


ASSUME CARE NOTE
RE: Linda Muller
DOB: 09/16/1941
DOS: 01/23/2024
Town Village AL
CC: Assume patient care.

HPI: An 82-year-old female seen in her room for initial visit. She was making up her bed when I came in and then she made her way into the living room. She walked past her walker, holding onto things and then sat and we went from there. The patient was very pleasant. She was able to give information and then acknowledge things that she did not remember and we reviewed a recent hospitalization and Skilled Care visit that she had. After I saw the patient, I contacted her son/POA Mark Knutson to let him know that his mother had been seen and I also broached the topic of hospice care with him as to provide extra care for his mother. The patient has an involved medical history which will be reviewed in a moment, but her recent OUMC hospitalization was due to increased confusion here in the facility and the ER per her son missed diagnosing a UTI and she was placed in a memory care type unit per his description and it was there that it was suggested a UA be done and UTI diagnosed with treatment started on antibiotics and, he states within two days, she was back to her baseline. The patient then went to Skilled Care at St. Ann’s where she was approximately three weeks. She is now back in her room and staff report that she is at her baseline, but she looks weaker and son states that he has noticed that there has been a change. Her prior PCP was Dr. George Tardibono at OUMC Department of Medicine.
PAST MEDICAL HISTORY: Atrial fibrillation, CAD, HTN, normal pressure hydrocephalus with an SP shunt, CKD and Crohn’s disease.

PAST SURGICAL HISTORY: Pacemaker placement, VP shunt placement, bowel resection x5 secondary to Crohn’s and TAH.

ALLERGIES: BUTORPHANOL, CODEINE, MORPHINE, PRADAXA and DABIGATRAN.
MEDICATIONS: Tylenol will be 650 mg ER q.a.m. and h.s. routine and b.i.d. p.r.n., atenolol 50 mg q.d., Eliquis 5 mg b.i.d., Lasix 20 mg q.d., Imdur ER 30 mg q.d., KCl 20 mEq q.d., D3 25 mcg q.d. and brimonidine eye drops one drop OU b.i.d., Pepcid 20 mg q.d., and MVI q.d.
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CODE STATUS: DNR.

SOCIAL HISTORY: The patient is a widow, has a son Mark Knutson who is her POA and involved with her care. When she worked, she was in the accounting department of an insurance company. She was a smoker with a remote history of having quit, nondrinker and history of AL and IL. The patient and her husband lived at the Statesman Independent Living for 1.5 years about five years ago; after her husband died, she was moved to independent living here at Town Village and was there for a couple of years and then is now in AL for one year.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient does not know her baseline weight. She thinks that she is currently down to 121 pounds and she is 5’9”.

HEENT: She is very hard of hearing; per son, deaf in her left ear and hard of hearing in her right ear. She had hearing aids, does not know what happened to them and does not really like wearing them. She has native dentition. Does not wear corrective lenses.
CARDIAC: Per problem list and she states that she has occasional chest pain, but Tylenol alleviates it.

RESPIRATORY: She denies cough, expectoration or SOB.

GI: She denies difficulty chewing or swallowing, no dyspepsia and has Crohn’s disease, which is a daily issue determining how her day will go, whether she will be able to leave her room. She wears Depends secondary to incontinence and occasionally will have blood or mucus.

GU: The patient has had UTIs. She has some urinary leakage, but can toilet.

MUSCULOSKELETAL: She has generalized arthralgias, myalgias that she states are treated with Tylenol; right now, it is p.r.n., so it is generally taken after the pain has started. She has a walker that she uses outside of her room; in her room, she will hold onto things and I asked if she had a fall since her return from skilled care and she replied “oh! yeah.”
NEURO: She acknowledges that sometimes her thinking is, in her words, fuzzy and she has a problem recalling things. Son states that she has a problem with word finding and states that this last hospitalization there was a notable difference from when she went in.
SKIN: The patient has had skin cancers on the front of both legs that have been biopsied or excised. She is currently being followed by a dermatologist who she will have some followup coming up the next couple of months per son and it is questionable whether she will have more biopsy or excisions. He states that in her younger days she enjoyed tanning booths.
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PHYSICAL EXAMINATION:

GENERAL: Frail elderly female, cooperative, seen in room.
VITAL SIGNS: Blood pressure 160/96. Pulse 74. Respirations 17. Weight 135 pounds; for comparison weights of December 2022, the patient weighed 142.5 pounds.

HEENT: She has short-groomed gray hair with fair thickness. Sclerae clear. Nares patent. Slightly dry oral mucosa. Native dentition in fair repair.

NECK: Supple without LAD and clear carotids.
CARDIOVASCULAR: The patient has a regular rate and rhythm without murmur, rub or gallop. PMI is non-displaced. She has intact radial pulses and no lower extremity edema.

RESPIRATORY: She has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion on room air.

ABDOMEN: Flat and nontender. Bowel sounds hypoactive, but present. No tenderness and no guarding or rebound signs.

MUSCULOSKELETAL: She weight bears and ambulates independently, but is unsteady. She moves limbs in a fairly normal range of motion, but somewhat guarded while doing so. She has generalized decreased muscle mass and motor strength and, when standing upright on her own, she tends to reach out for something to hold onto.

NEUROLOGIC: CN II through XII grossly intact. She is oriented x2, has to be referenced for date and time. Her speech is clear. She can give select information, she will ramble on requiring redirection. The patient demonstrates word finding and sentence formation difficulties. Affect is generally congruent with what she is saying. She can follow directions when asked.

SKIN: Her skin is dry. No rashes or breakdown noted. She does have changes on the bilateral pretibial areas secondary to dermatologic care. A few scattered bruises.

PSYCHIATRIC: She has a normal mood and affect. Behavior is normal. She was cooperative and tended to want to give as much information as possible, but responded to redirection.

ASSESSMENT & PLAN:

1. Senile frailty most likely progressed secondary to recent hospitalization and SNF stay. I will administer an MMSE on the next visit here. I think the patient would benefit from increased care and assistance. She right now is able to make her needs known. Her ability to get around to doing that takes time and I told her to use Her call light rather than wait until the last minute. She does not want to bother people and I reminded her that is what they are here for.

2. Crohn’s disease. As per her son, it dictates her day and the patient states that she will know whether she can leave her room, she wears adult briefs. She states that she does have pain with her Crohn’s. I am not sure who her gastroenterologist was or if she has seen anyone in the last couple of years that is something that I will ask when I next speak to her son. Per her med list, she is not on medical treatment for this issue.
Linda Muller
Page 4

3. Gait instability. She needs to be encouraged to use her walker. There was also a suggestion for PT. I broached this with the patient right now, she wants to wait, which is understandable, just completing PT and then restarting for the patient in her age group is taxing.

4. HTN. Her BP is elevated today. I do not have comparison pressures. I am going to have her BP checked daily and will then determine needed medication adjustments, would start with the atenolol. At this point, I question the need for Lasix. She has no edema and it is likely that she does not drink enough to meet the loss from diuresis, but we will await until I have those results.

5. B12 replacement. I am going to check a B12 level to see where we were at on making up any deficiency.

6. CAD. We will have the patient let staff know when she has chest pain and we can assess whether she is receiving adequate amount of Imdur. She has a cardiologist that son states she still sees. I do not know when she has a next appointment coming up.

7. Hospice care. I did broach the subject, explained how she qualifies for this and it does not require or imply a six-month life expectancy. He states that he wants to do his own homework and learning more about hospice and will let me know one way or the other what his decision is.

CPT 99345 and direct POA contact 30 minutes and end-of-life care planning 15 minutes, so 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

