


PROGRESS NOTE

RE: Lois Austin
DOB: 06/29/1933

DOS: 12/13/2024
Radiance AL

CC: ER followup.

HPI: A 91-year-old female who ambulates with a walker was in bed and awoke on 12/09/24 needing to use the bathroom, she got herself up and proceeded without the use of her walker slipped on the floor and landed on her left hip and knee. ER imaging of her left knee, ankle, and pelvis ruled out any fracture or dislocation. Head CT and CT of the spine ruled out any dislocation or bleed. An EKG showed normal sinus rhythm. The patient returned to the facility with no new medication orders. Today, the patient was seen in room by herself and she told me that her left ankle and the knee or the area above it hurt her she could not be any more specific. The pain occurs whether she is at rest or attempting to ambulate. Her POA is Norma Foreman and Norma and her daughter who lives out of state but had flown in yesterday presented while I was seen patient. The daughter emphasizes that the tramadol she was given for pain caused her to be confused and drowsy and likely was the reason that she fell. When asked about the Tylenol, the patient stated it no longer made much difference. The tramadol did help the patient not aware of it changing her making her more confused as the daughter stated. I told the patient that we can increase the strength of the Tylenol received as well as the frequency and that is what the POA daughter wants done essentially she was trying to direct everything without a medical background and I told her that I was going to do what was in the best interest of the patient.

DIAGNOSES: Gait instability with falls, DM II, primary OA of left hip, iron deficiency anemia, CKD stage IIIA followed by Dr. Khastigir, HTN, HLD, and MCI.

MEDICATIONS: Unchanged from 11/01 note.

ALLERGIES: NKDA.
CODE STATUS: DNR.

DIET: Low-carb diet.
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PHYSICAL EXAMINATION:
GENERAL: The patient resting comfortably in bed, she readily awoke knew who I was.
VITAL SIGNS: Blood pressure 139/82, pulse 74, temperature 97.0, and respirations 18.

NEURO: The patient is soft spoken but speech is clear and coherent. She was able to give information to limited degree and she could answer as to how she felt, what her pain was like and she knew what happened that led to the fall. Her affect is congruent with situation and she is cooperative to exam.

CARDIAC: The patient has regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. She has no edema of either ankle or knee. The patient reports pain at her left ankle and around her left knee, palpation of those areas does not elicit the pain that the patient reports. She does have a reddened area on the skin above the knee that looks like she rubbed against something but the skin is intact. No warmth and she went from a line to a propped up position in bed and then was able to sit up in bed doing it by herself.

ASSESSMENT & PLAN:
1. Status post fall on 12/09. The patient has some residual tenderness on her left side the side she fell on, but there is no evidence of bony displacement fracture and the superficial area skin is intact.

2. Pain management. Tylenol 500 mg two tablets q.a.m., 650 mg at 2 p.m., and 650 mg at h.s. will be given routinely for the next week and when I see her next week will assess whether we can make some changes giving one dose to start the day and then p.r.n. thereafter. A visiting family member non-POA is adamant about the patient not having tramadol due to it is causing confusion in the patient and the patient listened and did not have a comment either way.

3. Gait instability. Focus on function to evaluate and treat the patient for any gait abnormalities that can be improved on assess whether the current walker is the appropriate one for her. The patient is eager to have some additional help.

4. Disordered sleep pattern. This is a kind of new issue where she is not sleeping well at night it takes her a long time to fall asleep. There have been no changes in medications and she denies feeling anxious or worried at h.s. So melatonin 6 mg p.o. to be given at 5 to 5:30 as the patient is in early to bed person so the medication will have time to metabolize and be effective.

5. General care. POA and primarily her daughter gave input. They were reassured that will not give her anything that will sedate her cause increased confusion and will otherwise treat her pain with Tylenol.

CPT 99350 and direct POA contact 30 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

