


PROGRESS NOTE

RE: Mary Pat Snider
DOB: 02/22/1938
DOS: 11/29/2023
Rivendell AL
CC: Left leg injury in soft splint from ankle to knee.

HPI: An 85-year-old who had a fall injury in her left lower extremity resulting in hospitalization on 11/07/23 to 11/10/23 at SSM. Per daughter’s information, the patient has left knee hematoma or bleeding into the knee space and was placed in the soft splint with leg to be fully extended. No comment about fracture or dislocation. She was treated inpatient with IV antibiotics for UTI and discharged with Cipro 500 mg one q.12h. for five days, completed on 11/15/23. Her focus since return is getting the splint off stating that it causes more pain than it helps and just drives her nuts and I told her that I would wait to see what ortho’s input is and where we go from here. I called the patient’s daughter/POA Tammy Weathers and told her, I was with her mother who wanted to have the splint taken off due to discomfort, but there was not any clear direction from orthopedics. It turns out she knew about the appointment, did not take her and that was intentional and she has no intent of rescheduling an appointment. As to the splint, she stated that oh she can take it off and then just said just take it off, she does not need it. I told her it may not be in her best interest and I do not know how it would affect her mobility going forward and response was to just take it off. I saw the patient after she was in bed. She was awake. I asked how she felt and she stated better without the splint on. She denies any pain. At the time I was speaking to her and then before I left, acknowledged that she is going to have pain 20 minutes from now and she take a pain pill and I told her that would be her choice. She knew how to call the med-aide. The patient did go to meals. She was in her wheelchair transported by staff and her p.o. intake was fair.
DIAGNOSES: Left knee injury in splint, vascular dementia with recent staging putting her to advanced, HTN, depression, peripheral neuropathy, sundowning, CAD, HLD, and urinary frequency.

MEDICATIONS: Unchanged from 11/15/23 note.
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ALLERGIES: NKDA.

DIET: Mechanical soft with chopped meat.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is seen seated quietly by herself on the couch and then later in bed with small light on. She is awake and talking.

VITAL SIGNS: Blood pressure 146/72, pulse 76, temperature 98.0, respirations 14, and weight 143 pounds.

NEURO: Orientation x2. She makes eye contact. The volume of her voice is lower. Speech is softer. She is able to communicate what she needs and noted decline in cognition.
MUSCULOSKELETAL: She walked with a walker favoring her left leg and no specific tenderness to palpation of her ankle, calf muscle, or knee.

SKIN: Warm, dry and intact. Fair turgor. She has bruising of her left upper cheek and forehead from the fall responsible here and some bruising of her knee with edema.

ASSESSMENT & PLAN:
1. Left leg injury. There is no plan followup with orthopedics per daughter and scheduled appointment was intentionally missed. The daughter’s repeated comment was to take off the splint and I stated it may not be in her best interest, but taking it off was the input by daughter. It was removed this afternoon. She reported relief and she looked happy when I saw her afterwards and last checked, she is lying in bed and does not appear in pain.
2. Left knee injury post fall. Splint is off. I have written not to leave it off unless she has to have it replaced. X-ray of the knee and lower leg ordered. It will be done tomorrow.

3. Pain management. She has Percocet 5/325 mg given a.m. and h.s. No p.r.n. order and this is per request of family.
4. Depression. Her Effexor was decreased to 37.5 mg on 11/15/23. She appears to be doing okay though her affect is generally flat now or bland. We will give a couple of more weeks if need up it again to 75 mg daily.

5. Delusional thinking. The patient was on Haldol 0.25 mg t.i.d. It is decreased to b.i.d. No noted sundowning. We may be able to further decrease this medication. I will wait until next week.
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6. Social. I am told that there is plan to move the patient to a smaller facility that is in Midwest City and much closer for her daughter.
7. Hydration status. The patient’s fluid intake is minimal. She is on Lasix 20 mg MWF for the past couple of weeks. She has no evidence of edema and poor skin turgor. So, I am holding Lasix for two weeks and we will evaluate whether she needs to be restarted. We may just then move it to p.r.n.
CPT 99350 and direct POA contact 15 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
