


INITIAL EVALUATION
RE: Shirley Milchesky-Piehota
DOB: 02/25/1938
DOS: 10/26/2022

Rivendell MC
CC: New admit
HPI: An 84-year-old in residence since 10/24/2022 arriving from a Skilled Care Facility in Wichita Falls, Texas. The patient was living at home with her second husband of 10 years when she had a fall sustained a fracture of her left femur on 09/07/2022 underwent ORIF on 09/09/2022 and went to her first SNF which was in Lawton for 25 days and then from there went to Encompass Health Rehab in Wichita Falls, Texas, where she was an additional 14 days. Since her admission here, the patient has slept through the night to compound patient’s dementia. She also has macular degeneration and began losing her eyesight at the age of 38 to now she is legally blind. As to meals, she requires assist. She does feel around on her plate, but not able to fully feed herself. She also has a daughter Julie who is here from Maryland where her husband and two children live. She states that she has been coming back and forth to assist in her mother’s care since the above events began. Julie is meticulous about details and appears to want to make sure that things are done in a specific way.

PAST MEDICAL HISTORY: Dementia unspecified with recent progression, left femur fracture with ORIF on 09/09/2022, macular degeneration with legal blindness, HTN, and anemia.

PAST SURGICAL HISTORY:  ORIF left femur on 09/092022.

MEDICATIONS: Namenda 10 mg b.i.d., Aricept 10 mg h.s, Claritin 10 mg h.s., MVI q.d., MiraLax p.r.n. metronidazole topical q.d., B12 1000 mcg q.d., Senna-S one p.o. q.d.

ALLERGIES: NKDA.
DIET: Diet to be added later.
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SOCIAL HISTORY: The patient was married to her first husband approximately 50 years has four children, daughter Julie and a brother are co-medical POAs. There is none of that paperwork available in her chart. The patient when her visual loss was occurring went back to graduate school getting a Masters and rehabilitation counseling and worked with others who had legal blindness as well as other handicaps, so that they could function independently.

REVIEW OF SYSTEMS:

GENERAL:  Legal blindness since age 38 drove until then a car wreck ended her driving. Does not wear corrective lenses or hearing aids and has native dentition.

CARDIAC: HTN was on amlodipine 5 mg then they got discontinued due to hypotension and daughter suggest 2.5 mg that she heard from someone else I told her that we would just monitor her blood pressures for right now. 

GI: She is on a minced moist diet. Here it was written for puréed with gravy on meat, but that will be changed and she receives Ensure high protein drink daily. She is able to toilet for BMs.

GU: A urinary incontinence.

MUSCULOSKELETAL: Nonambulatory. She is a two person assist for transfers with the use of a gait belt that was observed today patient is like dead weight. She is weight-bearing, but weak so requires assist.

SKIN: Daughter points out a bruise that she arrived with on the left side is violaceous in color and then states that she just obtain one since she has been here, which is the right upper quadrant near the rib cage, but it is green and yellow indicating it has been there for some time and the question of patient having yeast infection to her breasts, which was not noted today.

PHYSICAL EXAMINATION:

GENERAL: The patient was observed being transferred. She was quiet did not ask any questions or respond to a given information and then was seated quietly in her wheelchair afterwards.
VITAL SIGNS: Blood pressure 171/115, pulse 81, temperature 96.7, respirations 18, O2 sat 71%.and these will all be repeated.
HEENT: She keeps her eyes open just looks randomly out into space without focus. Native dentition in fair repair.

NECK: Supple.

CARDIAC: Regular rate and rhythm without MRG. PMI nondisplaced.

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
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MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength and gait belt was required for a two-person transfer from bed to wheelchair. Her feet were on the floor, but she was not able to weight bear did not provide any transfer assist. She has trace LEE on the right lower extremity. While sitting in the wheelchair, she had fair neck and truncal stability but tends to kind of lean forward, so as to be monitored and does not propel the wheelchair.

SKIN: Warm, dry, and intact. The violaceous bruise on the left side of the abdomen with no evidence of hematoma to palpation per daughter she arrived with that it occurred at her previous facility at Encompass Rehab in Wichita Falls and then there is a faint circular bruise right upper quadrant that is a light green yellow, so it appears to have been there some time, but she states it happened here otherwise skin is intact.

NEURO: CN II through XII are grossly intact. She is legally blind. She has verbal ability did not speak well I saw her, just a couple of moans or groans not able to give information.

PSYCHIATRIC: Quiet given dementia as well as blindness she actually is doing quite well for her limitations.
ASSESSMENT & PLAN:

1. Dementia unspecified. We still need to get to know what patient’s needs are. Her daughter tends to interfere essentially and so will have to just address this with patient and I told daughter that she needed to take a step back and allow staff to do their job.

2. Legal blindness that has to be taken into consideration with bed etc.

3. Dysphagia. Diet rewarded to be minced moist, as she was previously a puréed with gravy, so see how that does and she does require feed assist.

4. HTN. BPs and heart rate will be checked b.i.d. and will decide on need for medication and that will be initiated as need indicated and all explained to the daughter.

5. Anemia. The patient had lab done on 10/14/2022 at Encompass Health Rehab Center H&H were 10.1 and 32, with platelets at 196,000. No intervention required.

6. CMP reviewed. T-protein and ALB slightly low at 6.1/3.4. She is receiving protein supplements, but remainder of lab WNL to include a creatinine of 0.92.

7. Code status. I discussed this with daughter. The patient had a DNR signed prior to requiring ORIF when it had to be rescinded for surgery to go on since then she states that she and her siblings are thinking about it so for now she is full code. I told them that a physician certification could be signed to save them the work of having to get signatures.

CPT 99328 and prolonged direct POA contact one hour and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

