


PROGRESS NOTE

RE: Linda Walts
DOB: 11/24/1944
DOS: 02/20/2025
Radiance AL

CC: ER followup.

HPI: An 80-year-old female who had a fall in her room on 02/18/24 as she fell face first and it was un-witnessed. She was taken to INTEGRIS MC and evaluated. Imaging showed a fracture of her C-spine and Aspen collar was placed and she was wearing it when seen. She states that it is uncomfortable and there is occasional pain depending on how she turns her head and she states that she is still just baffled by how the fall happened. She was in her room. She had her O2 on which is continuous and she was going to move from where she was to another area and may have looked down to check the tubing so that she did not get caught up and the next thing she knew she was face first on the ground. She went to the ER without any question. The patient also has developed an area of breakdown on her left heel, the medial aspect and is receiving wound care via hospice. I was told and then clearly noted a significant increase in her bilateral lower extremity edema. It is at easily 2 to 3+. She has been cooperative with taking a diuretic, but it is not doing the job needed. She states her legs feel heavy when she walks. She denies any pain.

DIAGNOSES: Cervical spine vertebral fracture, chronic pain management, severe rheumatoid arthritis polyarticular, disordered sleep pattern – has early morning awakening, ASCVD, angina pectoris, GERD, hypertension, constipation, and severe COPD/asthma with continuous O2.

MEDICATIONS: Continuous O2 at 4 liters per nasal cannula, albuterol nebulizer q.6h. p.r.n., PreserVision one capsule b.i.d., vitamin D3 5000 IUs q.d., Colace 100 mg q.d., folic acid 1 mg q.d., Lasix 20 mg q.d., guaifenesin 60 mg two tablets b.i.d., latanoprost OU h.s. one drop, lisinopril 40 mg q.d., mometasone furoate two puffs b.i.d., morphine sulfate 30 mg one tablet q.12h. 9 a.m. and 9 p.m., Roxicodone 30 mg one tablet q.4h. p.r.n., Protonix 40 mg b.i.d., KCl 10 mEq q.d., prednisone 20 mg q.d., Prevagen one tablet q.d., melatonin 5 mg two tablets at 7 p.m. and trazodone 50 mg h.s.
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ALLERGIES: ASA, LIDOCAINE, TAPE, and GADOLINIUM.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

VITAL SIGNS: Blood pressure 134/67, pulse 70, temperature 98.0, respiratory rate 16, weight 140 pounds, and the patient is 5’2”.

GENERAL: The patient was alert and cooperative and able to give information that she could remember.
HEENT: She has a black eye under her left eye that goes down onto her cheek. Bilateral sclerae are clear. Nares patent. Moist oral mucosa. No abrasion, skin tears or bruising on her face, none.

NECK: She has an Aspen collar in place and she is to wear it 24 x 7. 

RESPIRATORY: Decreased bibasilar breath sounds. She has a few scattered wheezes. No cough. Respiratory rate WNL.

CARDIAC: She had an irregular rhythm with no murmur, rub, or gallop. 
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She was getting around today using her walker with O2 per nasal cannula using a portable unit and went to meals, sat in on an activity and she appeared comfortable.

ASSESSMENT & PLAN:
1. C-spine vertebral fracture post fall. She is to follow up with Dr. Adepoju who is a neurosurgeon at INTEGRIS. Information was sent and wait until Monday to have appointment date information. 
2. Dental fractures and a question of zygomatic arch fracture. She is to follow up with Dr. Michael Saumur, a dentist in Norman; so staff here will schedule an appointment for one week. 
3. Pain management: She has pain medication as previously noted and it appears to be adequate for her needs now. If she has breakthrough pain, she will let us know and for the time, can give an increase in her oxycodone. 
4. Severe COPD/asthma. She appears to be doing well on her current nebulizer and oral medication regimen and is good about continuous use of her O2 and no change is needed at this time.
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5. Lab review. First is CBC. H&H WNL at 11 and 32.93, platelet count WNL at 286, WBC count elevated at 15.48 most likely secondary to ongoing prednisone.

6. Hypoproteinemia. T-protein is 5.8 and albumin low at 3.3 Encouraged protein drink and we will write for that. The patient right now wants to see if she can just improve her diet, so we will see.

7. Hyponatremia. Sodium is 131. I am starting NaCl 1 g/capsule and it will be 1 g b.i.d. and then we will wait and recheck lab in three weeks. 
8. Thyroid profile. This was a screening lab and T3, T4 both total and free are WNL. TSH is mildly suppressed at 0.493 with normal being 0.5 at low-end, so we will consider this within the realm of normal. No intervention required. 

CPT 99345
Linda Lucio, M.D.
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