


INITIAL EVALUATION

RE: Saundra Van Horn

DOB: 02/10/1943
DOS: 06/23/2022
HarborChase
CC: New admit.

HPI: A 79-year-old admitted on 06/21/22 for Meadow Lake Estates where she was in residence since 06/18/22. The patient’s involved medical history is that she had a right frontal meningioma resected on 06/20/2021. The patient initially was doing well then had a brain bleed and spend July through October in skilled care. The patient then discharged to Town Village where she was in residence from October to December and in December returned to her home in South Oklahoma City with home health. She also had a regular housekeeper who came weekly and the support of neighbors. The patient had PT and was able to ambulate with the use of a walker. At the end of April, she began to experience headaches and went to the ER. CT showed a new mass that was increased in size. It was biopsied and found to be an anaplastic meningioma, which is rare and difficult to treat. RTX and chemo offered with additional resection. The patient shows to forgo any further treatment. The patient returned home with Frontier Hospice following her, initially did okay then began to refuse medication or any assistance in personal care. She was unable to then get her own meals and would not ask for help. On 06/08/22, the patient was found on the floor in her home and it was estimated that she had been down about 5 to 6 hours as the housekeeper had last seen her that morning. Imaging during that hospitalization showed the mask was compressing on the motor skills area and affecting executive function. It is described as a right frontal mass crossing midline causing 3 mm of right to left midline shift and additional mass effect on the anterior horns of the lateral ventricles due to vasogenic edema. The patient also had a CXR showed clear lung fields. Pelvic films ruled out pelvic fracture or dislocation. CMP showed sodium of 135, and BUN and creatinine of 21 and 0.57. The patient has been here since 06/21/22. There have been no behavioral issues. The patient’s son-in-law was here up until yesterday returned to their home in Alabama. I spoke at length with the patient’s daughter and POA Keir Rice who is also an only child. Her goals for her mother now are to be safe and comfortable. She is fully aware the prognosis in light of any further treatment. She has updated DNR, which is in chart. I spoke to her at length and reviewed the care on the unit that is given that I will follow her through hospice.

DIAGNOSES: Right frontal meningioma status post resection on 06/20/21 with recurrence more aggressive and causing midline shift, left lower extremity DVT on Eliquis, paroxysmal AFib, disequilibrium in Broda chair, hypothyroid, and seizure prophylaxis.
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MEDICATIONS: Tylenol 650 mg q.6. p.r.n., amiodarone 200 mg q.d., dexamethasone 4 mg q.8h., Docusate q.d., Pepcid 20 mg q.d., Keppra 500 mg q.12., levothyroxine 75 mcg q.d., and MiraLax q.d.

HOSPICE: Frontier.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular with chopped meat.

SOCIAL HISTORY: The patient is single. She has one child who is her POA Keir and nonsmoker and nondrinker. She was retired from the publishing industry worked in production and fine arts.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: Deferred given cognitive compromise.

PHYSICAL EXAMINATION:
GENERAL: Awake female, quiet, looking around and cooperative to exam.

VITAL SIGNS: Blood pressure 102/54, pulse 64, temperature 97.6, respirations 18, and weight 124 pounds. She is 5’4”. BMI of 21.3.
HEENT: She has long hair that is clean and kept surgical scars well hidden. Conjunctivae clear. Nares patent. Moist oral mucosa. Native dentition. Good repair.

NECK: Supple with clear carotids.

CARDIOVASCULAR: Irregular rhythm without M, R, or G. PMI nondisplaced.

RESPIRATORY: Cooperated with deep inspiration. Lung fields clear. Symmetric excursion. No cough.

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

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. She has generalized decreased muscle mass and motor strength. She can weight bear during transfers and attempts to walk. She has disequilibrium.

SKIN: Warm and dry. Good turgor. No bruising noted.

NEURO: CN II through XII grossly intact. She made a limited eye contact, was quiet and did not speak.

PSYCHIATRIC: Did not appear distressed and no resistance.
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ASSESSMENT & PLAN:
1. Right frontal lobe mass midline shift with vasogenic edema. This is compromised patient cognitively as well as from an equilibrium perspective. She is a full assist for 5/6 ADLs and require setup for meals.

2. AFib on anticoagulant. Monitor heart rate, which is well controlled at this time.

3. Decreased p.o. intake with weight loss. The patient has lost 6 pounds in two weeks. I will check a CMP to assess TP and ALB supplement with protein drink as the patient will tolerate.

4. Hypothyroid. Check TSH.

5. Pain management appears adequate at this time. Just have available Roxanol or Norco if needed.

6. General care. Reassured daughter that she would be contacted if there were any major changes. Gave her my office number and she can contact me there as needed and we will communicate with Frontier Hospice as well.

CPT 99328 and prolonged contact with POA 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

