


PROGRESS NOTE

RE: Paula Gabrish

DOB: 11/06/1960

DOS: 07/01/2024

HarborChase AL

CC: Fall followup.

HPI: A 63-year-old female who had a fall from a standing position on 06/29/24 deferred ER, used her left hand to break the fall, so swelling and bruising of digits on her left hand, shoulder, and left knee. When asked about pain, the patient has taken Tylenol; she has a scheduled routine b.i.d., and states that that has helped, but not fully alleviated her discomfort. We discussed pain medication other than Tylenol and I told her that we could start tramadol at low dose. She is cautious about taking pain medication stating that her cardiologist had commented about not taking strong pain medication routinely. I told her she has the option of trying low-dose tramadol or staying with Tylenol and she wants to try the low-dose tramadol.

DIAGNOSES: Gait instability, wheelchair bound which she can propel, obesity, peripheral neuropathy, peripheral vascular disease, cardiac arrhythmia, HTN, and RLS.

MEDICATIONS: Unchanged from 06/29/24 note.

ALLERGIES: CORTISONE, MORPHINE and PCN.
DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is seen today. She was playing bingo, but propelled her manual wheelchair so we could talk for few minutes.

VITAL SIGNS: Blood pressure 152/77, pulse 54, temperature 98.0, respirations 18, and weight 251.4 pounds.

SKIN: Bruising of the left shoulder anterior small area purple bruise with skin intact. Left knee is covered. There is dressing. It looks like a masking tape that was used and there is evidence of bleeding into the dressing. There is some bruising at the periphery that can be seen, cannot assess edema and her left hand bruising is purple in nature most prominent of her ring finger with edema and milder bruising of her pinkie finger and overall skin is intact.
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NEUROLOGIC: She makes eye contact. Her speech conveys what her need is and she understood given information, which was review of her x-rays. She also told me that a physician friend of her patient advocate had come in and cleaned up and did dressing of her left knee with a dressing still in place. She states that she is doing her normal activities and that pain is not significant to interfere with that.

ASSESSMENT & PLAN:
1. Fall with hitting left knee and a bruise and blood blister, which subsequently ruptured, There was wound care provided by a physician friend of her P.A. I told her we would remove that dressing when I am here on Wednesday and then do what wound care needs to be done thereafter. Left knee x-ray results show no definite evidence of acute fracture or dislocation, no joint effusion, mild osteopenia and moderate OA seen.

2. Fall with swelling and bruising of left hand. It shows an acute nondisplaced oblique fracture of the proximal shaft, proximal phalanx fourth digit, mild osteopenia, and mild osteoarthritis. I told the patient we would buddy-tape her fourth finger to the middle finger for more stability and we will recheck when I see her on Wednesday.

3. Pain management. I am writing for tramadol 25 mg one q.6h. p.r.n. x 1 week and, if the 25 mg is not adequate, she can receive an additional to make it 50 mg.
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Linda Lucio, M.D.
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