


PROGRESS NOTE

RE: Phyllis Neal
DOB: 07/30/1952
DOS: 08/14/2023
Jefferson’s Garden

CC: Fall followup and medication change requested.

HPI: A 71-year-old female who had a fall on 08/08/23. She was asleep, rolled out of bed and en route to the ground, hit her wheelchair with the right side of her face and then hit the floor on the left side of her face. She was seen at SSM ER. CT of the head showed moderate volume loss of the brain with chronic small-vessel ischemic disease and atherosclerosis of bilateral internal carotid arteries. The right frontal scalp contusion and laceration was noted and the left periorbital soft tissue hematoma consistent with contusion noted. Imaging of her cervical spine showed a chronic fracture of the right T1 pedicle and multilevel DDD with moderate spinal canal stenosis at C5-C6 and C4-C5. Sutures were placed along the right cheek laceration and will be removed Wednesday 08/16/23 and that will be eight days with recommendation to remove in five to seven days. The patient was seen sitting up in her wheelchair, looking around. She was pleasant. When I came in, she is quiet and just says a few words at a time, but she had a smile on her face and was able to give me information as to what happened. She denies any headache, visual or auditory changes. She is able to sleep. Her bed has a rail which was there previously. However, she is on trazodone at h.s. and family wonder if that was not the cause of her fall and would like to have it just decreased. 
DIAGNOSES: Moderate dementia – no BPSD at this time, peripheral neuropathy, hypothyroid, GERD, insomnia, osteoporosis and HTN.

MEDICATIONS: Norvasc 10 mg q.d., ASA 81 mg q.d., Os-Cal q.d., Aricept 10 mg h.s., Lexapro 20 mg q.d., gabapentin 300 mg b.i.d., levothyroxine 50 mcg q.d., losartan 25 mg q.d., Myrbetriq 50 mg q.d., Protonix 40 mg q.d., PEG solution q.d., and trazodone 50 mg will be decreased to 25 mg h.s.

ALLERGIES: STATINS, MACROBID, and PCN.

CODE STATUS: Full code.
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DIET: NAS regular.

PHYSICAL EXAMINATION:

GENERAL: Obese female, seated comfortably in her wheelchair, who was pleasant and cooperative.

VITAL SIGNS: Blood pressure 140/82, pulse 75, temperature 98.1, respirations 18, O2 sat 97%, and weight 147.6 pounds.

CARDIAC: She has regular rate and rhythm. No murmur, rub, or gallop.

ABDOMEN: Protuberant and nontender. Bowel sounds present.

MUSCULOSKELETAL: She can propel her manual wheelchair in short spaces, otherwise is transferred and requires a transfer assist. She has actually trace lower extremity edema.

NEURO: She makes eye contact. She is a bit shy. She spoke more than she has previously and just was able to tell me how the fall occurred. She stated that she felt okay except she knew her face looked bad. She denied any pain when seen and she is able to understand given information. She can voice her needs. She has clear short-term memory deficits and overall behavior has been more appropriate. 

SKIN: She has about nine sutures on her cheek. It appears to be healing well. There is no redness or edema noted along the length of the laceration. No tenderness to palpation on the left side of her face. From periorbital to down the cheek and the chin, a lot of bruising and small area of hematoma under the eye around the cheek arch.

ASSESSMENT & PLAN:
1. Fall with injury. Sutures will be removed on 08/16/23 which is in the time range planned and the area will be kept clean. Reassured her that the bruising is already beginning to resolve on the left side of her face. It will just take a little bit of time. 
2. Insomnia. Trazodone will be decreased to 25 mg given family’s concern that had she been less asleep, she would have been able to stop the fall. 
CPT 99350
Linda Lucio, M.D.
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