


INITIAL EVALUATION
RE: Shirley Champlin
DOB: 08/02/1938
DOS: 08/07/2024
The Harrison AL
CC: New admit.
HPI: An 86-year-old female in residence since 08/06/2024, seen today in apartment that is where she lives alone. Her ex-husband Jack was present and he sat in while I spoke with her. The patient stated that she and her husband despite the fact that they divorced and each remarried and subsequently each had their spouse pass away they became friends and spend time together. She states that he has been very helpful with her as her health has started to fail. The patient has a history of chronic COPD, pulmonary hypertension, and pulmonary fibrosis. He is O2 dependent. She is currently followed by Apex Hospice and she states that they have encouraged her current O2 use, which is 7 to 10 liters and she feels she does not need at that high so I told her the goal is keep it where she is comfortable and sat equal to or greater than 88% is acceptable. The patient has been on oxygen approximately a year.
DIAGNOSES: COPD, pulmonary fibrosis, pulmonary hypertension, O2 continuous, depression, arthralgias/myalgias, and new eczema issues.
PAST SURGICAL HISTORY: Left hip fracture with ORIF and two additional surgeries. Revision was the last and resulted in a total hip replacement. She ask that it still hurts bilateral cataract extraction, cholecystectomy, hysterectomy, tonsillectomy, recent Watchmen procedure secondary to paroxysmal afib and six vaginal deliveries are boys.

MEDICATIONS: Morphine 20 mg/mL 1 mL q4h. p.r.n., the patient states she asked for it about three times daily then morphine 30 mg p.o. h.s. and morphine 15 mg p.o. at 4 a.m. and omeprazole 40 mg b.i.d., hydralazine 10 mg b.i.d., azelastine nasal spray b.i.d., citalopram 20 mg q.d., tizanidine 4 mg h.s., Senna S b.i.d. p.r.n. is now made routine, Singulair 10 mg h.s., O2 7 L/NC, maintain sat equal to or greater than 88%. The patient has p.r.n. Ativan Intensol 0.25 mL q.4h., atropine drops, Atrovent, DuoNeb 3 to 4 times p.r.n., Voltaire gel q.d. p.r.n,, ProAir, MVI, and Phenergan 25 mg q.6h. p.r.n.
ALLERGIES: ALEVE, HYDROCODONE, STATINS, and LASIX.
CODE STATUS: DNR.
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SOCIAL HISTORY: The patient lived in IL at the mansions at Waterford four years prior to coming here. She states that going on hospice is what led to her coming here feeling that they did not want her there any longer. She is divorced from Jack. Has five living children one who passed. Her granddaughter Kayla Norman is her POA. The patient retired from the state working in the Department of Insurance where she trained other staff on Medicare and other insurance plans that they then worked with the patients to use and she has a 30-pack-year smoking history. Denies any smoking in the past 30 years and no alcohol use and additional diagnoses she has chronic back pain with polyarthritis, glaucoma and her pulmonary physician was Dr. Arun Devakonda. She states that has not seen him since going on hospice.

DIET: Regular. The patient has some difficulty chewing it as she has dentures. Diet is changed to regular mechanical soft minced moist with gravy on side.
HOSPICE: APEX hospice.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight is about 120 pounds. She arrived here to 120 pounds and is currently 126 pounds.

HEENT: She wears reading glasses. She has dentures in a partial. It is hard for her to chew at times due to weight loss and requested some dietary change if possible, which is done.

RESPIRATORY: O2 continuously, however, she sat with me and we interviewed for about 30 minutes without oxygen in place and she seemed comfortable. She denies chest pain or palpitations and history paroxysmal afib. She has not been on anticoagulant. Respiratory per HPI.

GI: Routine constipation that she states she goes about every three days and at times its work to do that. She is continent of bowel.
MUSCULOSKELETAL: She ambulates with a walker. Her last fall was about two months ago. Her husband states that she falls frequently, but no injury. She cannot account for why part of it is I think her O2 to be in the way. She sleeps through the night without difficulty. Her appetite is good. She states the food here is delicious.

GU: She has had a rare UTI. She wears Depends. I thus have urinary leakage, but nocturia is a big issue that she has a bedside commode that she uses a couple of two to three times a night.
SKIN: She has developed new patchy areas that are flaky and itchy. She showed me several and clearly looks like eczema. She has not been treated for it. She states that it just occurs randomly.

MUSCULOSKELETALL: She has in her words a bad back. Most of the pain is mid back and just generalized arthritis.
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PHYSICAL EXAMINATION:
GENERAL: Petite older female, pleasant able to give information.
VITAL SIGNS: Blood pressure 140/91, pulse 69, temperature 97.0, respiratory rate 18 and 126.2 pounds.
HEENT: Her hair is short and groom. Conjunctivae clear. She makes direct eye contact speaking. Nares are patent. Did not have O2 in place. Her left cheek were the O2 tubing rubs up against she has ruptured superficial blood vessels. Her dentures appeared to be secure. Moist oral mucosa.

NECK: Supple. No LAD. Clear carotids.

CARDIOVASCULAR: She has regular, rate and rhythm without murmur, rub o gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds. No crackles or rales and no cough.

ABDOMEN: Flat. Nontender. Hypoactive bowel sounds and no discomfort to palpation. No masses.

MUSCULOSKELETAL: Observed her ambulating with her walker. She is slow, but steady and upright. No lower extremity edema. Moves arms in a normal range of motion.

NEUROLOGICAL: She is alert and oriented x3. Speech is clear can convey her needs. Understands given information maintains a sense of humor and states that whenever God is ready for her, she is ready to go stating that she is lived a good long life and she just does not want to drag out this illness any longer than necessary, but there is no intent to self-harm.
SKIN: She has a few scattered patches with somewhat peripheral scaling others that are just itching and that she is scratched away the flaking, but skin remains intact.

ASSESSMENT & PLAN:
1. O2 dependent pulmonary fibrosis/COPD. I advised her to keep the O2 the lowest that she can to keep her sat 88% or greater and she likes 6 L as opposed to the recommended 7 to 10 per hospice and I told her then put up where she is comfortable. I will convey that to hospice.
2. Eczema. Triamcinolone cream 0.1% thin films to be applied to affected areas a.m. and h.s. until resolved and then continue p.r.n.
3. Difficulty chewing. I am changing diet to mechanical soft with minced moist and gravy on side and she is happy about that.
4. Constipation. Senna-S two tabs are going to be one tab is to be now b.i.d. routine as opposed to p.r.n. and I am adding magnesium citrate to be kept on card if she is having difficult time she can be given one third of the bottle and after 20 minutes if not effective then can repeat with another third of the bottle.
5. General care. CMP, CBC, and TSH ordered.
6. Social. She gave permission for her ex-husband to participate and give information as he recalled and I will contact her granddaughter/POA.
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CPT 99345 and direct family input one hour.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

