


PROGRESS NOTE

RE: Norma Evans
DOB: 08/26/1937
DOS: 01/07/2025
Jefferson’s Garden AL

CC: Pain management.

HPI: An 87-year-old female who had a right hip fracture and this is greater than six months ago, underwent ORIF and there was a small at the surface a pinpoint opening that drained just clear fluid. There is no problem with cellulitis due to this. She does complain of having pain and that is relatively new. Previously, the patient took Norco 7.5/325 mg one tablet t.i.d. with benefit, but there has been a change and she is now on MSER 15 mg b.i.d. with the previous Norco 7.5 moved to q.8h. p.r.n., and the patient tells me today that the pain is much less than it had been before. She was lying in bed quiet, appeared to be thinking and then just looks sad. I talked with her for a little bit, prayed for her. She became a little tearful, but told me that she appreciated talking to her. She states she is sleeping okay at night. She denies any problems with constipation. She has had no falls. Her sons still check in on her with regularity and she reiterates that she does not want to bother them. Reassured her that they care about her and want to make sure that she is always okay. 
DIAGNOSES: Advanced vascular dementia, BPSD of labile emotion tearful which is new for her, atrial fibrillation, HTN, CAD, polyarthritis, impaired gait and is transported in wheelchair, insomnia, left hip wound status post hip replacement and myeloproliferative disorder.

MEDICATIONS: Unchanged from 12/09/24 note.

ALLERGIES: PCN, SULFA and STATINS.

DIET: Regular with chopped meat.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is resting comfortably in bed. She is talkative and then quiet, then became a little tearful and pensive, but stated she was okay. Orientation is x 2. She has to reference for date and time. She can still smile and asked basic questions.

VITAL SIGNS: Blood pressure 123/72, pulse 85, temperature 97.8, respirations 18, O2 sat 95%, and weight 135.5 pounds.

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

MUSCULOSKELETAL: She gets around in a manual wheelchair that she can propel with her feet and likes to self-transfer, but is safest with transfer assist. She has no lower extremity edema. She moves arms in a normal range of motion and has fairly good neck and truncal stability.

SKIN: Warm, dry and intact and at the site on her left hip where there is drainage, checking it today could not see any.
ASSESSMENT & PLAN:
1. Pain management. She has less hip pain and infrequent breakthrough with routine MSER 15 mg b.i.d. and p.r.n. Norco 7.5/325 mg t.i.d. p.r.n. She is able to get into her wheelchair, propel herself around out on the unit. 
2. HTN review: BPs indicates good control. She will continue on torsemide 20 mg q.d. for lower extremity edema and secondary benefit to blood pressure. 
3. Weight: The patient’s weight has varied. In August, she weighed 128 pounds. She is currently 135.5 and in the interim has been 133 and 132, so she states that she feels comfortable. She is able to get herself around and looking at her, it is clear that she has lost weight. She does not appear to be overweight at this point.
CPT 99350
Linda Lucio, M.D.
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