


PROGRESS NOTE

RE: Ruth Nolin
DOB: 03/17/1933
DOS: 01/31/2022
Autumn Leaves
CC: 60-day note.
HPI: An 88-year-old observed watching an activity. She was sitting up in her wheelchair well groomed and, when I approached her, she was willing to talk to me. The patient has a history of the left ankle and tibia fracture post ORIF in September 2021. In the past, she has complained of chronic pain related to that, today when asked if she had any pain issues, she denied. She does propel herself around the facility using her feet and can weight bear favoring her left side, but she is a transfer assist. The patient complains of frequent urination; this is an ongoing problem, not new and she requires assist when she has to urinate. She does wear an adult brief, but prefers to toilet. The patient had behavioral issues shortly after she moved in and they seemed to have tempered as she has been here.
DIAGNOSES: Unspecified dementia, left ankle and tibia fracture post ORIF now in wheelchair, history of PE on anticoagulant, hypothyroid, HTN, sleep apnea, obesity and fall risk.
MEDICATIONS: Lipitor 20 mg h.s., Eliquis 5 mg q.12h., Allegra 180 mg q.d., nystatin t.i.d. to peri-area, KCl 20 mEq q.a.m., torsemide 100 mg q.d., and tramadol 50 mg q.6h. p.r.n. pain.
ALLERGIES: NKDA.
DIET: Regular NAS.
CODE STATUS: DNR.
HOME HEALTH: Select.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert and well groomed, sitting up in wheelchair in no distress.

VITAL SIGNS: Blood pressure 119/70, pulse 69, temperature 97.4, respiratory rate 18, oxygen saturation 96% and weight 182.6 pounds.
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HEENT: Corrective lenses in place. Conjunctivae clear. Moist oral mucosa.

NECK: Supple.

RESPIRATORY: She has a normal respiratory rate and effort. Lung fields are clear. Symmetric excursion. No cough.
CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.

ABDOMEN: Obese. Bowel sounds hypoactive. No distention or tenderness.
MUSCULOSKELETAL: Intact radial pulses. No LEE. She has propelled for short distance. Her wheelchair did not seem uncomfortable or in pain doing so.
SKIN: Thin, dry, but intact with a just decreased integrity.
ASSESSMENT & PLAN:
1. OAB symptoms. UA with C&S to rule out UTI and then, if positive treat, otherwise we will then start oxybutynin 5 mg b.i.d. and monitor; 5 mg q.i.d. is the max dosing.
2. HLD. Lipid profile ordered to see whether it is necessary to continue on statin.
3. General care. CMP, CBC and TSH ordered for baseline lab.
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