


INITIAL EVALUATION
RE: Paula Russell
DOB: 07/16/1933
DOS: 03/14/2023
HarborChase AL
CC: New admit.
HPI: An 89-year-old in residence since 03/07/23, arrived after SNF at Meadow Lake Estates where she was admitted 02/03/23. The patient had been hospitalized at NRH after presenting to the ER with shortness of breath and cough. CXR showed bilateral pneumonia and was influenza positive, requiring supplemental O2 which is not her baseline. The patient was treated with cefdinir and completed it while in SNF. On discharge from hospital, she was full weightbearing using a rolling walker and minimal assist with ADLs. When seen in room, the patient was in bed. She did awaken. She was pleasant. It took her a while to come around, but she participated allowing exam and it was clear that there were memory deficits. She was not able to recall a lot of information, but some she did and offered that. She denied remembering about a hospitalization or why she was hospitalized. Since she has been here, the patient has had three falls, the most recent on 03/12/23 when she was found on the floor in room stating that she hit her head on the nightstand. She was able to stand and weight bear with assist. In contact with the patient’s POA Jennifer Veal, she refused to send her to the hospital feeling the situation was not that significant. The patient prior had two falls where she one rolled out of bed and the other slipped out of her wheelchair. The patient also was admitted with a stage III wound on her right hip. This had been noted at SNF and was receiving wound care through Bohra. There is one note from Bohra in her chart dated 03/02/23 detailing wound care. 
DIAGNOSES: Dementia without BPSD, generalized muscle weakness, chronic kidney disease, COPD, HTN, and GERD.

PAST SURGICAL HISTORY: Right arm fracture with ORIF and bilateral cataract extraction.
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MEDICATIONS: Norvasc 5 mg h.s., atenolol 50 mg q.d., B12 injection 1000 IM q. month, docusate one tablet h.s., FeSO4 q.d., Flonase q.d., vitamin C 50 mg q.d., gabapentin 100 mg t.i.d., hydralazine 25 mg t.i.d., omeprazole 20 mg q.d., prazosin 1 mg b.i.d., tramadol 50 mg b.i.d., and then an additional b.i.d. p.r.n. order, Remeron 7.5 mg h.s., and Tylenol 650 mg b.i.d.

ALLERGIES: SULFA.

DIET: Regular with cut chopped meat and Pro-Stat protein drink q.d. 

CODE STATUS: DNR.

SOCIAL HISTORY: A widow of approximately 25 years. She and her husband adopted two boys, one died at the age of 21 in an MVA. The other is a special needs adult and lives in a group home here locally. She was a brief smoker, nondrinker, and is a retired chemist. She worked with a geological firm doing chemical surveillance and then she also taught at UC Riverside in the Department of Chemistry.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight by her report was at 150 pounds. During her recent hospitalization, her weight was 124 and it is currently 119 pounds.

HEENT: She wears readers. She is hard of hearing and working on getting hearing aids. She has native dentition.

RESPIRATORY: She was not on O2 when seen. She did not appear to have conversational dyspnea and she denied any shortness of breath, cough or expectoration.

CARDIAC: She denies chest pain or palpitations.

GI: She states her appetite is not great. She denies dyspepsia and has some bowel incontinence.

GU: She is incontinent of urine. No recent UTIs.

MUSCULOSKELETAL: She is weightbearing. She has both a walker and wheelchair and states that she slid out of her chair x2 and those were considered falls and then rolled out of bed x2, also considered falls.

PHYSICAL EXAMINATION:

GENERAL: Petite elderly female, awake, lying in bed and made it clear when she rolled over that she was done speaking. 

VITAL SIGNS: Blood pressure 139/70, pulse 81, temperature 97.9, respirations 18, and weight 119.6 pounds.
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HEENT: She has short uncombed gray hair. Conjunctivae clear. Nares patent. Slightly dry oral mucosa. Native dentition in fair to poor repair. 
NECK: Supple. Clear carotids.

RESPIRATORY: Normal effort and rate. Lung fields clear without cough and symmetric excursion.

CARDIOVASCULAR: She had regular rate and rhythm. No M, R or G. PMI nondisplaced.

ABDOMEN: Soft. Hypoactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She is able to reposition herself, but it takes effort. No LEE. Intact radial pulses.

NEURO: CN II through XII grossly intact. She is alert and oriented x 1 to 2. Knows that she is somewhere in Oklahoma, but not sure where and she was cooperative.

SKIN: Thin and dry. She has a few scattered bruises and the right hip area of previous wound, it looks nearly healed but she complains of pain in the area.

ASSESSMENT & PLAN:
1. Dementia. Need to assess what she is capable of doing for herself and if she is capable of voicing her needs and that will come to reveal whether she is in the right unit or not within a matter of weeks. Right now, she does not ask for anything until she has already fallen and even then waits until staff come around. I talked to her by using the call light.

2. COPD status post hospitalization for pneumonia and H. flu. She is not on O2 and will have staffing daily monitor sats.

3. Generalized weakness. She has had PT and OT and it is to start here where she does have an ancillary service following her. I am not sure who they are right now, but the nurse did call me and we will see whether PT or OT are to be done at this time. I think she needs probably rest as she just came from Skilled Facility.

4. Chronic pain. She is aware of the p.r.n. tramadol and is able of asking for it. She was not in pain when seen.

5. General care. CMP, CBC and TSH ordered.

6. Social. I did place a call to her POA and I have not been able to speak to her. 
CPT 99345
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
