


PROGRESS NOTE

RE: Melba Cordell
DOB: 04/02/1925
DOS: 02/06/2024
Jefferson’s Garden AL
CC: Followup on physical therapy gains and met with family.
HPI: A 98-year-old patient seen in room, she was well groomed as usual, present were her daughter and son-in-law married to her other daughter and the patient’s caregiver who spends the morning and afternoon into evening with her. The patient was seated across from me, made eye contact. Primary speaker was son-in-law who was bringing me up today on things that have occurred since I saw her in January. He states that on 01/05 he took the patient to Dr. Anderson, the orthopedist who performed a partial hip replacement. The patient had a fall here in the facility landed on her right side and subsequent partial hip replacement occurred. When she was seen by Dr. Anderson on 01/05, x-rays were done and he commented that healing was going along as appropriate and that she did not need to return for further followup. I asked about her pain and she states that it is doing fine that she does not have a problem with it, but she does receive Tylenol for pain. Then, the issue of caregiver was brought up as staff here had told me that she is gruff and very loud. When I brought that up, she seems surprised by it; the family was quiet, did not say anything and, after I was done seeing the patient, they told me that they appreciated me bringing it up because there was a concern that had been raised by someone else. They feel that she is patient’s advocate when other people are being difficult with her. The patient is also undergoing physical therapy and has participated in it and they have observed her walking steadily though slow.

DIAGNOSES: Status post hip fracture with ORIF, gait instability; has a wheelchair and requires full transfer assist, atrial fibrillation, HTN and vascular dementia with progression as noted by family.

MEDICATIONS: Unchanged from 01/17 note.
ALLERGIES: NKDA.
DIET: Regular.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert. She appears a little overall healthier. Made eye contact and she spoke as she chose.
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VITAL SIGNS: Blood pressure 130/68, pulse 74, temperature 97.5, respirations 18, O2 saturation 97% and weight 130.4 pounds, which is a weight gain of 7.4 pounds.

CARDIAC: An irregular rhythm with a systolic ejection murmur. No rub or gallop.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough.
MUSCULOSKELETAL: To stand up, the patient required a full one-person assist. She was able to weight bear while I examined her right hip surgical incision and with direction was able to take a step forward to hold onto the walker and then, when done, followed direction to step backward and then hold onto her wheelchair and ease herself down, which she did, but she appeared a little anxious. She does move her arms in a normal range of motion. She has no lower extremity edema.
NEURO: She looks to whoever speaking. She will smile or have a straight face. She asked me questions when she needed to. Orientation is x2 and acknowledges she does not know the date. The patient can make her needs known; she is having to start to do that, generally her family had done that on her behalf and we are asking them to pull back as she can speak out for herself.

SKIN: Surgical incision site on her right hip is not a straight line, it is a bit wavy and there is a puckering of the proximal part of the incision, but I checked all along, there was no dehiscence. Caregiver places lotion like a topical barrier cream to the area throughout the day. The remainder of her skin is warm and dry, intact.

ASSESSMENT & PLAN:
1. Gait instability and this is following hip fracture in early January resulting in hip surgery on 01/05/23 with subsequent skilled care. Her pain is managed. She is participating in physical therapy, it has taken a while to get her to this point, but the fact that she can do it is a good sign.

2. Pain management. The patient takes tramadol 50 mg at h.s. and she has p.r.n. Tylenol 650 mg q.4h. that she can ask for and does so only on occasion.

3. Depression. The patient was started on Zoloft 25 mg that was for three weeks and she is now on 50 mg q.d. and daughters see a benefit, the son-in-law asked about it and I told him that we were just going to continue with it as she was having no negative side effect and I think that it may be part of her being willing and trying in physical therapy and in her overall general care.

4. Physical therapist issues. The SIL asked that I speak with someone regarding a therapist who is a bit more supportive, less harsh in her speaking to the patient. I spoke to the DON and I have asked her to speak with Universal Home Health as they provide PT and she will do so.

CPT 99350 and direct POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

