s disease, anxiety, osteoporosis, HTN, and depression.

MEDICATIONS: Norvasc 10 mg q.d., Flexeril 5 mg b.i.d., divalproex 125 mg q.d., Eliquis 2.5 mg b.i.d., Lasix 20 mg MWF and 40 mg the remaining four days, Norco 5/325 mg one q.6h. routine, hydroxyzine 25 mg h.s., icy hot h.s. apply to neck and back, lorazepam 2 mg t.i.d., melatonin 10 mg h.s., Mucinex ER one tablet q.12h. p.r.n., olanzapine 5 mg t.i.d., KCl 10 mEq q.d., Zoloft 200 mg q.d., trazodone 200 mg h.s. and vitamin D3 2000 IUs q.d.
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DIET: Regular with Ensure b.i.d.

ALLERGIES: NKDA.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is awake, randomly saying a few words here and there while lying in bed and cooperative to my exam. I spoke to her and then she would respond, but it was gibberish. She did not resist exam. The patient has her wedge in between her legs and it secured in place and she does not attempt to get out of it.

VITAL SIGNS: Blood pressure 96/71, pulse 62, temperature 97.6, respirations 18, O2 sat 96%, and weight 121.9 pounds.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.

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

MUSCULOSKELETAL: She gently moves her arms like in the air and then sets them down around her. Intact radial pulses. Lower extremities, she is lying with her leg spread in the wedge in between and it is secured. She has trace lower extremity edema on the left and negative on the right and she does not have any movement intentionally at the waist or in her legs. Palpation to the left area before or even actually touched her, she flinched in anticipation.
SKIN: Warm, dry and intact. She has a few scattered bruises that are healing.

PSYCHIATRIC: She does not appear agitated or uncomfortable just kind of randomly talking about. So hopefully medication is addressing both her pain in any anxiety or distress. Then family came in and they brought an additional wedge to keep in use if the other one become soiled. They are very understanding of the events that have occurred and they are realistic about the level of her dementia and cognitive impairment.

ASSESSMENT & PLAN:
1. Status post bilateral hip fractures with ORIF, first the right than the left and most recently on 10/02/23 an ER visit for dislocation of her left hip prosthesis which was put back into place. She does have routine pain medication. It looks like it is working for her without compromising her baseline cognition or alertness.

2. Hypotension. We will have her blood pressure checked daily and we will hold the Norvasc for the next week and see how she does without it.

3. UTI. The patient is on Keflex 500 mg q.6h. x7 days. I started the medication on 10/02/23, will be done on 07/09/23. I also asked the nurses to monitor her for any GI distress as the dose is higher than I would have put her on.
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4. Ambulatory issues. When she is able to get up from bed rest, the question becomes what is going to be safest for her to be out on the unit and would clearly be a Broda chair which she has previously thought and trying to get out of. She likes a wheelchair because she can get up out of it randomly, but that is what led to the dislocation of her left hip prosthesis. We would recommend that she be placed in a Broda chair when out on the unit and she may need additional Ativan as premedication.
5. Social. I spoke with the husband and daughter. Husband is her POA and is very realistic about her overall situation. I did talk about how she was appearing today and out of that oral care twice daily with placement of Carmex on her lips three times daily.
6. Hospice care. I have spoken with Carrie. The patient is followed by Valir Hospice. Family is pleased with their care and I will let her know about my visit today. I spoke with Carrie earlier today. We reviewed her pain medication as well as what she is taking for agitation and I think it is effective without being overdone.
CPT 99350 and direct POA contact 20 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
