


INITIAL EVALUATION

RE: Colleen Stanton
DOB: 03/22/1939

DOS: 10/04/2023
Rivendell MC

CC: New patient

HPI: An 84-year-old female in residence since 08/31 however I was on vacation and the patient was seen by a nurse practitioner and this is my initial contact with her. The patient has a history of significant pulmonary disease. She is on continuous O2 and by her own acknowledgment spends all of her time in her room with little activity secondary to SOB. Since her admission, she is able to ask for what she needs and she states that she likes the food and the staff has been very attentive and helpful. Prior to admission here she was seen by SSM Hospice and is now cut followed by them. The patient has end-stage COPD with continuous O2 at 2.5 liters p.r.n. nebulizer treatments. She states this has been a prominent factor in her life for the past several decades but the acceleration of the disease has been significant over the past year. She was living independently January 2023. She intermittently will have a chronic cough with productive brown sputum and acknowledges that she has generalized weakness that is fixed. Her baseline weight prior to admission was 95 pounds. She weighed less than that on admission but is making strides on regaining.

PAST MEDICAL HISTORY: End-stage COPD with continuous O2, generalized sarcopenia, generalized weakness, GERD, HTN, and osteoporosis.

PAST SURGICAL HISTORY: She had a shattered right femur, which was surgically put together and she has a plate with a rod and that was in 2009 and then remote tonsillectomy and adenoidectomy.

MEDICATIONS: Protonix 40 mg q.d., docusate 800 mg q.d. p.r.n., metoprolol IR 25 mg b.i.d., and albuterol nebulizer q.4h.

DIET: Regular.

ALLERGIES: COMPAZINE, FENTANYL, HYDROCODONE, MORPHINE, NSAIDS, TRAMADOL, and NUCYNTA.
CODE STATUS: DNR.
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SOCIAL HISTORY: The patient is divorced. She has one son Ed who is her POA. Nonsmoker but was secondhand exposure and rare social ETOH. She is retired from the state of Oklahoma and she was instrumental in setting out the states Medicare Medicaid program.

FAMILY HISTORY: Mother died at 95 of CHF, father at 66 with colon cancer. Brother with lung cancer who died at 79. No family history of dementia.

PHYSICAL EXAMINATION:
GENERAL: Elderly female, seen in room, no distress.
VITAL SIGNS: Blood pressure 147/88. Pulse 71. Temperature 97.7. Respirations 20. O2 saturation 97%. Weight was 93.4 pounds and this is an increase of her admission weight of 89.6 pounds.

HEENT: She wears glasses. Native dentition. She has hearing aids that she is not wearing and she appeared to hear without difficulty.

NECK: Supple and carotids are clear.

CARDIOVASCULAR: Heart sounds are distant but she has regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

RESPIRATORY: She has significantly decreased bibasilar breath sounds and then she has the Velcro sound with respirations mid to upper lung fields. No cough and symmetric excursion.

CARDIAC: She had a regular rate and rhythm without murmur, rub, or gallop. Intact radial pulses and no lower extremity edema.

SKIN: Warm, dry, and intact with fair turgor. No breakdown or bruising noted.

MUSCULOSKELETAL: She has a significant decrease muscle mass throughout. She is able to move limbs and weight bear so she has fairly good mobility. No tenderness to palpation of the muscle groups and again weight bears, has upright posture and good neck stability.

NEURO: She is alert and oriented x4. Speech is clear and coherent. She can give information. She responds to questions appropriately. Her speech content is appropriate. She comments on her memory starting to fade but it was not that evident listening to her today. Affect is appropriate to content of speech or discussion. She does have a sense of humor.

ASSESSMENT & PLAN:
1. End-stage COPD. The patient on continuous O2 at 2.5 liters and also has albuterol nebulizers routine at q.4. The patient intentionally limits her activities. She is staying in her room, has not been coming out, eats there as well in order to preserve her energy and not tax her respiratory system. She does have a portable O2 container if needed.
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2. HTN. BPs have been adequately controlled. No problem there. We will just have BPs monitored daily.

3. Generalized sarcopenia. She has gained 1 pound since she has been here and will just continue with weekly weights and she does have Ensure daily, but she can have as many as she wants.

4. General care. CMP, CBC, and TSH ordered.
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Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

