


PROGRESS NOTE

RE: Ilene VanMeter
DOB: 12/12/1935
DOS: 09/13/2022
HarborChase MC
CC: Hip fracture.
HPI: The patient is an 86-year-old with advanced unspecified dementia who has a wheelchair to get around, but would try to ambulate independently with disequilibrium. The patient had a fall in her room on 09/03/2022, complained of right hip pain. X-ray obtained that evening showed an acute right hip fracture specifically a nondisplaced right femoral neck fracture. There is a joint space loss and spurring was noted, normal mineralization. Family was informed. Options of sending her to the ER for evaluation or remaining here with conservative healing measures and family opted for the latter. She is followed by Traditions Hospice who have seen her routinely and provided a hospital bed and she has just recently received a Broda chair. The patient has had PT work with her on movement and assessing her mobility. She has been in bed up till today and we will begin getting her up in Broda chair for meals and as she tolerates otherwise. The family has been visiting routinely. They were here earlier today. Roxanol 10 mg (0.5 mL) q.4h. p.r.n. has been ordered for pain and lorazepam Intensol 2 mg/mL 0.5 mL or 0.5 mg lorazepam q.6h. p.r.n. The patient was seen in room. She was lying in bed awake. She is familiar with the MC nurse, looked at me and I told her who I was and she made verbalizations that were random and out of context. She did allow exam.

DIAGNOSES: Moderately advanced dementia, acute right hip fracture occurring on 09/03/2022 with conservative measures undertaken, history of UTIs, HTN, hypothyroid, HDL, and GERD.

ALLERGIES: Multiple, see chart.

MEDICATIONS: Ativan Intensol 0.5 mL q.6h. p.r.n., Roxanol 0.5 mL q.4h. p.r.n., BuSpar 10 mg b.i.d., clonidine 0.1 mg b.i.d., D-Mannose 2 g q.d., Lexapro 10 mg h.s., melatonin 5 mg h.s., D3 2000 IU q.d. and Prilosec 40 mg q.d.

DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient was lying quietly. She was awake and cooperative, but verbal.
VITAL SIGNS: Blood pressure 140/80, pulse 81, temperature 97.7, respirations 18, and O2 sat 94%.
NEURO: Orientation x1. She looks to nurse who she is familiar with and asks what I was talking about when I was mentioning to the nurse that I was going to bring up her deceased husband.

CARDIAC: Regular rate and rhythm without MRG. PMI nondisplaced.

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

MUSCULOSKELETAL: She moves her arms, but did not move her legs and no lower extremity edema.
The patient has been up out of bed, so she was weight-bearing for transfer. We will move her to Broda chair. She has been discontinued from bedbound status and we will try getting her up for at least one or two meals a day and as tolerated otherwise and pain is managed; family adamant about her not receiving morphine unless absolutely needed.

ASSESSMENT & PLAN: Dementia, moderately advanced, would not be unrealistic if she had staging after this acute medical event; we will have to address this with family should it occur.

CPT 99338
Linda Lucio, M.D.
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