


INITIAL EVALUATION
RE: Neva Blair
DOB: 12/30/1936
DOS: 03/19/2024
Town Village AL
CC: New admit. An 87-year-old female who shares an apartment with her husband Keith, has been in facility since 03/11/24. This is an admit note from Skilled Care Facility.
HPI: An 87-year-old female seen an apartment that she shares with her husband. She sat on the couch listening and while I spoke with him and then when I spoke with her, he remained in his recliner observing. The patient was verbal and very animated the issue is that she kept saying that she was very hard of hearing and could not understand anything, was distressed because she has hearing aids that have batteries that are not working and she does not know what to do. She states that she has talked to her grandson and hopefully he will come up and help her. The patient moved into Town Village when her husband moved in, however the first day she had a fall fractured several right ribs and sustained a right pneumothorax. She was hospitalized and then sent to the Timbers Skilled Care where she was admitted on 02/17 and then to Grace Living Center SNF where she was admitted 03/04/24. Shortly after moving in to Town Village into the apartment, she again is sharing with her husband. The patient had a fall in her room on 02/12. She arrived at the hospital encephalopathic. Her grandson and POA was present so he was able to give information. The patient was found to have fractured several right side ribs and the transverse processes of T9 to T11 had a right hemothorax/pneumothorax. The patient was evaluated by neurosurgery and orthopedic surgery and no surgical intervention was deemed necessary. There were serial x-rays taken of the patient’s right side ribs and her lumbar vertebrae and it was shown that there was progressive healing taking place. As things progressed, the patient was pleasantly confused so cooperative, not able to give information, did participate in therapy in an one-on-one setting. Pain was managed to the point that it was less of an issue for the patients than early on. While in her second skilled day, she was started on Norvasc for hypertension with monitoring of BPs showing improvement. The patient was using a wheelchair at that time due to leg weakness and it is reported that she was active in doing physical therapy and it was noted in the room when I saw her she was ambulating independently with steady and upright. When I asked her if she was interested in physical therapy, she states that she was walking so good she did not think she needed that and I would agree with her.
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Social, the patient along with her husband has recently relocated from Amarillo, Texas to Oklahoma City while she arrived without a diagnosis of dementia at Mercy and her to Skilled Care Facilities. She was given a diagnosis of dementia that is evident when I saw her today.

PAST MEDICAL HISTORY: Dementia unspecified, protein calorie malnutrition, hypertension, status post fall with multiple right rib fractures, fracture of T9 and T10 and hemothorax/pneumothorax right side.
PAST SURGICAL HISTORY: Tonsillectomy, adenoidectomy, appendectomy and right carotid aneurysm repair.
MEDICATIONS: Norvasc 5 mg q.d., Bisacodyl 5 mg b.i.d. Norco 5/325 one q.6h. p.r.n., MVI q.d., and MiraLax q.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Now DNR.

SOCIAL HISTORY: The patient had one child her daughter Carol who has passed away, her son James Powell, the patient’s grandson is her POA. The patient is a retired school teacher of over 20 years. She taught high school English at Putnam City and in Edmond High and she moved to Amarillo Living there several decades.

ROS:

CONSTITUTIONAL: Significant weight loss that she cannot quantify.
HEENT: She wears glasses. She is very hard of hearing, was distressed because her hearing aids were not working and she could not tell what people were saying and what was going on around her. Oral, she has native dentition that is in good repair. She denies difficulty chewing or swallowing.

CARDIAC: She denies chest pain or palpitations. She does have hypertension with adequate control noted.

RESPIRATORY: She denied a cough or shortness of breath.

GI: She told me that she was constipated. She had not had a bowel movement in several days, but did not know how many and wanted something to help her. I noted that she is on dulcolax 5 mg b.i.d. and MiraLax, but evidently inadequate. The patient states she does not drink enough water. The patient’s stepdaughter when I spoke with her states that she noted that the patient had been having some diarrhea as she had to help her in the bathroom and then laundered some of her soiled clothing.
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PHYSICAL EXAMINATION:

GENERAL: Frail elderly lady quite petite, was confused and distressed about not being able to hear.
VITAL SIGNS: Blood pressure 119/79, pulse 78, temperature 97.2, respirations 16, O2 saturation 97% and weight 114 pounds.
HEENT: She makes direct eye contact. Her sclerae clear. She wears corrective lenses. Nares are patent. Moist oral mucosa. Native dentition in good repair.
NECK: Supple. Clear carotids. No LAD. I do want to say that the carotid on the right, is difficult to hear.
CARDIOVASCULAR: She has regular rate and rhythm without murmur, rub or gallop. PMI non-displaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She moves limbs in a normal range of motion. No lower extremity edema. Generalized decreased muscle mass, goes from sit to stand without assist and was steady and upright in her ambulation in apartment.
NEURO: CN II through XII grossly intact. She made good eye contact throughout almost pleads with her eyes to help her with as regards her hearing aids which was what she perseverated on. Speech is clear. She has evident short and long-term memory deficits. Orientation x1 occasionally to 2 knowing that she is now in Oklahoma. When I asked how long she has been married she said well we got married in 1919 when I explained to her that that would be over 100 years. She seemed confused by my response.
SKIN: Warm, dry, and intact, fair turgor. No bruising or skin lesions noted.
ASSESSMENT & PLAN:
1. Protein calorie malnutrition. I am checking labs so that I know what her protein and albumin are and to assess whether she has any anemia and that her thyroid is functional. I am also going to order protein drink at least one daily and that will occur after I get her labs.

2. Constipation for relief, right now the patient is going to get 30 mL of MOM followed by a glass of water to hopefully help get things moving and then I am increasing Bisacodyl to 10 mg b.i.d. and continue with q.d. MiraLax.

3. Advance care planning, discussion with both her stepdaughter and grandson agreement that the patient is to be DNR, so form is filled out and placed in chart.
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4. Medication review. The patient has Norco and methocarbamol both related to when she had sustained her rib fractures. She does not ask for the Norco states that she does not need it, but the methocarbamol has been given routinely at 500 mg. I am going to wean her off of that going down to b.i.d. for a week then to h.s. for a week and then withdraw on the medication.
5. Social. Contact with both her stepdaughter who is involved in the patient’s care and then the patient’s grandson who lives in Bixby, but is also involved in his grandmother’s care. She defers physical therapy at this time and I honestly do not think that it is something she is in need of right now.
6. Isolation. She along with her husband will be out for breakfast, dinner, and meal time and then they will start being brought out to activities per the Recreation Director. We will follow up with him in a couple of weeks.

CPT 99345 and direct POA contact 20 minutes and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

