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CLINICAL SOAP NOTES  #31
	ACNP Student Name  Lindsey Moeller
	Date 6/6/2013  
	Patient's Initials  RR
	DOB  8/17/1952

	Reason for Visit / CC   “left hip pain”

	HPI  60 yo male was admitted from the ED on 6/5. He presented with left hip pain and reports being in a MVC 6/3. He reports his pain in the left hip continued to get worse following the accident 2 days ago so he decided to seek medical care. Pan scanned on admission and only known injury is 9 cam Left gleuteal hematoma. INR on admission 3.4. Received total 4 units FFP and Vitamin K 10 mg this admission.  PMH of DVT in LLE 2010, + Coumadin, AAA repair, traumatic head injury at age of 19 S/P Right frontal crainiotomy, legally blind in both eyes and slight slur in speech at baseline 2/2 to head injury.

	Medications  Famotidine 20mg PO Q12 hrs, Oxycodone Q4h prn for pain,  Zofran 4 mg IVP every 4hr prn nausea, Senna S 1 tab PO BID,
 0.9NS @ 100ml/hr continuous 

	Subjective
	C/O pain in left hip this morning 2/10 on scale 0-10. Pain started after MVC. The pain is constant, but is improved from yesterday.

	
	Does not radiate and is a sore ache in nature.  The pain is exacerbated by any movement of the left hip and leg and is partially 

	
	Relived by rest. He reports Oxycodone is controlling his pain at this time. He denies any parathesias of extremities, HA, 

	
	 Vision changes, chest pain, SOB, fever, chills, nausea, vomiting, or abdominal pain. Denies any issues overnight.

	
	

	
	

	Objective
	VS: T98.6  P66 R16 BP 106/56  O2 sat 98% on Room air

	
	

	
	GEN: Acute distress secondary to acute pain.

	
	NEURO: A&O x 3. Cranial nerves II-XII intact. EOMI. Pupils non-reactive, this is baseline. Legally blind in bilateral eyes.  No neurological focal deficits noted.  Speech slightly slurred, this is baseline.
HEENT: Head normocephalic. External ear normal. Face symmetrical, no tenderness to palpate facial bones. Mouth and lips pink, moist and intact. Nares patent.  Neck supple, trachea midline.

	
	CV: S1S2 strong and regular. No gallop, rubs, or murmurs on auscultation. No heaves or thrills noted. No peripheral edema noted. 

CHEST: Chest symmetrical to rise. Non-tender to palpate, free of crepitus. No lacerations or lesions noted.

	
	RESP: Airway Patent.  O2 @ 3L per N/C. CTA A&P bilateral. No wheezes, crackles or rhonchi. No use of accessory muscles noted.

	
	ABD: Round, soft, non-tender to palpate. BS positive x 4 quads.

	
	GU: Foley to straight drain, patent with clear pale yellow urine, no gross hematuria noted. 

	
	Extremities: LLE with decreased ROM at hip 2/2 to pain from hematoma. Cap refill less than 3 seconds, warm to touch, no parathesias. Strength 4/5 in LLE. Full ROM to all other extremities. No deformity. Motor/sensory intact. 

	
	SKIN: Skin warm, pink and dry. No lesions or no abrasions noted. Left hip with large hematoma, tender and firm to palpate. Area dark purple in color. Area marked and extends to left lower pelvis.

	
	

	
	

	Assessment
	DATA: Labs  6/7/13 @ 0500

	
	10.1/7.4/21.8/300  WBC/HGB/HCT/PLT
138/3.9/103/27/98/25/1.08   NA/K/CL/CO2/GLUCOSE/BUN/CREAT
INR 1.2 this am

H/H  8.1/24.8 on  6/6 @ 1800
INR 1.3 on 6/6 @ 1800
Imaging:
6/6/13

Bilateral Venous Duplex: No acute DVT’s in right or left lower extremities, chronic DVT in proximal, middle and distal femoral vein. Consistent with study on 8/2011 
6/5/13
CT Chest/Abd/Pelvis w/contrast- Large left gluteal hematoma measuring 9 cm. No acute findings in chest. 
CT Head w/o contrast-negative
CXR, PXR- no acute fractures or findings

	
	

	
	1.Left hip gluteal hematoma- unstable 2/2 to MVC on 6/3

	
	2.Acute pain- controlled, L hip

	
	3. MVC- S/P restrained driver on 6/3

	
	

	/dPlan
	1 .left hip hematoma 9cm on size, +Coumadin for isolated provoked DVT in LLE in 2010 per pt without any other known history warranting Coumadin therapy, INR 3.4 on admission.

	
	-Hgb 7.4 this am from 8.1. Will repeat H/H at noon today
Plan to transfuse if Hgb <7 g/dL or SBP <80  or symptoms of dyspnea, or inability to maintain O2 saturation  92% or above

	
	-INR 1.2 this am- received total 4 units FFP and Vitamin K 10mg IV for reversal this admission

	
	-Coumadin and ASA continue to hold

	
	-Bilateral venous duplex on 6/6- : No acute DVT’s in right or left lower extremities, chronic DVT in proximal, middle and distal femoral vein. Consistent with study on 8/2011- MedOne following, recommends hold Coumadin for 4 weeks, will coordinate to follow up with Primary Care Physician

	
	2.- Continue Oxycodone 5-10 mg PO every 4 hours prn for pan

-Add Miralax 17gm PO daily to bowel regimen
-Add Mag Citrate ½ bottle x 1 now, last BM 6/4

	
	3. –D/C IVF
-D/C foley catheter
-Continue cardiac monitoring continuous
-SCD’s while in bed at all times

-I.S. x 10 breaths every 1 hour

-PT/OT consult, please make home recommendations in preparation for discharge
-Activity as tolerated with assistance, Up to chair with all meals, ambulate TID in hall

-Plan to D/C home today pending noon Hgb is 8 or greater
-Recommended patient not to drive due to poor visual acuity
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