


INITIAL EVALUATION

RE: Norman Nease

DOB: 06/18/1932

DOS: 04/19/2023

Rivendell MC
CC: New patient.

HPI: A 90-year-old with initial admit on 02/13/23. Shortly after admit the patient had an episode of hematemesis on the unit and was sent to Integris SWMC on 02/20/23. In the ER she had more hematemesis. Hemoccult positive stool and was on Eliquis. GI saw patient. She underwent an EGD on 02/21/23 with findings of grade D esophagitis, was on a PPI and status post two units PRBCs transfused. She also required a Foley secondary to urinary retention and had sundowning behaviors requiring restraints. On 02/24/23, the patient returned to facility. It was approximately a week after return that she fell and fractured her right hip. She underwent right bipolar hip arthroplasty with Dr. Kim Smith and then went to skilled care at Bellevue. Since her return to facility on 04/14/23 she was seen by Dr. Smith on 04/18/23 who recommends weight-bearing with both legs using walker at all times and quadricep strengthening to avoid flexion and internal rotation of hip at the same time that she is doing therapy. The patient was seen in her room today. She has a sitter who stays with her from morning till bedtime and she was sitting up watching television. She was cooperative to exam. She is not able to give much information. Per sitter she has eaten though she eats small amount each time and has had P.O. intake. The patient denied pain and states that she sleeps okay and her appetite is at baseline.

DIAGNOSES: Status post right hip fracture with ORIF in March, dementia unspecified, HTN, HLD and anxiety and urinary retention.

PAST SURGICAL HISTORY: Left bipolar ORIF on 12/31/22 Dr. Corey Mayo, right hip early March 2023 Dr. Kim Smith.

ALLERGIES: PCN.

CODE STATUS: DNR.

DIET: Regular and Ensure t.i.d.
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MEDICATIONS: Norvasc 10 mg q.d., ASA 81 mg q.d., Lipitor 10 mg h.s., Wellbutrin 150 mg q.12, Namenda 10 mg b.i.d., Protonix 40 mg q.d., and Flomax q.d.

SOCIAL HISTORY: The patient was living at home with family prior to admit here. She is a widow. Nonsmoker and nondrinker. The patient retired from civil service.
PHYSICAL EXAMINATION:
GENERAL: Petit female seated upright in her wheelchair, cooperative but quiet.
VITAL SIGNS: Blood pressure 134/97, pulse 111, temperature 98.1, respirations 19, and weight 85.0 pounds.

HEENT: She has thinning of hair, but it is combed. Conjunctivae clear. Moist oral mucosa.

NECK: Supple without LAD.

CARDIOVASCULAR: Regular rate and rhythm. No M, R or G.

RESPIRATORY: Normal effort and rate. Lungs fields are clear. No cough. Symmetric excursion.

ABDOMEN: Scaphoid. Hyperactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: Generalized sarcopenia. Intact radial pulse, which is weak and no LEE.

SKIN: Decreased integrity, but warm and dry with fair turgor.

NEUROLOGIC: CN II through XII grossly intact. She makes eye contact, just a few words and not able to give much information.

PSYCHIATRIC: Impaired cognition and affect blunted.

ASSESSMENT & PLAN:
1. Status post right hip fracture with ORIF March 2023. She has been seen by Dr. Smith on 04/18/23 and has a three-month followup on 07/20/23 at 2:51 p.m. If there is pain she has Tylenol and Norco 5/325 one tablet q.8 hours p.r.n.

2. Dementia. It is un-clarified if there has been any more specific diagnosis. Will visit with family next week. Behaviorally there has not been an issue. I think that it is lack of awareness of her limitations that has led to a fracture in December 2022 and then this fall with fracture.

3. Depression/anxiety. Appears to be treated with Wellbutrin. No change.

4. Recent episode of urinary retention. We will continue with Flomax. Today she is able to void spontaneously.

5. Episode of hematemesis with ABLA. I am checking CBC.

6. General care. CMP and TSH also ordered.
CPT 99345

Linda Lucio, M.D.
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