


INITIAL EVALUATION
RE: Freda Arabie
DOB: 07/03/1938
DOS: 04/05/2023
Highlands
CC: New admit.
HPI: An 84-year-old in residence since 04/04/23 admitted from Ignite SNF. The patient has had decline in health starting earlier this year on 01/26/23. She was hospitalized with UTI, bilateral lower extremity cellulitis and had bradycardia with hyperkalemia. The patient was admitted to the ICU where she was for five days and while there, respiratory symptoms occurred and was COVID positive. The patient then went to the Step Down Unit where she was for three days and from there went to Accel at Crystal Park SNF. She was there three days before being readmitted to the hospital due to elevated creatinine and decreased hemoglobin. She was admitted to OUMC Edmond and received two units of PRBC. Daughter states that her mother seemed to be like the lights went on and much improved after the transfusion. She then returned to Ignite SNF and had some therapy prior to admission here. The patient and families goal is for her to be able to walk on her own and return home. The patient was seen in her room. She was resting comfortably. While she was pleasant, she was not able to give much information. She did tell me that PT and OT who were to see her today did not show up. I am told that Life Spring Home Health is to follow her and provide PT and OT.
PAST MEDICAL HISTORY: Gait instability uses assistive device, protein-calorie malnutrition, HTN, DM-II, AKI, hypothyroid, status post COVID, osteoporosis, and obesity.

PAST SURGICAL HISTORY: Bilateral knee replacement, shoulder arthroscopy, and hysterectomy secondary to CA.

MEDICATIONS: Vitamin C 500 mg q.d. Aspercreme to effected areas q.d., ASA 81 mg q.d., Flonase nasal spray h.s., buspirone 10 mg b.i.d., Os-Cal q.d., Zyrtec 10 mg q.d., B12 500 mcg q.d., Flexeril 5 mg q.8h. p.r.n., Eucerin cream head to toe b.i.d., FeSO4 q.d., lisinopril 30 mg q.d., melatonin 5 mg h.s., metformin 500 mg q.d. a.c., MiraLax q.d., Protonix 40 mg q.d., raloxifene 60 mg q.d., and vitamin E powder q.d.
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ALLERGIES: SULFA and TETANUS.

DIET: NAS/NCS.

SOCIAL HISTORY: She has been a widow for two years. She was married at the age of 12 so married approximately 74 years. She gave birth to seven children and five are living. She worked as a waitress and a clerk and nonsmoker and nondrinker.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient lost weight while at Ignite, but no specific weight given by family.

HEENT: She wears corrective lenses. She has dentures and is hard of hearing, but does not have  HAs.

RESPIRATORY: No cough or shortness of breath.

CARDIAC: No history of chest pain or palpitations.

MUSCULOSKELETAL: She previously walked with a cane. Now, she has very limited walker use. She has become debilitated since the beginning of the year when her decline started and then hospitalization with two different SNF stays then anemia with increased fatigability and SOB found to require transfusion and then complicated with COVID infection as well. Currently, she requires assist to transfer and standby assist for short distance walker use.

GI: She is continent of bowel.

GU: Urinary leakage and a history of UTI.

NEURO: Decline in her cognition per daughter. The patient acknowledges getting confused a little easier. Denies depression or anxiety.
SKIN: She denies rashes, bruising or breakdown.

PHYSICAL EXAMINATION:
GENERAL: The patient is lying in bed, watching television. She was awake and cooperative.

VITAL SIGNS: Blood pressure 156/83, pulse 79, temperature 97.8, respirations 16, and O2 sat 95%.

HEENT: She has long hair. Conjunctivae clear. She had corrective lenses in place. Hearing appeared to be adequate. She had moist oral mucosa.

NECK: Supple without LAD.

RESPIRATORY: Anterolateral lung fields clear. Mid upper air fields are clear with the normal effort and rate. Decreased bibasilar breath sounds. No cough.
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CARDIOVASCULAR: She had regular rate and rhythm without M, R. or G. PMI nondisplaced.

ABDOMEN: Protuberant and nontender. Bowel sounds present. No masses.

NEURO: CN II through XII grossly intact. She is alert and cooperative x2. She has to reference for date and time. Soft spoken. Clear speech. Not able to give much information. Clear memory deficits.

PSYCHIATRIC: Appropriate affect and demeanor for situation.

SKIN: Decreased integrity, some scattered bruising, dry, and no breakdown.

ASSESSMENT & PLAN:
1. Gait instability. The patient requires PT and OT for rebuilding some strength. Right now, weightbearing require standby assist and she has a walker but is limited to a few steps in her room. She also has had cardiac issues, COVID and anemia all affecting her overall strength and in the long run affecting her muscle mass and motor strength. The patient is obese and requires wheelchair for transport. She has medical appointments that require her going out to subspecialist and so wheelchair is necessary. Otherwise, she would not be able to make it based on a walker alone. Hopefully the goal will be strengthening with ability to get herself around to some degree and if needed to learn how to propel herself in a manual wheelchair. I will request the patient have a standard wheelchair with a gel cushion pad.
2. Anemia, requiring transfusion. CBC ordered.

3. Again with PT and OT therapies requested Life Spring Home Health is ordered, they were to have started with evaluation for PT and OT and assist for any skilled care nursing needs.
4. HTN. We will monitor BP and HRs given problems with recent hospitalizations related to this.
5. Electrolyte abnormalities causing bradycardia. CMP and CBC ordered 
CPT 99345 and direct POA contact 20 minutes and advance care planning 83.17. DNR is signed and placed in the patient’s chart.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
