


PROGRESS NOTE

RE: Earnest Wyatt
DOB: 04/03/1932

DOS: 04/15/2024
Jefferson’s Garden

CC: Initiation of PT.

HPI: A 92-year-old male who for the duration of his stay until recently has ambulated independently with no fall history. On 12/27/2023, the patient had a fall at a gas station as they were returning to the facility from Texas having visited relatives. He had a fall, sustained a right hip fracture and underwent ORIF on 01/03/2024 by Dr. Zane Uhland at INTEGRIS Edmond. After recovering from surgery, the patient did begin PT at that time and appeared to be doing well, he was using a wheelchair to get around, then graduated to use of a walker with the goal of wanting to ambulate independently safely. He still has a walker and a wheelchair available to him in his room, but is now ambulating independently. The patient states that he did not quite feel confident in his strength or balance, thus PT; he is having it on Tuesday and Thursday and thinks that for now that it is enough. Otherwise, he feels good. He has occasional hip pain, but it is managed with Tylenol. I asked how his sleep is going, he still takes Ativan routinely at h.s. and tells me that he has now gotten used to sleeping on the recliner in their living room; last night, he wanted to see if he could sleep in the bed, so he did, woke up within an hour and was unable to go back to sleep, so he just went into the living room, got onto the recliner and states that he was asleep within 15 minutes.

DIAGNOSES: Gait instability improved, new start of PT and has a walker available, chronic nocturia improved, hyperlipidemia, hard of hearing, insomnia, and chronic B-cell lymphocytic leukemia stable.

MEDICATIONS: Coreg 3.125 mg b.i.d., lorazepam 1 mg h.s., MVI q.d., and PreserVision one tablet q.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient was alert and attentive when I was speaking with him as well as with his wife.
VITAL SIGNS: Blood pressure 144/82, pulse 79, temperature 97.8, respirations 18, O2 saturation 96%, and weight 177 pounds.

CARDIAC: He has a regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

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

NEURO: He makes eye contact. Speech is clear. He can make his needs known and voices an understanding of why he is doing PT. Affect is congruent what he is saying and he seemed more patient with his wife today.

MUSCULOSKELETAL: Observed him going from room to dining room using his walker. He was steady and upright at a brisk pace. He had no lower extremity edema when seen earlier today. Moves arms in a normal range of motion and he is thin, but he has good muscle mass and motor strength.

ASSESSMENT & PLAN:

1. Mild gait instability with some weakness. The patient has started PT last week, feels that it is beneficial to date and wants to be able to ambulate independently, which he did prior to his December hip fracture.

2. Insomnia. He has Ativan 1 mg h.s. taken routinely for years prior to coming to facility and is now sleeping better on the recliner than in bed, so will continue to use the recliner.

3. Nocturia. The patient is now on Flomax q.a.m. and that has increased his urine output during the day and lessened it at h.s., so we will continue with med.
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Linda Lucio, M.D.
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