


PROGRESS NOTE

RE: Sharon Winters
DOB: 07/30/1948
DOS: 02/18/2024
HarborChase AL
CC: ER followup.

HPI: A 73-year-old female with recent left hip fracture undergoing intramedullary nail fixation on 02/10/24 with Dr. Steven Sands. She was sent out from facility to ER on 02/15/24 secondary to the patient’s baseline of not eating or drinking, not communicating verbally, or following commands and then spiking a fever of 101.4. Husband is present and states he was told after they evaluated her that there was really nothing they could do for her and just sent her back to the facility with no orders. The patient has had a couple of days to rest since and it seems as though she has had a turnaround by husband’s description. The patient is up and eating. She is feeding herself at each meal though she does not consume the entirety of the meal and with encouragement, she is drinking more fluid. The patient is now speaking. She has talked with her husband. She does not really remember coming back from the hospital and whatever she was doing that led to an ER visit. The patient has had focus on function OT see her today and per husband, they will do PT tomorrow and repeat OT later in the week. He states that she was able to walk with assistance. I followed commands. She was quiet and did not appear in pain during therapy. Once that was completed, she wanted to lie down and has napped since then. Pain appears to be adequately managed per husband.

DIAGNOSES: Left displaced intertrochanteric proximal humeral fracture with ORIF on 02/10/24 per Dr. Sands orthopedics. She was sent out on 02/15/24 for fever spike returned later that night, no new orders and per husband, he states she appears to be comfortable, no pain even when doing therapy. Left hip fracture with ORIF, CKD stage III secondary to DM-II, GERD, hiatal hernia, hypertension, hyperlipidemia, major depressive disorder recurrent with psychotic features, peripheral neuropathy, and sleep apnea but cannot tolerate BiPAP and CVA history on 08/17/2022.

MEDICATIONS: Medications post discharge: Abilify 10 mg q.d., ASA 81 mg q.d., divalproex 125 mg b.i.d., docusate q.d., Eliquis 5 mg q.12h., FeroSul 325 mg q.d., Lasix 40 mg q.d., Keppra 1000 mg b.i.d., levothyroxine 25 mcg q.d., lisinopril 10 mg q.d., magnesium 500 mg q.d., MVI q.d., oxybutynin 5 mg t.i.d., Protonix 40 mg q.d., Lyrica 25 mg t.i.d., Spiriva MDI p.r.n., Detrol LA 2 mg q.d., trazodone 100 mg h.s., NovoLog insulin per sliding scale, and Lantus we will check on new dose post-hospitalization.
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I spoke with husband face-to-face regarding the patient since returned and he states that it has been a complete change from what I saw in the room on 02/15/24. He states that she is awake though quiet, but can communicate her needs. She has been eating and drinking. She does require assistance with transfers and monitoring safety to and from. She is sleeping through the night and pain managed.
ASSESSMENT & PLAN:
1. Left hip fracture ORIF on 02/10/24. Focus on function for PT as well as OT and they have started with her as of today for OT and we will just see how she goes from there.
2. Pain management. Dilaudid 2 mg q.4h. p.r.n. was ordered and for breakthrough pain Tylenol. Pain was reported by husband as a significant issue during hospitalization both pre and post op.

3. Nutritional state. Encouraging p.o. intake both the food, protein drink, and liquids and we will stress that with the patient this week and I have spoken to husband about it. 
4. Blood pressure medication and her p.o. intake needs to match what is going out with the diuretic that she has.
CPT 99350 and direct POA contact 15 minutes
Linda Lucio, M.D.
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