


PROGRESS NOTE

RE: Ruth Stewart
DOB: 05/23/1936
DOS: 06/05/2024
HarborChase MC

CC: Fall followup.

HPI: An 88-year-old female who has been ambulatory with the use of a walker has had a decline in her gait stability resulting in several falls. She has had five falls within the last week. The last fall resulted in left kneecap fracture. She was assessed in the ER and returned with a splint which she has intermittently let be placed. When seen yesterday, she did not have it on and then I saw her as I was passing through the unit today and she did have the splint in place, she was seated in a wheelchair and trying to propel it. I asked the patient if she was having pain and she said yes. I told her we could give her something for it. I said we can even start with Tylenol and she said no that she did not want to take medication. The patient is followed by Traditions Hospice. I received a call from the nurse who follows her stating that on her visit this morning, she noted the patient having increased behavioral issues after the most recent fall. Today, I did note that she is just more agitated and impatient with people. Staff states that the patient is coming out for meals. Her p.o. intake is baseline. She is sleeping through the night and she spends her day out in the day room and now that she is in a wheelchair with her good foot, she will propel herself within the day room. She has been cooperative with leaving the splint on her left leg.

DIAGNOSES: New fracture of left kneecap secondary to fall, gait instability with several consecutive falls, advanced unspecified dementia, BPSD in the form of agitation and care resistance, HTN, atrial fibrillation, HLD, anxiety, OA and malignant carcinoid of the large bowel.

MEDICATIONS: Norco 5/325 mg one q.8h. p.r.n. pain, Xanax 0.5 mg at 6 p.m. routine and q.6h. p.r.n., ABH gel 1/25/1 mg/mL 1 mL t.i.d., Norvasc 10 mg q.d.,. lisinopril 40 mg q.d., KCl 20 mEq q.d., protein liquid take as directed daily, Zoloft 50 mg q.d., vitamin B complex q.d., and D3 50,000 IUs q. Monday.

ALLERGIES: PCN and SHELLFISH.
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DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed seated in the day room. Initially, she was just seated in a side chair without the splint on her left leg and then after lunch, she allowed placement of the splint and was in a wheelchair and propelling herself in a small area of the day room.

VITAL SIGNS: Blood pressure 104/53, pulse 70, temperature 97.1, respirations 17, and weight 102.4 pounds.

MUSCULOSKELETAL: She uses her arm as well as her right foot to propel her manual wheelchair. Her left leg is in the splint from the foot to just below the knee and she believes it propped up on the foot pedal. She has fairly good motor strength for a smaller she is.

NEURO: She makes eye contact. Her speech is clear. She voices her needs. She wants to go home. She does not need the medicine here and just is contrary to whatever is suggested, but then she just occupies herself, she was doing something else. She is redirectable with some effort.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. Gait instability with increasing falls. She has a manual wheelchair that she has not wanted to use before. We will look into either restorative therapy or going straight to a wheelchair once the splint is off her leg, but in the interim, she will use it as needed.
2. Left kneecap fracture. Splint in place every day. She has not really asked or wanted pain medication. She is weightbearing on the right and her balance is actually fairly good.
3. BPSD of agitation and care resistance. A p.r.n. order of the ABH gel at same dosing to be q.6h. p.r.n.
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