


PROGRESS NOTE / INITIAL EVALUATION

RE: Ruth Stewart

DOB: 05/23/1936

DOS: 06/12/2024

HarborChase MC

CC: Followup on CXR and left leg splint.

HPI: An 88-year-old female who today had splint on her left leg. She had a fracture of her patella, was in the ER and sent out with the splint which she has been resistant to wearing but was wearing today. The patient has also had some cough with congestion. CXR was done this morning. I was contacted by the patient’s hospice Traditions regarding chest x-ray results and it appears that she has bibasilar opacities consistent with infection as well as chronic airway disease. In the past week the patient has had no falls, is coming out to meals and has fair intake, generally cooperative to care. Today she was just fussy about how she was being positioned in a chair but not unexpected.

DIAGNOSES: Advanced unspecified dementia, BPSD, agitation/aggression and care resistance, fractured left patella, atrial fibrillation, HTN, HLD, anxiety, OA, anemia, and malignant carcinoid of large bowel.

MEDICATIONS: Norco 5/325 one p.o. q.8h. p.r.n. related to patella, lorazepam 0.5 mg tablet q.6h. p.r.n., ABH gel 125 1 mg/mL 1 mL t.i.d., Norvasc 10 mg q.d., lisinopril 40 mg q.d., KCl 20 mEq q.d., Zoloft 50 mg q.d., Protonix liquid q.d., B complex q.d., D3 5000 IUs q. Monday, and loperamide 2 mg tablets two tablets q.a.m. routinely.

DIET: Regular.

ALLERGIES: PCN and SHELLFISH.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female who was weightbearing favoring her left leg with staff assist trying to position her on a chair.
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VITAL SIGNS: Blood pressure 195/65, pulse 82, temperature 97.2, respirations 16, and weight 102.4 pounds. I questioned the systolic blood pressure.

MUSCULOSKELETAL: She weight bears and walks generally, but she was favoring her left leg and accepting assist and is using a wheelchair at this time because of her leg. She does try propel it, generally has to be transported.

NEUROLOGIC: Today she was a little irritated, but she did manage to kind of calm down and she just gave brief answers to just a couple of basic questions. She just had a stiff expression on her face and did really want to talk, but could make that clear. Speech is clear when she does speak. Orientation is x 1-2.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. Left patellar fracture. She is wearing a splint as recommended by the ER when seen and diagnosed on 05/31/24 and it will be several weeks before a followup x-ray will be done.

2. Advanced unspecified dementia appears stable, maybe some mild progression, but difficult to assess given the circumstances.

3. HTN. We will have blood pressure rechecked today and she is on max doses of both BP meds. I am adding a p.r.n. clonidine 0.1 mg for systolic pressure greater than 150.
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Linda Lucio, M.D.
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