


INITIAL EVALUATION
RE: Lenore James
DOB: 04/14/1950
DOS: 01/22/2024
HarborChase AL
CC: New admission.

HPI: A 73-year-old female admitted on 01/19/24. She arrived here from Emerald Care Center where she was admitted on 11/16/23 with overall SNF stay of three months. The patient had been hospitalized prior to that and asking her what went on during hospitalization, she is not able to give information. What we have is diagnoses of metabolic encephalopathy, HTN, chronic kidney disease, dysphagia, peripheral vascular disease, GERD, decreased cognition, and anxiety disorder.

PAST SURGICAL HISTORY: Right hernia repair and PEG placement six months ago.

MEDICATIONS: Lipitor 20 mg q.a.m., Wellbutrin 100 mg q.d., Aricept 5 mg h.s., escitalopram 20 mg q.d., guaifenesin/codeine q.8h., Boniva 150 mg q. 30 days, Mag Ox 400 mg q.d., Megace 400 mg q.d., Pletal 400 mg t.i.d., tramadol 50 mg q.6h. p.r.n., and Tylenol 650 mg q.6h. p.r.n.

ALLERGIES: NKDA.

SOCIAL HISTORY: The patient was hospitalized in November. Post hospitalization, she went to Emerald Care from 11/16/23 to 01/22/24 when she came here. The patient is been married twice. She is currently on her second marriage and states that they have just split and so she was able to go get an apartment by herself and stated that she really enjoyed that. What the state of that relationship is, she does not know. So unlikely, he will be involved in her care. Son Michael Guiles is her POA. He lives in Moore and has a girlfriend and they just had a baby she states five months ago. She states that he has told her that he has just got a lot to do and not really wanting to deal with her issues as she puts it. The patient was also a Murrah bombing victim. She was at the copy center for personal reasons when that happened. She had physical injury with hospitalization. She is a nonsmoker and social alcohol drinker.

FAMILY HISTORY: Noncontributory.
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DIET: The patient has a PEG tube that was placed about three months ago secondary to poor p.o. intake with subsequent weight loss and the PEG tube is not only meant for nutritional support, but it is to encourage increase p.o. intake. She had been on continuous feeds while at SNF that is not done in AL. So, she receives one can of Jevity at breakfast, lunch, and dinner with 240 cc of H2O flush post each can of Jevity and then a.m. and h.s. She has been encouraged prior to coming here to have p.o. intake. When asking her about this, she was quiet and little bit hesitant, but then did state that she really just did not like eating very much, but she could and she kept it down. The patient is a bit evasive when asked if questions that are just basic as to who her POA is, she has family support, etc. 
REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight is about 120 pounds and that has been over the past five years.

HEENT: She wears glasses. She hears good without hearing aids. No difficulty chewing or swallowing.

RESPIRATORY: She denies cough, shortness of breath, or any recent respiratory infections.

CARDIAC: She denies chest pain, palpitations, or issues with blood pressure or syncope. No chest pain or palpitations.

MUSCULOSKELETAL: She ambulates independently. She was having falls at home that continued when she was at SNF and here she was admitted on 01/19/24 and she has had three falls to date, the most recent significant skin tear to her left wrist which she was pulling the dressing off. There are multiple Steri-Strips across that laceration.
GI: She has no difficulty chewing or swallowing. She does have some p.o. intake. She states that she does not really ever have much of an appetite and she does not force herself to eat. She has had no coughing or choking when eating and her PEG has been her primary nutritional source. She has also occasional stool leakage and tells me that she wears a pad throughout the day.

GU: The patient denies any recent kidney infection at least that she is aware of. She states that she can hold her urine and then when she has to go, she has to hurry and go more like her urge incontinence.

PHYSICAL EXAMINATION:

GENERAL: Chronically ill and petite female anxiously walking around her apartment, but then seated and proceeded to cooperate.

VITAL SIGNS: Blood pressure 131/87, pulse 92, temperature 97.8, respirations 18, O2 sat 94%, weight 78.2 pounds, height 5’1”, and BMI is 14.8.
HEENT: Her hair is short. Sclerae are clear. She has a bruise on her left cheek from a recent fall. Native dentition in fair repair. Hearing is adequate without hearing aids.

NECK: Supple without LAD.
RESPIRATORY: She has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.
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CARDIAC: She had a regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Flat and nontender. Bowel sounds present. PEG stoma is under the umbilicus. It is clear. No leakage. Tubing is secure.

MUSCULOSKELETAL: Significant sarcopenia. Minimal muscle mass and motor strength. She is ambulatory, but unsteady. She stops and she loses her equilibrium and then regains her footing. She has a wheelchair that she can propel for use in room or outside. She can self transfer.

NEURO: CN II through XII grossly intact. She is alert and oriented x 2. She has to reference for date and time. She has a short attention span. She requires a lot of redirections to stay on task, but is pleasant. She makes eye contact. She can be engaging.

SKIN: She has scattered purple bruises on her forearms. Again, the red abrasion on her left cheek and then on her left wrist, she has a good size skin tear. There is an area where there is no skin overlying the tissue. It had been dressed and covered, but somehow the dressing got tangled up and it has been removed and will be replaced. She has got very thin fingernails.

PSYCHIATRIC: She just appears somewhat lost and disengaged at times. She does not want to be here, but she does not know where she wants to go either. The way she talked about her son, she feels estranged from him and that she really does not have anyone else that she can depend on. I told her that she needed first to get healthy and taking care of herself here was that beginning for that and she did become cooperative as things went on.
ASSESSMENT & PLAN:
1. Depression/anxiety. The patient is currently on Lexapro. She states she does not know whether it is helping her and she has been on it at least two months. A trial of Zoloft will be started at 50 mg q.d. I told her that it can take a few weeks before she knows what are its benefit and that the dose can be adjusted as needed.
2. Anxiety. Ativan 0.25 mg q.a.m. and h.s. routine and we will see how that does for her.

3. Disordered sleep. Trazodone 50 mg h.s. after a week. If that is not effective then we will look at increasing dose.

4. General care. CMP, CBC, and TSH in particular see her nutritional status.

5. PEG tube feedings. We will check residuals prior to each can of Jevity and if residual is greater than 50 cc, we will hold for an hour and then recheck.
6. Social. I will contact her son later this week when here and speak with him and see his version of what is going on.
CPT 99345
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
