


INITIAL EVALUATION
RE: Susan Freeman
DOB: 11/28/1956
DOS: 03/04/2026
Tuscany Village Skilled Care
CC: New admit.

HPI: A 69-year-old female admitted on 03/02/26 to Tuscany Village from INTEGRIS Hospital where she was admitted on 02/13/26. Admission diagnosis was fall while taking out the trash. The patient reported to the trauma staff who assessed her and followed her in the ICU that she had fallen against a wall, her injuries were multiple. Her Glasgow Coma Scale was normal at 15. The patient’s CT of the spine findings were no cute pathology, but baseline of multilevel discogenic and spondylitic degenerative change. Chest x-ray, on admit, the patient had a widespread subcutaneous emphysema. Chest x-ray showed basically blackout of her right lung. She had a hemothorax right side and extensive subcutaneous emphysema. She had a displaced distal right clavicle fracture and fracture of lateral ribs #1, #4 and #5 and posterior rib fractures of #4 through #7. Also, there appeared to be a liver contusion with moderate sclerotic disease of the left renal artery. CT of the head showed a small acute subarachnoid hemorrhage left frontal lobe and nondisplaced fracture of the right zygomatic arch with soft tissue hematoma and a moderate right periorbital hematoma and right parietal scalp hematoma and the subcutaneous emphysema extended into the skull base and anterior soft tissue. The patient had oropharyngeal dysphagia; as the patient stated that when she swallowed, it would fall into the left side of her lung. PEG tube was placed and she will continue to have anything p.o. through the PEG. For pain management in the hospital, she had a morphine drip and p.o. or per PEG pain medication.
PAST MEDICAL HISTORY: Nontraumatic SAH, multiple fractures of ribs right side front lateral posterior, traumatic subcutaneous emphysema resolved, right clavicle distal fracture displaced, liver laceration, and dysphagia with PEG tube in place.

PAST SURGICAL HISTORY: She had a double mastectomy secondary to breast cancer with subsequent reconstructive surgery and she has had transabdominal hysterectomy.
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MEDICATIONS: Amoxicillin 875 mg one tablet q.12h., BuSpar 5 mg one tablet b.i.d., Flexeril 5 mg one tablet t.i.d. p.r.n., enalapril 20 mg q.d., levothyroxine 25 mcg q.d., Claritin 10 mg q.d., oxybutynin 5 mg b.i.d., pravastatin 10 mg h.s., Seroquel 25 mg one-half tablet b.i.d., and Ventolin MDI two puffs q.4h. p.r.n.

ALLERGIES: FENTANYL and MORPHINE.
DIET: NPO and receives Jevity 1.2 Cal a carton bolus at mealtimes and h.s. q.i.d.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient is not married. She was living with her daughter and son-in-law here in Oklahoma. Her daughter chose to move back to Texas with the patient choosing to stay here with her son-in-law with whom she was living in an apartment. She has no other children. She does have a granddaughter who was recently married and lives in Texas and is of support to the patient. She states that currently her daughter is not talking to her. The patient tells me that she was a nurse and then we got it down to she was a CNA when she lived in Texas and that was some time ago. She is a smoker. She states that she smoked probably 50 years, but maybe just two cigarettes a day. Denies drug or alcohol use.

FAMILY HISTORY: The patient does not disclose.

PHYSICAL EXAMINATION:

GENERAL: Chronically ill-appearing frail female appearing older than stated age.

VITAL SIGNS: Blood pressure 132/75, pulse 73, temperature 97.7, respirations 18, O2 sat 97%, height 5’, weight 89 pounds, and BMI of 17.4.
HEENT: Her hair is about shoulder length stringy brown. Her face, she has a black eye under her right eye. There is no swelling noted to her face. Nares are patent. She has slight dry oral mucosa. The patient states that she has dentures and partials. When she was speaking, she was partially edentulous, but her speech was clear.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: Normal effort and rate. Lung fields were clear. No cough. Symmetric excursion though depth of inspiration was limited.

CARDIOVASCULAR: She had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Scaphoid and nontender. Hypoactive bowel sounds.
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NEURO: The patient is alert and oriented x 2 to 3. Her speech is clear. She can tell you what she needs. She recalls her injuries and what she was told in the ER. Her story does change when I asked how slipping while emptying the trash caused the extensive injuries that she has and now she is telling me that there was a dog who came in and ran between her legs and knocked her off balance and that she was lying on the ground near the trash cans for hours and then her son came home and found her. I did ask her if there was more to the story as to how she was battered and she denied that.
SKIN: Thin, dry and intact. There is violaceous bruising under her left eye, across her chest wall and then bruises in various stages on her lower extremities. Lower legs, some resolving bruising.

ASSESSMENT & PLAN:
1. Dysphagia. The patient is NPO, has the PEG tube through which nutritional intake and medications are provided. She will continue with the Jevity as is. There are orders for flushes between feeds as well as with feeding. I will order CMP to assess what needs to be addressed. The patient is scheduled for a swallow study per speech therapy coming up in the next week. A dysphagiagram was done while in the hospital 02/17/26 and it showed aspiration with nectar thick liquid and penetration with thin liquid consistencies and moderate pharyngeal residue of different food consistencies.
2. Anemia. The patient’s H&H in the ER was 9.1 and 28.0, WBC count elevated at 12.7 and that was post transfusion and it is unclear how many units she received; prior to the transfusion, her hemoglobin was 6.9.
3. Pain management. The patient is currently on Tylenol stating that it is not touching her pain, as she had fentanyl in the hospital; however that is her report and it is listed as an allergy. So, I am going to go with Norco which can be put in her PEG. The patient will be given Norco 10/325 mg one tablet q.6h. routine per PEG with a Norco 5/325 mg q.4h. p.r.n. for breakthrough pain.
4. Alcohol abuse. Listed in the patient’s hospital note was information given by family that the patient drinks 40 to 70 alcoholic drinks a week. So, she has a history of alcohol abuse with most likely dependence.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
