


INITIAL EVALUATION

RE: Patricia Bailey

DOB: 07/19/1948

DOS: 08/07/2024
Rivendell AL

CC: New admit.

HPI: A 76-year-old female in residence since 08/01 seen in room for initial visit. The patient was well groomed seated quietly on her couch she has a television but it was off. She was cooperative to visiting with me. It turns out patient is quite verbal is able to recount details of all her medical issues and I did so today I got to the point where I just told her she needed to just give me the basic facts. Her speech was somewhat slow and drawn out as well. Early June, the patient was hospitalized with chronic kidney disease and CVA without residual deficits. She had had a fall at home resulting in fracture of her left ulna, which healed with conservative measures. Post hospitalization, she went to Ignite Medical Resort on 06/28 and was there until admitted here. The patient talked about skilled care referring to it as the resort and stated they took very good care of her and everyone was very nice to her almost insinuating that neither of those things were happening here. The patient then referred to having stage IV liver disease that she was told that by an assistant to the physician that she went to prior to hospitalization states that she was diagnosed with cirrhosis of the liver secondary to fatty liver disease. She has a hepatologist out of Baptist who follows her. Between discharge from Ignite to admission here she was seen at Integris Northwest to address the following issues of NASH liver cirrhosis, atrial fibrillation, and DM II. She scheduled for ultrasound of thyroid 10/14 and when asked she was not able to tell me why that was scheduled. She states that she has slept since she has got here, she goes to the dining room states that she eats but no further comment about the food when asked about pain she denied having any.

PAST MEDICAL HISTORY: HTN, CKD stage II, GERD, recent CVA without residual deficits, OSA does not use CPAP, hyperlipidemia, iron deficiency anemia, and cirrhosis of the liver secondary to NASH.

PAST SURGICAL HISTORY: Bilateral cataract extraction, tonsillectomy, breast biopsy benign, cholecystectomy, appendectomy, colposcopy secondary to cervical dysplasia, and right hand surgery release of Dupuytren’s contracture. The patient recently had the Watchman procedure and no longer requires anticoagulant.
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SOCIAL HISTORY: Hospitalization early June with transfer to Ignite SNF 06/28 there until 07/30. Prior to hospitalization patient is widowed, lived in her own home, and her sister came to live with her. The patient has one daughter who is married and she has grandchildren. She worked in employee development at taker AFB for 30 years and retired. Nonsmoker and nondrinker.

FAMILY HISTORY: Her mother had cancer unknown type, DM II, and arthritis. Father DM II and brother DM II.

ALLERGIES: FENTANYL, MORPHINE, OXYCODONE, and VERSED.

DIET: NCS and mechanical soft with Glucerna supplement.

MEDICATIONS: Amiodarone 200 mg q.d., Lipitor 10 mg h.s., D3 25 mcg two tablets q.d., B12 1000 mcg one tablet q.d., hyoscyamine 0.125 mg q.6h p.r.n., lactulose 7.5 mL q.d., Toprol 25 mg h.s., midodrine 5 mg one tablet t.i.d. with parameters of when to hold, Remeron 7.5 mg two tablets h.s., Protonix 40 mg q.a.m., MiraLax q.d., sucralfate 1 g q.6h. p.r.n., Xarelto 20 mg q.p.m., insulin glargine 10 units h.s., and Tylenol 650 mg ER one q.8h p.r.n.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her weight six months ago was over 200 pounds. She is now 155 pounds states the change has happened secondary to diagnosis of fatty liver disease and changing her diet as a result. The patient is a nonsmoker and nondrinker. She does not wear corrective lenses, but has a magnifying glass that she keeps with her and uses that when reading the Bible etc. lymphoma is followed by Dr. Thoma oncology and she has a bone marrow biopsy every two years and then CKD stage II followed by nephrologist Dr. Jamal at IBMC, HTN, atrial fibrillation followed by Dr. Zacharias OHH South, DM II, and cognitive impairment with communication difficulties. Again, baseline weight was over 200 pounds and now down to the 150 pounds.

HEENT: Uses a magnifying glass is edentulous. She is able to eat but would like to have her diet modified so that it will be written. She states that she does not sleep much at all. She has had insomnia for the last 48 years. She has melatonin states it does not work for her is interested if there is something else to try. She walks using a walker. Her last fall was about four to five months ago and she had a fall resulting in a left ulna fracture healed by conservative measures. She is continent of bladder and states that she has urgency when she has to have a bowel movement and has to be now. She wears adult briefs due to that and attributes it to fatty liver. No pain. Appetite is fair.
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PHYSICAL EXAMINATION:

GENERAL: Well groomed female very verbal able to give information at times rambled on and needed redirection.
VITAL SIGNS: Blood pressure 126/79. Pulse 100. Temperature 98.9. Respirations 18. Weight 159 pounds. BMI is 26.46.

HEENT: Her hair short and groomed. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa. Edentulous it does affect speech to some degree.

NECK: Supple. Clear carotid. No LAD.

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

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

ABDOMEN: Slightly protuberant, nontender, and hypoactive bowel sounds. No masses.

SKIN: Warm, dry, and generally intact with good turgor. No rashes, bruising, or abrasions,

NEURO: CN II through XII grossly intact as time went on she seemed to relax a little bit. She made eye contact. She was going to tell her story and I was going to listen she would continue talking despite my turn to ask her questions and she was difficult to redirect. Her affect was flat initially. She made little eye contact until the end and seemed to be a little more comfortable. She did talk about wanting to be on Tresiba as opposed to the insulin that she is currently on and when I tried to explain that it can be difficult to get due to supply not matching demand she said she can get it if I write a prescription. Orientation x2-3.

MUSCULOSKELETAL: She has fairly good muscle mass and motor strength repositions without difficulty did not observe weightbearing or ambulation. No lower extremity edema.

ASSESSMENT & PLAN:

1. Liver cirrhosis secondary to NASH. No evidence of ascites and lower extremity edema. Sclerae clear. She is to have followup with her hepatologist an undetermined date.

2. Stage II kidney disease to be seen by Dr. Jamal at IBMC Northwest in couple of months. We will check BUN and creatinine.

3. Obstructive sleep apnea does not use the CPAP. She states that she sleeps through the night feels rested the next day so we will see how she does.

4. Edentulous. I am writing for a modified diet to be mechanical soft with minced moist and gravy on the side.

5. Insomnia. She states it is gone on for 48 years melatonin does not work. I am writing for trazadone 100 mg h.s. and will see how she does with that.

6. Hypertension/atrial fibrillation. She has no pending appointment with cardiology. She states rate is controlled. She has no chest pain or palpitations so continue on current medications.
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7. Weight related issues. She has lost weight since the diagnosis of NASH. She states she feels much better and plans to continue to maintain a lower weight.

8. DM II. We will check A1c and continue with glargine insulin 10 units q.d. until we see whether Tresiba is available. If it is we will start at 5 units SQ q.a.m. My recommendation is to start 33-50% of baseline daily insulin. She is currently receiving 10 units q.a.m.

9. Social. Spoke with patient’s daughter at length about her mother and the decline that she has noted cognitively and wanting some answers as to the etiology. She has got enough medical issues that there is plenty of things that factor in. I am asking for an MMSC to be done this week.

CPT 99345 and direct POA contact 20 minutes

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

