


INITIAL EVALUATION
RE: Shirley Shelton
DOB: 11/15/1928
DOS: 05/03/2022
HarborChase AL
CC: H&P.

HPI: A 93-year-old seated in her recliner, she has her walker directly in front of her. She is alert, interactive, able to give information. After we had started talking, her daughter and co-POA JoAnn was bringing her mother personal items and joined in on the H&P. In 08/2020, the patient had a fall at home, sustained a right knee fracture and was in a non-weight-bearing brace. She is now weight-bearing but requires a walker, previously ambulated independently. She has lack of ability to raise her legs from floor up onto the bed, to get herself in and out of showers or to go from sit to stand without assist. She was able to be at home until June 2021, with the assist of her three children who would rotate amongst assisting her until they were no longer able to do it and in June 2021, she went to live in AL at Village on the Park, then to our facility as it is also closer to family. She continues with lower extremity weakness and has to have assist for in and out of bed, in and out of shower or tub, etc. She did have a history of falls previously, none since here. Falls were described as actually just lowering herself to the ground. The patient became a bit teary when daughter was discussing her thoughts that her mother was dealing with depression and in particular wanting to be at home, not seen herself as ever having to leave her home, which the patient nodded her head in agreement. We discussed depression a bit further, the patient was quiet, but daughter stated that she has seen some change in her mother and knows that it is an adjustment that she is having difficulty with.
PAST MEDICAL HISTORY: Decrease in lower extremity strength, abnormality of gait and mobility, HLD, hypothyroid, osteoarthritis polyarticular, left lower extremity sciatica, HTN, obesity, dry eye syndrome, polyneuropathy.
PAST SURGICAL HISTORY: Cholecystectomy, T&A, bilateral cataract extraction, right knee fracture, conservative healing measures, also epidural steroid injections for left lower extremity x1 year, lidocaine patch used, lost effectiveness.
MEDICATIONS: Lipitor 20 mg q.d., Celebrex 200 mg q.d., MiraLAX q.d., MVI q.d., Lyrica 150 mg b.i.d., Systane eye drops OU q.i.d., Extra Strength Tylenol going forward two tablets at 2 p.m. and h.s.
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ALLERGIES: PCN.

DIET: Regular, thin liquid.

CODE STATUS: DNR.

SOCIAL HISTORY: Widow 21 years, three children, Co-POA’s are son Kirby and daughter JoAnn. The patient worked in the family orthopedic appliance store. Nonsmoker and nondrinker and lived at home with family assist until 06/2021.

FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: She had a baseline weight by her report of 160 after her husband’s passing that she maintained for some time. She is currently 281.6 pounds.
HEENT: She wears corrective lenses, has hearing aids that she did not have in place when seen, but hearing seemed adequate. Native dentition.

CARDIOVASCULAR: No chest pain or palpitations. Positive for HTN. Requiring medication in the past. No longer on medications x6 months.
RESPIRATORY: No cough, expectoration or SOB.

GI: Continent of bowel.

GU: Continent of urine.

MUSCULOSKELETAL: History of sciatica on the left lower extremity. Bilateral lower extremity weakness, she does not have the strength to pull her legs off the floor up onto the bed or to get out of bed without assist, uses a walker. Four falls prior to admission, which were described as lowering herself to the ground.
PSYCH: Daughter raises the subject of depression, which the patient does not refute.

PHYSICAL EXAMINATION:

GENERAL: Obese female seated on recliner comfortably, cooperative.
VITAL SIGNS: Blood pressure 169/73, pulse 80, temperature 97.1, respirations 18, and weight 281.6 pounds with a BMI of 46.9.
HEENT: Hair is combed. Conjunctivae clear. Corrective lenses in place. Hearing adequate without hearing aids in place. Nares patent. Native dentition in good repair with moist oral mucosa. 
NECK: Supple. No LAD. Carotids are clear.

CARDIOVASCULAR: Regular rate and rhythm. No MRG. PMI nondisplaced.

RESPIRATORY: Good effort. Clear lung fields. Symmetric excursion. No cough.
ABDOMEN; Obese. Nontender. Hypoactive bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. The patient leans a bit forward holding onto her walker. She has +1 edema dorsum of her feet and ankles and trace pretibial.
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SKIN: Warm, dry and intact with good turgor.

NEURO: CN II through XII grossly intact. She makes eye contact. Speech is clear. Able to give information. Affect appropriate to situation.

PSYCHIATRIC: At times, appeared tearful when talking about having to leave home and was quiet when daughter expressed concerns about mother having depression.

ASSESSMENT & PLAN:

1. Depression, may be situational. Lexapro 10 mg q.d. and monitor for benefit and need to adjust dose.
2. Pain management. Norco 5/325 p.o. q.a.m. with Tylenol at 2 p.m. and h.s. for her bilateral lower extremity pain, no longer receptive to lidocaine patch or ESI.

3. Chronic lower extremity edema, Lasix 40 mg q.d. x5 days, then continue on MWF dosing only.
4. General care. CMP, CBC, TSH and lipid profile ordered, we will review at next visit and a decision regarding staying on statin.

5. Social. Daughter was present for the majority of my time with the patient. Questions asked and answered by both the patient and daughter.

CPT 99328 and prolonged direct contact with POA 30 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

