


PROGRESS NOTE
RE: Geneva Norman
DOB: 01/03/1928
DOS: 05/10/2022
Jefferson’s Garden
CC: Right hip pain.
HPI: A 94-year-old with history of right hip fracture with ORIF, Dr. Kathy Smith, orthopedist and SNF at Baptist Village in October 2021. The patient previously ambulated independently and post fracturing and ORIF, is in a wheelchair that she can propel, but she generally wants someone to transport her. The patient states that she has had increased right hip pain that goes down her lower extremity into her foot. This is new, she has been using Tylenol routine and it is no longer of benefit. Discussed using a low dose of Norco and she is fine with doing whatever gives her comfort. I am told, however, her son/POA Mark would want to know about that medication suggestion before actually starting, so a call was made to him. The patient states that she is able to sleep, pain does not interfere with that, the morning is the most difficult time getting herself moving on that side, and requires assistance, is not able to self-transfer. She also has a history of rheumatoid arthritis. Since here, she has not had any falls, requires a transfer assist and does not seem to express interest in wanting to walk again.
DIAGNOSES: Right hip pain post fall with fracture and ORIF in October 2021, HTN, seasonal allergies, GERD, HOH.
MEDICATIONS: Diltiazem 180 mg ER b.i.d., Eliquis 2.5 mg b.i.d., Lasix 40 mg q.d., Lactaid q.a.m., metoprolol one tablet b.i.d., omeprazole 20 mg q.d., oxybutynin 5 mg h.s.
ALLERGIES: SIMVASTATIN and OLMESARTAN.
DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, sitting up in wheelchair, able to give information.
VITAL SIGNS: Blood pressure 117/73, pulse 60, temperature 98.7, respirations 16, and weight 142.4 pounds.

HEENT: Hair groomed. Conjunctiva clear. Corrective lenses in place. Moist oral mucosa.
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CARDIOVASCULAR: An irregular rhythm without MRG. Heart sounds are distant.
RESPIRATORY: Normal effort and rate. Lung fields clear to bases. Symmetric excursion without cough.

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

MUSCULOSKELETAL: She has good neck and truncal stability, sitting in her wheelchair, is able to propel, prefers to be pushed, was wearing short socks that were tight leaving indentation on her lower extremities where she has trace ankle edema, weight bears, but describes it is uncomfortable, can reposition herself in bed.

NEURO: Orientation x2-3. She is soft-spoken, but articulate, able to get her point across and comprehends given information.
SKIN: Warm, dry and intact with good turgor.
ASSESSMENT & PLAN:

1. Right hip pain referred down the leg. PT and OT to work with the patient in increasing her strength and proper positioning in wheelchair. Also, needs to be able to propel herself as opposed to be being dependent on other people to transport her. Hopefully, they will also work on weight bearing. The patient also needs OT as it relates to being able to assist in her own care.

2. Pain management. Norco 5/325 one-half tablet b.i.d. routine with Tylenol 650 mg mid day. I will monitor for benefit, also spoke with her POA regarding this, answered any questions. His concern is that in the past she has been sensitive to this. I told him that staff would be aware and will monitor her for sedation or change in her baseline cognition. Son states the patient feels that Biofreeze helps her, so I have written for that to be q.i.d. and will make adjustments if needed in that going forward.
3. HTN. Review of BPs shows generally well-controlled blood pressures, today’s is a little bit lower than the average, we will just continue with her current medications.
4. Social. Prolonged direct contact with POA 15 minutes.

CPT: 99328
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

