


INITIAL EVALUATION

RE: Opal Jaco

DOB: 10/29/1927

DOS: 07/29/2022

Harbor Chase MC

CC: New admit.
HPI: A 94-year-old admitted on 07/28/22 from Jasmine Estates where she was in residence from 03/17/22 and prior to that had lived at home on acreage where she had a large garden and would mow two acres by herself. The patient was fully ambulatory until a left femur fracture post fall. The patient was on the roof hammering down shingles when the fall occurred. She sustained a left femur fracture, underwent ORIF on 01/12/22 and has since been in a wheelchair. She can propel it though slowly, but is not able to self-transfer. During that hospitalization, the patient had stroke evaluation and was found to have severe right ICA stenosis and moderate stenosis in the left ICA and had sustained a small acute infarct in the right frontal lobe. The patient was started on Eliquis and has done well with medication. She also did have postop dysphagia that continued for some time post hospitalization primarily to pills. Discussion of a PEG tube had occurred and was referred by family as well as the patient. The patient states she has had problems with her memory for as long as she can remember. Her sister then states that what has gone on recently she believes is memory change because of the stroke that she had and small infarcts that she had previously. The patient’s sister/POA Bonnie Merrick was present and able to give information. She is patient’s younger sister and they seem to get along quite well. 

PAST SURGICAL HISTORY: Left femur ORIF on 01/12/22 – now in wheelchair, left patellar fracture remote, left arm fracture remote, appendectomy and cataract extraction.
FAMILY HISTORY: The patient is one of six sisters. There is no dementia within biologic relatives.

SOCIAL HISTORY: The patient has never married or had children. She was a telephone operator, a non-smoker and nondrinker. She has lived on acreage most of her life caring for it on her own with a large vegetable garden. The patient was living on the same acreage up until January 2022.
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MEDICATIONS: Eliquis 5 mg b.i.d., Pravachol 40 mg q.h.s., FeSO4 q.d., digoxin 125 mcg one half tablet q.d., and Toprol XL 50 mg q.d..

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular with thin liquid.

HOSPICE: Loving Care Hospice, # 405-872-1515

REVIEW OF SYSTEMS:

Constitutional: Weight is stable. The patient believes she has generally weighed about 134 pounds.

HEENT: She wears glasses. She was recently fit for new, having lost her other glasses and they should be in this week. She has native dentition. Dysphagia to pills.

CARDIAC: No chest pain or palpitations and per HPI.

RESPIRATORY: No cough, expectoration or SOB.

GI: No nausea or vomiting and continent of bowel. Last BM this morning.

GU: History of UTIs. No hematuria or dysuria and does have urinary leakage, but can at times toilet self.
MUSCULOSKELETAL: She denies arthralgias and is weightbearing. Requires transfer assist and can propel her manual wheelchair.

NEUROLOGIC: No history of seizures, syncope or vertigo. Most recent CVA was in January 2022.

PSYCHIATRIC: Denies depression, anxiety or insomnia.

SKIN: Denies rashes or bruising. No breakdown.

PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed, quiet and cooperative. She has a dry wit.

VITAL SIGNS: Blood pressure 123/85, pulse 68, temperature 97.3, respirations 18, and O2 sat 96%. The patient is 5’4” and will request a weight.

HEENT: Hair is grey, thick and kept short. Conjunctivae clear. Nares patent. She has native dentition in fair repair. Moist oral mucosa. 

NECK: Supple. No bruit heard in ICA, but there was decreased flow sound on the right.

RESPIRATORY: Normal effort and rate. Clear lung fields with symmetric excursion.
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CARDIOVASCULAR: Irregularly irregular rhythm without murmur, rub or gallop. PMI nondisplaced.

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

MUSCULOSKELETAL: She moves limbs within a normal range of motion and did not observe weightbearing. She does have 1+ pitting edema bilateral lower extremities, left greater than right. There is also a kind of violaceous discoloration of both lower extremities as though she has peripheral vascular disease and she has faint dorsalis pedis pulses.

NEUROLOGIC: CN II through XII grossly intact. She makes eye contact. Speech is clear. She is able to recall more than she gives herself credit for and has a sense of humor though it is quite dry.

PSYCHIATRIC: Appropriate affect and demeanor for initial contact.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. Atrial fibrillation. The patient is on digoxin low dose and this order did come separately, not with her other orders from Jasmine Estates. The question is was this patient still taking medication and family is not aware. We will monitor blood pressure and heart rate for the next 30 days and it will give me an idea whether digoxin is needed for rate control.

2. HTN. Continue with Toprol. This is also an order that came separate from the medication list at Jasmine Estates and the question is whether this was being taken routinely. Family cannot answer that question either. So, hopefully we will see how her blood pressures are and whether there is need for this med.

3. Pill dysphagia. Docusate is changed to liquid. So it is 2 mg/mL 2 mL q.d. and after her blood work results are reviewed, hopefully we will be able to discontinue statin and FeSO4. 

4. General care: Baseline labs and then FLP and digoxin level are also checked. The patient’s POA sister Bonnie was present and able to give information and assist with the interview. Direct POA contact 40 minutes.

CPT 99338

Linda Lucio, M.D.
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