


PROGRESS NOTE

RE: Wanda Hames
DOB: 12/02/1930
DOS: 02/01/2024
HarborChase MC
CC: Decline with pain management issues.

HPI: The patient is a 93-year-old female in Memory Care with admission on 06/02/2023. The patient is followed by Traditions Hospice and recently has had a significant decline. Musculoskeletal pain has been a significant part of the patient’s issues and medications have been adjusted to manage pain. She had Percocet 5/325 mg p.r.n. q.6h. and then there was a request to schedule one routinely at 6 p.m. On Saturday 01/27/24, the patient rolled out of bed, landed on the floor hitting her left hip. There was evident pain. She was sent to ER, evaluated with CAT scan showing a hairline diagonal fracture of the left feet femoral neck. She returned for conservative healing measures to be put into place with pain management. And then couple of days later, the patient’s family requested referral to Traditions Hospice and they are now following her. When seen, her daughter Karen Hames was present and able to give information and also explained what is being done regarding pain management.

DIAGNOSES: Moderate Alzheimer’s dementia, new hairline fracture of left intertrochanteric area conservative healing measures in place, HTN, hypothyroid, and ASCVD.

MEDICATIONS: Roxanol 0.25 mL t.i.d. routine and q.4h. p.r.n., Ativan Intensol 0.25 mL p.o. at 10 a.m. and continue p.r.n., atropine four drops q.4h. p.r.n., Levaquin 750 mg one p.o. q.d. through 02/07/24, and O2 per nasal cannula at 2L to maintain sats greater than 88%.

ALLERGIES: CODEINE.

DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is awake looking around. She was quiet when I approached her, but did not resist exam.

VITAL SIGNS: Blood pressure 110/68, pulse 98, temperature 98.2, respirations 16, and weight 173.8 pounds.

HEENT: She makes eye contact. Sclerae are clear. Nares patent. Nasal cannula properly placed and secure. Slightly dry oral mucosa.

NECK: Supple.

RESPIRATORY: She has decreased bibasilar breath sounds due to limited inspiration. She does have the nasal cannula placed, but she is also mouth breathing. There are few scattered rhonchi, but lung fields are relatively clear otherwise.

CARDIAC: She has regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

ABDOMEN: Soft. Bowel sounds present. There is mild distention without tenderness.

MUSCULOSKELETAL: She has fairly good muscle mass and decreased motor strength. She has trace lower extremity edema. She moves her limbs, is non-weightbearing.

SKIN: Warm, dry and intact with good turgor. No bruising or breakdown noted.

ASSESSMENT & PLAN:
1. Decline with comfort measures in place with daughter who was present. Decision for comfort measures was made. The patient appears physically comfortable. She has been alert. She has eaten, but requires being fed. There has been a decrease in her p.o. intake of both food and fluid.

2. Acute left hip hairline fracture. Pain appears managed. The patient requires assistance for repositioning in bed. She is non-weightbearing for transfers and pain medication appears effective without causing excess sedation or change in her baseline.

3. Social. Answered questions that daughter had and she appears comfortable with how things are going. Roxanol 5 mg is t.i.d. routine and q.4h. p.r.n. Ativan Intensol is 0.25 mL which is 0.5 mg that is given routinely at 10 a.m. with a p.r.n. schedule.
CPT 99350 and direct POA contact 15 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
