


PROGRESS NOTE

RE: Anna Humphrey
DOB: 01/09/1933
DOS: 08/11/2025
Rivermont MC
CC: Right hip pain and followup with personal care.

HPI: A 92-year-old female with severe unspecified dementia seen in room. She was interactive and calm. The patient is verbal. Her speech is clear, but the content is random. She can give basic yes, no answers to general questions. She denied having any pain. She stated she slept fine and she was eating good and then let me know by the look she gave me that she was ready to go on to something else. The ADON did inform me earlier that the patient appeared to be having some pain/discomfort in the area of her right hip surgery. The patient sustained a fall and underwent pinning of her right femur in 03/25. The patient also completed PT and OT and had her followup visit with orthopedist Dr. Maupin. The patient is weightbearing and ambulatory. She is encouraged to use a walker, but will often come out of her room without it as redirected to use it in her room she generally walks without it. Fortunately, she has not had any significant falls since the fracture. When I asked her about pain, she just had a blank expression and told me that she was not having pain and at looking at her pain medications, she has ibuprofen 200 mg one tablet q.4h. p.r.n. and oxycodone 5 mg one tablet q.4h. p.r.n. Given the patient’s severe dementia, she is unable to recall what pain medication she has available and asking for them is not something she would remember.
DIAGNOSES: Right femur fracture with ORIF on 04/09/2025, severe unspecified dementia, BPSD of delusional thinking and care resistance, depression, seasonal allergies, HTN and HLD.

MEDICATIONS: ABH gel 1/25/1 mg per/mL 1 mL topical b.i.d., Depakote 250 mg q.a.m., Pepcid 20 mg b.i.d., PEG Solution once q.d., and ibuprofen 200 mg q.4h. p.r.n.

ALLERGIES: LIPITOR, CELEBREX, GABAPENTIN, NAPROXEN, and EFFEXOR.

CODE STATUS: DNR.

DIET: Regular with thin liquid.
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PHYSICAL EXAMINATION:
GENERAL: Petite female seen in room. She was standing up looking out the window.

VITAL SIGNS: Blood pressure 134/70, pulse 74, temperature 97.5, respirations 18, O2 sat 98%, and weight 111 pounds.

HEENT: She has full thickness hair which has gotten longer. EOMI. PERRLA. Nares patent. Slightly dry oral mucosa.

NECK: Supple. With clear carotids.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

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

ABDOMEN: Flat and nontender. Bowel sounds present.

MUSCULOSKELETAL: She remains standing the whole time that we were there and when we were leaving she started to walk across the room. She was encouraged to use the walker. She has no lower extremity edema. She moves armed in a normal range of motion.

NEURO: The patient is alert and oriented to Oklahoma, but not necessarily what part. She is soft-spoken. Speech is clear. She talks slowly and there are times that she can voice her need in an appropriate manner and other times that she will just begin talking and it is random in content. Her affect is generally blunted. Talking about her family or Duncan will usually make her smile. She will voice things that bother her.

SKIN: Thin and dry, but no visible skin tears or bruises noted.

ASSESSMENT & PLAN: Right hip pain. She is four and half months out from fracture and surgical repair and given her current symptoms, we will start her on ibuprofen 400 mg a.m. and h.s. and I have staff monitor whether she appears to be a bit more comfortable. She is also covered from a G. perspective with Pepcid b.i.d.
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