


INITIAL EVALUATION
RE: Nora Russell
DOB: 06/06/1927
DOS: 08/01/2023
Town Village AL
CC: Assume care.

HPI: A 96-year-old female in residence since 02/10/2018 is seen in her apartment. She was seated on the couch and watching television, but pleasant and cooperative. The patient spends most of her time alone in her apartment. Occasionally, she will come down for meals. The patient has had an increase in frailty. Her baseline weight has been 120 pounds and since December 2022 her weight has now vacillated between 92 and 96 pounds. The patient states that she eats. She has a fair appetite. Her activity is limited. She ambulates with the assist of a walker and has Boost and states she drinks one to two cans daily. Since her weight loss, the patient’s denture, she has upper plate does not fit well and that affects her p.o. intake. Her diet was modified to chop meats and expressed that she does not like that diet and would like to have it changed back to her regular diet that she is capable of cutting up the meat as it presents already chopped. She states it is dried and hard. The patient has a history of hypertension with occasional systolic elevations greater than 150 and diastolic greater than 90. Until that resolves itself quickly if she is still in rest. So, we will monitor.
PAST MEDICAL HISTORY: HTN, CAD, GERD, degenerative disc disease, spinal stenosis, cognitive impairment and new mid-morning incontinence of bowel, hypothyroid, GERD, hiatal hernia, and carotid artery disease.

PAST SURGICAL HISTORY: Bladder suspension, cholecystectomy, colon polypectomy, hysterectomy, tonsillectomy, hemorrhoidectomy, D&C, and eye injections for macular degeneration.

MEDICATIONS: Tylenol 1000 mg at 8 a.m. and 8 p.m., ASA 81 mg q.d., Lipitor 20 mg, Cymbalta 20 mg, levothyroxine 75 mcg q.d., Toprol 50 mg two tablets q.d., Remeron 15 mg h.s., Protonix 40 mg q.d., probiotic q.d., and vitamin C 500 mg b.i.d. 

ALLERGIES: NKDA.
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CODE STATUS: DNR.

SOCIAL HISTORY: The patient has been widowed 15 years. She was married, 68 years. She has two daughters, Jan Russell also POA and Kim Kelly. The patient worked for civil service. She was a receptionist and states one of the last housewives and she was a smoker quitting in 1986 with the use of Nicorette. She smoked for over 20 years and were social ETOH intake.

REVIEW OF SYSTEMS: Weight loss from 120 to 92 to 96 pounds in seven months.

HEENT: She wears reading glasses. She has bilateral hearing aids and a partial upper plate that is loose due to weight loss.

RESPIRATORY: Denies cough, expectoration or SOB.
CARDIAC: HTN and HLD. Denies chest pain or palpitations.

MUSCULOSKELETAL: She is weightbearing, self transfers and can propel her wheelchair for some distance. The patient’s sleep pattern is that she goes to bed at a fairly early hour, but wakes up at 9:45, falls back to sleep and wakes up at 2:30. She gets up. She dressed for the next day, goes to lie on the couch and sleeps there until it is time for breakfast. Last fall was two days ago. She does not give me any specifics. She denies any pain as a result and pain issue, occasionally has a headache, but otherwise it is not a significant issue.

GI: Fair appetite. She states she does eat, but the midmorning bowel continence is bothersome.

GU: Generally continent of urine.

PHYSICAL EXAMINATION:

GENERAL: Petite elderly female, seated on the couch. She makes eye contact. She is soft-spoken and agreeable.

VITAL SIGNS: Blood pressure 155/79, pulse 96, temperature 97.7, respirations 18, and O2 sat 98%.

HEENT: She has thinning above shoulder length hair. Conjunctivae clear. Nares patent. Moist oral mucosa. She shows me her upper plate pulls it out and did not appear uncomfortable as I was told she might be and reassured her that it is because of the weight loss and hopefully if she gains some weight that will solve that. At that point, she brings up that she is now on a modified diet to have chopped meat and she finds that by the time it gets served the meat bits are dried out and hard and so she wants to return to a regular diet and she will cut it up herself. I told her we would do that order.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.
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CARDIAC: She has a regular rate and rhythm. No MRG. Heart sounds are distant.

ABDOMEN: Soft. Hypoactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. Intact radial pulses. No lower extremity edema. She repositions on the couch without difficulty that I did not observe weightbearing.

NEURO: CN II through XII are grossly intact. She makes eye contact. Her speech is clear. She voices her needs. She understands given information and asked for clarification if she needs it.

SKIN: Thin and dry, but intact.

PSYCHIATRIC: Appropriate affect and demeanor for situation and her affect was congruent with discussion, a pleasant encounter for initial need.

ASSESSMENT & PLAN:
1. Weight loss. If the patient weighing 96 pounds now from her baseline of 120, she would have lost 24 pounds which is 20% of her body weight. I encouraged her to have her protein drink at least twice a day as apposed to one or two times a day and I have written for her diet to be modified back to original so that she can chop the meat on her own and she finds it more palatable.

2. Loose fitting dentures. She has to be careful with this and I told her that we can try additional adhesive to see if that helps. She does not want to buy new dentures which is understandable and so I encouraged that we need do the two protein drinks daily.

3. Midmorning diarrheal incontinence. The patient is not on any stool softeners and this is a recent issue. Imodium one tablet p.o. q.6 a.m. to see if that is able to handle loose stool, if not in a few days then we will it to two tablets at 6 a.m.

4. General decline. I talked to her about the criteria for meeting hospice after I defined the meaning as not eliminated any longer to six month lifespan and I explained to her why and told her that I thought she would qualify and then told her what the benefits would be. She listened, asked a few questions and when I told her, I thought would be a good idea for her, she said I agree. I think it would do, so she is agreeable to hospice. Order for Valir to evaluate and follow and I have contacted their nurse.
5. General care. CMP, CBC, and TSH ordered as there are no labs available on her chart.

6. Medication review. The patient states she is on too many medications as to atorvastatin. Once she is out of this medication, it will be discontinued. 
7. HTN. We will have daily blood pressure and heart rate for the next 30 days and then I will decide if we need to adjust her BP medications.
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8. Social. I spoke to her daughter/POA Jan Russell at length. She brought up that her mother’s niece Sondra who is a retired DO who did geriatric medicine and so she wants her added to contact list in the event I am not able to get a hold of her or her sister and my sense is she also wants me to run by what I am doing with Sondra which I will not necessarily discuss with her if she has questions, but my treatment plan will be my treatment plan.
CPT 99345 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
