


INITIAL EVALUATION

RE: Pauline Strambauga
DOB: 02/06/1924

DOS: 03/04/2022
HarborChase MC
CC: New admit.

HPI: A 98-year-old in residence since 02/28/2022. The patient seen sitting in day room. She was quiet, but interactive when I asked her a couple of basic questions. The patient’s background history is on 02/01/2022, admitted to IBMC with complaints of generalized weakness and family contacted as the patient unable to give information. They revealed that 12/18/2021 to 12/24/2021 she was at Mercy Hospital, treated for pneumonia and a UTI and discharged to a skilled care nursing facility on 12/24/2021 where she was making good progress until she became COVID positive. She was treated with antibiotics, sent to an acute care hospital where she then began to do well with the aggressive PT to the point where she was able to walk. From there, she was discharged to an AL facility that she could not remember the name of and three days later due to complaints of chest fluttering and persistent weakness ended up at IBMC on 02/01/2022 where she was found to be in atrial fibrillation. CXR showed patchy densities, BUN and creatinine elevated at 44 and 1.53, normal CBC, treated with IV ABX and hydration. Head CT no acute change. She was discharged back to AL into the second week of February. From there, she is admitted here to memory care. The patient has been in-house at HarborChase since 02/28/2022. She is reportedly compliant with care, has some mild confusion, is able intermittently to give information, requires total assist for 4/6 ADLs. She is no longer weightbearing and requires a Hoyer lift for transfers.

PAST MEDICAL HISTORY: Dementia unspecified, chronic lymphoid leukemia, HTN, hypothyroid, nonambulatory with loss of weightbearing, and mild dysphagia.

PAST SURGICAL HISTORY: TAH.

MEDICATIONS: ASA 81 mg q.d., Pepcid 20 mg b.i.d., Mucinex 600 mg q.12h., levothyroxine 100 mcg q.d., metoprolol 50 mg b.i.d., MiraLax q.d., trazodone 100 mg h.s., DuoNeb q.6h. p.r.n., and Tylenol 650 mg q.4h. p.r.n.

ALLERGIES: STATINS, MORPHINE, CELEBREX, and PCN.
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DIET: Regular with food in bite-size pieces and nectar thick liquid.

HOSPICE: Crossroads Hospice.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient is a widow x2. Her first marriage was 20 to 30 years and her second marriage about 30 years. She has three children. Her son Gary is her POA.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Currently, no weight changes, fevers, or chills.

HEENT: She has hearing aids that she does not wear. She has readers and native dentition.

MUSCULOSKELETAL: She is transported in a wheelchair and a Hoyer lift for transfers.

GI: She is incontinent of bowel.

GU: Incontinent of bladder.

PSYCHIATRIC: She has a long-term history of insomnia.

NEURO: History of dementia, unclear how long it diagnosed.

SKIN: No new bruising or skin tears noted. In the past, she has been treated for wounds to the right wrist.

PHYSICAL EXAMINATION:

GENERAL: Thin elderly female with O2 in place in no distress.
VITAL SIGNS: Blood pressure 101/48. Pulse 73. Temperature 97.3. Respirations 16. O2 saturation 98% on 2 liters. She is 5’6” and weighs 128 pounds.

HEENT: Conjunctivae clear. Corrective lenses in place. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple with clear carotids.

CARDIOVASCULAR: She has a regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: She has a normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness. No guarding or rebound.

MUSCULOSKELETAL: She is seated comfortably. She has fair neck and truncal stability. Moves her arms. In her lower extremities, she has got trace ankle edema and some pretibial redness where she appears to have bumped her legs up against something that is bilateral.
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SKIN: Warm, dry, and intact with decreased integrity.

NEURO: Orientation x1. She is alert and pleasant. Makes eye contact. She will speak and it can be random and out of context and then she did give some answers that were basic and appropriate.

PSYCHIATRIC: Appropriate affect and demeanor for situation. She was engaging.

ASSESSMENT & PLAN:

1. Dementia unspecified. No behavioral issues today. We will just monitor and allow her to acclimate to facility understanding that she has been in about three other facilities since December to include Mercy Hospital, Baptist Hospital, and skilled care facilities.

2. Chronic lymphoid leukemia. Last CBC 02/11/2022 showed an H&H of 10.3 and 29.6 with slightly low platelet count of 143,000. White count was WNL at 6.1. We will monitor. No treatment chosen.

3. Previous renal insufficiency. On 02/11/2022, BMP shows a BUN and creatinine of 31 and 0.71, we will monitor with lab.

4. General care. We will contact her family at my next visit and have written for BP parameters of when to hold the Toprol off.

5. HTN. Her current BP is low. We will have it monitored and then follow up in two weeks.

CPT 99338
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

