


INITIAL EVALUATION
RE: Margaret Freeman

DOB: 06/30/1929

DOS: 08/17/2022
Rivendell AL

CC: New admit.
HPI: A 93-year-old in residence since 08/11 seen in room, son and DIL were present. This is a little chaotic initially with both of them wanting to give information and often contradicting each other and the patient stated that it was fine to get information from them. She appeared to actually be okay, but they were suggesting that she was having dysuria that she just generally did not feel good. Later, when I saw her in the evening after they had left, she was in bed, she was comfortable, she was pleasant, made eye contact, thanked me for checking on her and hoped that I got home at a decent time to get some rest. The patient has an involved medical history. The events leading up to her coming here are the patient had a fall at home, she is on Coumadin, went to OHH South, CT of head done showed a hematoma, she was discharged to home where she was followed by a Sooner Home Health and under their direction she was able to get into PAM, which I am not sure what that is, but it was a physical therapy which she was able to be there for 15 days and after that was admitted to Bellevue SNF on 07/07/2022, and comes from there to here. Son states that the patient has a history of multiple falls and has been in the ER. When they did her CT, there was a new hematoma as well as two old hematomas. Constant UTIs were another issue brought up by the family with which the patient agreed review of her records which I went over with them and did show that she was treated with antibiotic for UTI end of June, then on vancomycin 07/25 and admitted here on 08/11 on Cipro 500 mg b.i.d. to complete a total treatment time of 10 days. They indicated there was a need to check her urine and I told them we were not going to be doing that and that we would temper rushing to think that she has a UTI because she has lower pelvic discomfort. As time went on, the patient then did tell me that she has discomfort and tenderness in bilateral groin area. She states that she looks at the skin and it is red and it is uncomfortable. The patient has urinary incontinence and DIL states that they suggested she not wear the pad with a tight brief as she has been doing because that area in her words needs to breathe. The patient did not seem to take heed of that. I later did go in to see the patient after she was in bed to look at her GU area and noted that her brief was very tight around her legs suggesting that she may have too tight or too small a brief and needing one a little larger to accommodate the pad as well.
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PAST MEDICAL HISTORY: Idiopathic pulmonary fibrosis on O2 per NC, chronic respiratory failure, major depressive disorder, essential HTN, GERD with esophagitis, generalized anxiety, chronic pain management, and hypoproteinemia.

PAST SURGICAL HISTORY: Bilateral knee replacements, bilateral rotator cuff removal, bilateral cataract extraction and had a wire cardiac monitor for a year that was then removed, bladder suspension x2 both unsuccessful, hemorrhoidectomy, appendectomy, cholecystectomy, and thyroidectomy.
CARDIOLOGIST: At OHH South.

PULMONOLOGIST: Dr. Nazir also to OHH South.
PT/INR monitored by the Coagulation Clinic.

MEDICATIONS: Norco 5/325 mg one p.o. q.8h. routine and q.8h. p.r.n., methimazole 5 mg q.d., probiotic q.d., BuSpar 5 mg b.i.d., Os-Cal q.d., Cardizem CD 120 mg q.d., Coumadin 1 mg every day of the week except Tuesday where she is given 2 mg and Cymbalta 20 mg b.i.d.
ALLERGIES: NKDA.
DIET: Regular with Ensure one can b.i.d.
CODE STATUS: She has an advance directive, but no DNR.

SOCIAL HISTORY: The patient’s son Ron and DIL Darlene have been her caretakers for the last 10 years and it has been wearing for both of them though they have done their best. The patient is a widow of greater than 30 years. She had six live births, has four living children and worked as a secretary.

FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: She has been on O2 12 plus years at 4 liters continuous, which is the order by her pulmonologist. She wears bilateral hearing aids, glasses, and upper and lower dentures. She denies chest pain or palpitations.

GI: Appetite is good. She has limited bowel continence.

GU: Full urinary incontinence for which she wears a brief with a large pad.
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MUSCULOSKELETAL: No specific pain. However, due to her bilateral shoulder surgery, DIL states that she does not have the strength in to pull herself up; I am not clear on that.

PHYSICAL EXAMINATION:
GENERAL: The patient seated in recliner initially. Actually, she seemed quite comfortable throughout the whole thing. Her family seemed to imply that she had a lot of pain and etc. She verbalized dysuria.

VITAL SIGNS: Blood pressure 139/79, pulse 88, temperature 97.7, respirations 18, and O2 saturation 92% on 4 liters per NC on 05/07.

HEENT: Her hair is groomed and cut short. Conjunctivae clear. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD. Carotid arteries clear.

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

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

MUSCULOSKELETAL: Intact radial pulses. She had no lower extremity edema. She was able to move her limbs. I did not observe her weightbear or walk with her wheelchair as staff report she does, but I did see her later in bed where she was able to reposition herself.

SKIN: Warm, dry, and intact with fair turgor. She does have a bruise on her right forearm from recent, check PT/INR.

NEURO: She is alert. She makes eye contact. Her speech is clear. She is oriented x2, referencing for date and time. Affect congruent with what she was saying. She appeared to relax and be more comfortable as things went on and she acknowledged that she would like to being talked to frankly and I assured her that that is what we would do with her here.

PSYCHIATRIC: I think there is some need to be sick if that is what her kids say she is and on her own she appears less frail and is more verbal.

ASSESSMENT & PLAN:
1. I will also order Diflucan 200 mg p.o. x1 followed by an additional dose 72 hours later.

2. Idiopathic pulmonary fibrosis. Her pulmonologist ordered for continuous O2. However, the patient *__________* family will take it off occasionally stating that she just gets tired of wearing everything and I told her as long as she is comfortable and knows when she feels like she is going to need it again I think she is astute enough to put it back on.
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3. Pain management. Continue on Norco as is and told her that if there is an adequate pain management and she states that overnight there is inadequate pain management that she has breakthrough pain. I told her she can ask for, but there is also that time in between getting it or the pain continues, we will adjust that next week.

4. MDD. She states that she feels like the BuSpar does help her, she has been on it long time, we will continue.

5. Thyrotoxicosis status post thyroidectomy. Thyroid panel is ordered.

6. HTN. We will follow up on BPs and see how they are and if any need for change in medication.

7. Question of poor PO intake. We will get a weight on her today and her CMP will show her TP and ALB.

8. Frequent UTIs. She did not have dysuria when I spoke with her this evening and told family we are not to be checking urine every time they think one needs to be done, staff will determine evidence for need. She has recently completed antibiotics. No UA indicated at this time.

9. Code status. We will need to discuss what that is and whether a DNR has previously been signed.

10. Social. Family currently has a home health, they had stated it was Sooner, but there is a book for another home health and then today they called their daughter about hospice, so they need to decide what they want to do and next week, I will talk to them about it.

CPT 99328 and prolonged direct POA contact 40 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

