


PROGRESS NOTE

RE: Patricia Nolan
DOB: 02/29/1944
DOS: 01/09/2022
TFOC SC
CC: Right side pubic rami fracture superior and inferior with inadequate pain management.

HPI: A 77-year-old admitted on 12/17/21 from Southwest Community Medical Center where she was admitted on 12/17/21. The patient had a fall at home, landed on her right side and was unable to reposition without significant pain and refused to weight bear. Imaging showed an acute nondisplaced fracture of the right superior and inferior pubic rami. There was degenerative change also noted. CT showed a healed deformity of the left inferior pubic ramus with degenerative change of the left ischial tuberosity. She also has aortoiliac stent grafts and diverticulosis. The patient is in a wheelchair, receiving physical therapy at home. She ambulated with a walker. She states that she recently was starting to have a decrease in her balance and have had three falls including the one that landed her in the hospital. Initially she received oxycodone in the hospital which was effective for pain management. Now she is getting tramadol 50 mg q.8h. p.r.n. It is not effective and we addressed adjusting that and she will be returning to the Percocet. The patient states that she is sleeping. Her appetite is good. She comes out for meals, propelling herself. Her last bowel movement was this morning. She is able to give information and staff states that she is pleasant and cooperative. 
DIAGNOSES: Gait instability – now in wheelchair, CKD IIIB, pain management, HTN, HLD, GERD, atrial fibrillation with RVR during hospitalization, and hypothyroid.

PAST SURGICAL HISTORY: Aortic valve replacement, C3-C6 cervical discectomy, cholecystectomy, Port-A-Cath placement, and aortoiliac stent right side.

MEDICATIONS: Docusate b.i.d., Zetia 10 mg q.d., Pepcid 20 mg q.d., Lasix 20 mg one-half tablet q.d., Imdur 30 mg q.d., levothyroxine 75 mcg q.d., losartan/HCTZ 100/25 mg q.d., magnesium oxide p.r.n., MVI q.d., Norvasc 2.5 mg b.i.d., vitamin C 500 mg q.d., asa 81 mg q.d., Lipitor 80 mg h.s., Coreg 6.25 mg b.i.d., Plavix q.d., Flexeril 5 mg t.i.d. p.r.n., ranolazine 500 mg b.i.d., and Protonix 40 mg q.d.
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ALLERGIES: NORVASC, DEMEROL, PCN, SULFA, ACE INHIBITORS, and CLONAZEPAM.
DIET: HHD.

SOCIAL HISTORY: She lives at home. She has family support. She has a 50-pack-year smoking history, quit 09/19/2014, and nondrinker.

FAMILY HISTORY: Positive for DM II.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: She denies weight change, fevers or chills.

HEENT: She wears corrective lenses. HOH without HA. No difficulty chewing or swallowing.

RESPIRATORY: No cough, expectoration or shortness of breath.

CARDIAC: No chest pain or palpitations. She did have atrial fibrillation with RVR during hospitalization with adjustments in BP medications.

GI: No nausea, vomiting, constipation or diarrhea. She can alert staff when she has to have a bowel movement so that she can toilet. She is continent of urine.

MUSCULOSKELETAL: Weight bears for transfers, but requires two-person assist. She can propel her wheelchair. She states she is comfortable using it.

PSYCHIATRIC: Denies depression, anxiety or insomnia. No history of seizure, syncope or vertigo.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and well-nourished female, sitting upright, no distress. 
VITAL SIGNS: Blood pressure 159/67, pulse 67, temperature 97.5, respirations 20, and O2 sat 97%.

HEENT: She has corrective lenses. She acknowledges hearing deficits. No difficulty chewing or swallowing. She has her own teeth.

RESPIRATORY: Normal rate and effort. Symmetric excursion. Lung fields clear.

CARDIAC: Irregular rhythm with a soft SEM throughout the precordium. No M, R, or G. PMI nondisplaced.

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

MUSCULOSKELETAL: Moves her limbs. Intact radial pulses. She did not observe weightbearing. She does propel her manual wheelchair. No LEE. 
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NEUROLOGIC: CN II through XII grossly intact. She makes eye contact and is pleasant. Orientation x3. Speech is clear. Affect congruent with what she is saying. She is able to give information and voice her needs. She states that she is right now most comfortable in a wheelchair as her right leg does not support her.

PSYCHIATRIC: Appropriate affect and demeanor for initial contact.

SKIN: Warm, dry and intact. Good turgor.

ASSESSMENT & PLAN: 
1. Pain management. Oxycodone 5 mg with 325 mg Tylenol to be given t.i.d. routine and tramadol 100 mg b.i.d. p.r.n. for breakthrough pain.

2. Gait instability. PT is working with her. Ideally to be able to use her walker at home would be of benefit with the WC for distance, but I will see what happens there.

3. Constipation. With the addition of the two stool softeners she has, she is now regular with last bowel movement today. Denies any diarrhea.

4. General care: CMP, CBC and TSH ordered. 
CPT 99306
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
