


PROGRESS NOTE

RE: Joann Sexton

DOB: 01/08/1942

DOS: 08/17/2022

Rivendell MC

CC: Return from SNF.

HPI: An 80-year-old who had a fall here in the facility resulting in a right hip fracture. She underwent ORIF to include a total hip replacement and after that hospitalization went to SNF at Noble Healthcare Center. While there, patient had a fall injury in her right wrist. X-rays not done in timely manner, but when done showed dislocation of a finger, but there was no more specific information. The patient appeared to be okay. She was lying in bed took her wig off, which she rarely ever does in front of other people and was cooperative to exam. After the exam, she asked the unit nurse, but told her that she wanted to get up and with some assistance was able to stand and walk around the bed and got into the wheelchair and she specifically said she wanted the wheelchair and was moved into the couch in the adjoining room of the apartment she shares with her husband. The patient then continued to propel herself around the unit and appears comfortable doing so. When asked about pain, she was somewhat nonspecific, but did not deny having any. The nursing knows her and said that she looked she was in pain. The patient returned with three cards of oxycodone approximately two and half actually and so that will be written for on a p.r.n basis.

DIAGNOSES: Status post right hip fracture with ORIF to include right hip replacement, right wrist injury with a dislocated finger joint unspecified, mild hemiplegia left side secondary to CVA, seizure disorder, seizure free since admit, HLD, osteoporosis, depression and dysphagia.

ALLERGIES: PCN.

DIET: NAS with ground meat.

CODE STATUS: DNR.
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MEDICATIONS: Norvasc 5 mg h.s., Os-Cal q.d., Sinemet 25/100 mg one tab q.12h., CranCap q.d., Cymbalta 30 mg q.12h., Keppra 250 mg b.i.d., melatonin 3 mg h.s, olanzapine 5 mg q.12, Senna plus q.12h., and MVI q.d.

PHYSICAL EXAMINATION:

GENERAL: The patient lying quietly in bed with wig and glasses off and did not make direct eye contact.

VITAL SIGNS: Blood pressure 131/62, pulse 69, temperature 97.2, respirations 18, and O2 sat 96%.

HEENT: Conjunctivae clear. Nares patent. Moist oral mucosa.

RESPIRATORY: Normal respiratory effort. Lungs clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: Moving her limbs repositioned herself in bed. Able to weight bear and make her way around the wheelchair to sit in it and then assisted with transfer to living room chair. Later, she is noted to be propelling herself briskly around the unit without evidence of difficulty. She had no LEE. Right wrist nontender to palpation. She was able to flex and extend as well as lateral and medial range of motion. Palpation of all fingers was done and it was the PIP on the middle finger or the second finger that reproduced tenderness and pain per patient and it appears swollen. Skin is intact.

ASSESSMENT & PLAN:
1. Status post right hip replacement. She has had PT and we will extend PT so that she gets her strength back getting around the unit. She was previously ambulatory. We will see if that is feasible at this point.

2. Pain management. Oxycodone 5/325 mg one p.o q.4h. p.r.n ordered and the patient made aware.

3. Right wrist sprain with dislocation of right middle finger PIP. She was not put into a splinter or any kind of dressing at least not by what we were made aware of and she returns with it uncovered and we will leave as is and see how she does. We will write for ice to the finger three times a day.
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Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

