


INITIAL EVALUATION

RE: Twila Turner
DOB: 03/06/1937
DOS: 01/24/2022
TFOC SC

CC: New patient.

HPI: An 84-year-old who was admitted on 01/13/2022 from Mercy on I-35. The patient had been having increased shortness of breath, rapid heart rate, found to be in a new-onset atrial fibrillation with RVR, rate control was intermittently obtained, but she is back in RVR. The patient had progressive SOB, CAT scan of her chest showed diffuse ground-glass consolidations suggestive of edema with the moderate right-sided pleural effusion and a small left side pleural effusion, cardiomegaly also present. There was comment of thoracentesis for the right side effusion; however, the notes do not reflect that that was done. The patient was placed on O2 which she remains on at 3 L, her sats are in the lower 90s. She does not have cough or congestion, but feels SOB. The patient on arrival here was able to weight bear and ambulate with staff during PT and then just acutely is not able to stand and weight bear or ambulate. She also would let staff know when she needed to toilet; she is now incontinent of both bowel and bladder. She denies dysuria or rectal pain. Her appetite is poor, she has had limited p.o. intake, daughter-in-law’s provided Ensure, which she has been consuming a small amount of. The patient has also had pain. It is noted in her CAT scan that she had a vertebral compression fracture and was placed on p.r.n. tramadol. The patient is not mindful enough to ask for the tramadol, so talked about making it routine and changing it to Norco. Overall, the patient’s daughter-in-law who is present and the wife of the patient son Mark was the POA was present and they are concerned and upset that there are a lot of unaddressed issues and her concern is that she is watching her mother-in-law go down steadily at an accelerated pace, whereas a month ago, she was driving, taking care of herself independently, involved with family and friends and now that has completely changed. Also, she has a large dressing in place over her sacrum due to a large bedsore. The family has requested being able to go back to the hospital as they feel like there are many things that were not addressed and rightly so. They was also comment of checking an echocardiogram, but no echocardiogram report in the notes.
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PAST MEDICAL HISTORY: Atrial fibrillation with RVR, HTN, CHF symptoms, acute hyponatremia; admitting sodium was 131, at discharge was 135, chronic pain syndrome, right side pleural effusion with left side smaller pleural effusion, ground-glass opacities throughout the lung, GERD, IBS, osteoporosis, mild cognitive impairment. COVID-19 and influenza were negative, was not started on antibiotic despite elevated white count and negative UA.
PAST SURGICAL HISTORY: TAH and tonsillectomy.

MEDICATIONS: Os-Cal q.d., Lasix 40 mg q.d., omeprazole 20 mg q.d., tramadol 50 mg q.d. p.r.n., KCl 20 mEq q.d., Eliquis 2.5 mg b.i.d.

SOCIAL HISTORY: She is a widow, lives alone in Edmond, a couple of weeks ago was independent, driving and active. Has a history of smoking, but quit greater than 30 years ago, a nondrinker, worked as a hairdresser. Her primary care physician is Dr. Adam Krouse.

FAMILY HISTORY: Mother with breast cancer.

DIET: Regular with thin liquid.

CODE STATUS: Full code.
PHYSICAL EXAMINATION:

GENERAL: Frail elderly female, lying, appearing anxious, able to give some information, but appears distressed.
VITAL SIGNS: Blood pressure 128/77. Pulse 101. Temperature 97.4. Respirations 19. O2 saturation 97% on 3 L per NC.

HEENT: Conjunctivae clear. Corrective lenses in place. Moist oral mucosa.

NECK: Supple.

CARDIOVASCULAR: She has a heart rate of 108 by my auscultation, could not appreciate MRG. Irregularly irregular rhythm.

RESPIRATORY: She has a rapid respiratory rate. No cough. Decreased bibasilar breath sounds.

ABDOMEN: Scaphoid. Bowel sounds present. No distention or tenderness.

SKIN: Thin, dry. She has a large dressing covering the entire sacrum. She had a bowel movement where the stool just came out without effort on her part that had to be cleaned up.

NEUROLOGIC: CN II through XII grossly intact. She is quiet, appears anxious, is able to give some information.

PSYCHIATRIC: Appropriate given current circumstances.
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ASSESSMENT & PLAN:

1. Atrial fibrillation with RVR, need improved rate control.

2. Pain management. We will change to Norco and make her pain med routine rather than p.r.n.
3. Loss of weight bearing and ambulation acute, no good explanation for that at this point, whether she has had a CNS infarct is unclear and there was no imaging while she was recently hospitalized.
4. Previous electrolyte abnormalities, we will need to recheck those and address what needs supplementing.

5. Chest x-ray followup from 01/21/2022 showed moderate prominence of interstitial densities compatible with interstitial pneumonitis, mild cardiomegaly.

6. Social. Spoke with her DIL and contacted Dr. Randy Allen pulmonology at St. Anthony’s. The patient is going to be sent to the emergency room given just her overall sense of something wrong and unwellness that the patient expresses and hopefully things can be sorted out for her.

CPT 99310
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

