


PROGRESS NOTE

RE: Sandra Pinegar

DOB: 06/28/1941

DOS: 03/01/2022
Rivendell MC

CC: ER followup.

HPI: An 80-year-old who had fallen earlier this morning and hit her head, was sent to the ER. Shortly after, I have been seeing people returned. She was sitting up in the day room by herself with a hospital gown on and when I said that she could go to an activity, she said she was bare-bottomed under the gown. Changed, taken to the activity and was cooperative without being overly dramatic. The patient states she was in her room sitting in her wheelchair, bent over to try to pick something up off the floor, fell and went face first to the ground. She has got a big bruise left side of her forehead and a few scratches on her forearm, otherwise looks okay. She returned with no new orders. Staff reports that she is stable. There have been no new issues with her. She is another one who will start crying randomly just wanting someone to sit with her and reassure her that she is okay. She certainly can voice her needs and is interactive with staff and she will even speak on behalf of other residents.

DIAGNOSES: Dementia with BPSD which has decreased, gait instability with falls, HTN, chronic pain management, dry eye syndrome, glaucoma, pseudobulbar affect, and HTN.

MEDICATIONS: Tylenol 650 mg b.i.d., Norco 7.5/325 mg one-half tablet t.i.d., alprazolam 1 mg 8 a.m. and 8 p.m., Haldol 0.25 mg at 8 a.m. and 8 p.m., Nuedexta q.12h., Zoloft 150 mg q.d., Bactrim DS h.s. prophylaxis, oxybutynin 5 mg b.i.d., Refresh tears OU b.i.d., Lumigan OU h.s., and Lasix 20 mg q.d.

ALLERGIES: CODEINE and MORPHINE.

CODE STATUS: DNR.

DIET: Finger foods.

Sandra Pinegar

Page 2

PHYSICAL EXAMINATION:

GENERAL: The patient redressed, seated upright in her wheelchair.

VITAL SIGNS: Blood pressure 160/76 – this was after return from the ER, pulse 68, temperature 97.7, respirations 16, O2 saturation 97%, and weight 158.6 pounds.

MUSCULOSKELETAL: She sits up with a good neck and trunk stability in wheelchair, can propel it for short distances. No lower extremity edema. Moves her limbs in fairly normal range of motion. She is weightbearing for transfers.

NEURO: Orientation x 1. Makes eye contact. Speech is clear. She likes one-on-one interaction, is tangential, at times difficult to redirect but social.

SKIN: Bruising on the left part of her forehead. Conjunctivae clear. No other facial lesions. She has blood draw site on the left forearm. Dressing was removed and has a small superficial laceration on the outer part of her left leg.

ASSESSMENT & PLAN:

1. Status post ER visit for fall. She does have some superficial bruising. She does not appear to be in pain but was given Tylenol for headache and then later getting around in her manual wheelchair around the unit, had birthday cake, seemed to be doing quite good. We will monitor her this afternoon.

2. General care: CMP, CBC, and TSH ordered.
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Linda Lucio, M.D.
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