


PROGRESS NOTE

RE: Neva Whitaker
DOB: 09/01/1936
DOS: 05/11/2026
Windsor Hills
CC: ER followup.
HPI: An 89-year-old female who had a fall in her room unwitnessed on 05/09, states that she was trying to get into her wheelchair, but complained of right hip and knee pain. Images were obtained in the facility. Her right hip showed intact arthroplasty hardware with no evidence of fracture or dislocation. Right knee showed a periprosthetic incomplete distal femur fracture and was sent to Mercy ER where she was further evaluated confirming a periprosthetic posterior distal femur fracture without dislocation or hardware loosening of prosthesis and normal bone mineralization. The patient returned with splint going from hip to knee on the right side and she is to wear it at all times. I spoke with the patient, she told me that she was not taking it off at all and was able to sleep, stated that she was not having a lot of pain, but she does have pain medication available and is able to ask for it.
DIAGNOSES: Acute right distal femur fracture posterior area with splint in place, severe Alzheimer’s dementia with BPSD of agitation and aggression displayed toward other residents and staff, atrial fibrillation with pacemaker, chronic pain syndrome, hypothyroid, CKD stage IIIA and OAB.

MEDICATIONS: Tramadol one tablet q.8h. p.r.n., Claritin 10 mg q.d., Levsin one tablet ________ two q.6h. p.r.n., Coumadin 3 mg one tablet q. Tuesday, Thursday, Saturday and Sunday and 4 mg Monday, Wednesday and Friday, calcium 500 mg two tablets q.d., D3 125 mcg q.d., Lasix 40 mg q.d., diltiazem ER one tablet q.d., Prozac 20 mg q.d. and Synthroid 100 mcg q.d.

ALLERGIES: Multiple, see chart.

DIET: Liberalized NAS regular texture with thin liquid.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: The patient was seen in her room and then later in the dining room seated in her wheelchair. She makes eye contact. She is interactive, speaks very loud.
VITAL SIGNS: Blood pressure 148/76, pulse 78, temperature 98.1, respirations 18, O2 sat 96% and weight 195 pounds, which is stable.
NEURO: The patient asks questions. She understands basic information. She is very hard of hearing and has to be spoken to very loudly and she speaks very loudly. She can quickly become annoyed or agitated and has to be redirected. She will smile and her affect can be congruent to situation, but most often is annoyed.

MUSCULOSKELETAL: She is now in a manual wheelchair that she can propel, but is more often transported. She is transferred with staff assist, is able to weight bear for pivot on her left leg and is reminded to call staff any time she wants to transfer or reposition herself in bed.

CARDIAC: She has an irregular rhythm at a regular rate without MRG.

RESPIRATORY: Normal effort and rate. Lung fields relatively clear. She wanted to talk and she talks very loudly throughout the exam.

ABDOMEN: Soft. Bowel sounds present without distention or tenderness.

MUSCULOSKELETAL: Moves her arms in a normal range of motion. Has good grip strength.
LOWER EXTREMITIES: She has a splint on her right lower extremity that keeps her leg in a somewhat extended position. She has no significant edema of the dorsum of her right foot.

ASSESSMENT & PLAN:
1. Periprosthetic femoral shaft fracture. Her right leg is in a splint that is to be kept on all time. The patient is to follow up with Dr. Gina Provenzano, orthopedic surgeon at Mercy and staff are to call and schedule the appointment.
2. OAB. The patient has followup with Dr. Katie Cunningham on May 18 at 3 p.m. at Mercy Clinic.

3. Pain management. The patient has let staff know about her pain throughout the day. The current dose of 50 mg of tramadol q.8h. the staff state that it has barely touched her pain. They gave her Tylenol as well with it, which seems to help and then I checked in on the patient and she was in bed, she was still awake and I asked about her pain and she stated she was hoping that the medication would kick in and then she might be able to get some sleep. I told her that I would make her tramadol routine at 100 mg morning, afternoon and bedtime, so that she would not have to ask for it and she liked that idea and we would give her Tylenol 650 mg between a.m. and afternoon and afternoon and h.s. dose.
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4. Insomnia. The med aide and an aide both told me at different times that the patient has difficulty falling asleep that she will lie there for hours, fall asleep, then wake up and not be able to get back to sleep. She has no sleep aid on her MAR, so I am ordering melatonin 5 mg two tablets at 7 p.m., so that has time to become bioactive and after a few nights, we will see if that is effective for her; if not, then we will add trazodone.

5. General care. I reassured the patient that she would have her scheduled appointment with the orthopedist and that she would be transported to and from the appointment by the facility.

CPT 99345
Linda Lucio, M.D.
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