


INITIAL EVALUATION
RE: Barbara Manning
DOB: 03/30/1928
DOS: 06/26/2023
Jefferson’s Garden
CC: New admit.

HPI: A 95-year-old in residence since 06/08/23. She is seen in her room and before I left checking on her at bedtime, she was still awake and I asked her how she was doing, she stated she could not sleep because she was still in pain. The patient has Tylenol t.i.d. for pain. She states that it is not effective and I discussed with her adding a different medication and she told me that she took tramadol 50 mg twice a day at home and it worked for her. She also stated that she has a history of urinary tract infections and wanted to know if she could have something to prevent that. She states that she knows sometimes they will prescribe antibiotic to prevent and I told her I would also do that. The patient has a history of lower extremity edema. There have been problems with giving her diuretic to treat the edema, yet managing her potassium. She has had hypokalemia. She was at Baptist Village and on 06/08/23 her potassium was at 2.9. After that, there were adjustments in what she was receiving. KCl was increased to 20 mEq b.i.d., magnesium 420 mg b.i.d. started and she has had two repeat BMPs since then. On 06/15/23, her potassium was 4.5 with a creatinine of 1.25 and on 06/20/23, K was 4.5 with a creatinine of 1.38 and then today 06/26/23 potassium returns at 4.6 with a creatinine of 1.32. 
She actually had UTI on 06/16/23, went to the Mercy ER. She was given antibiotic there and then to complete p.o. at home and treated with IV Lasix for lower extremity edema. The patient had previously been on prophylactic antibiotic through her urologist in Ada. 

PAST MEDICAL HISTORY: HTN, atrial fibrillation, CHF, CKD-III, hypothyroid, HLD, restless leg syndrome, dysphagia, protein-calorie malnutrition, and obstructive sleep apnea – does not use CPAP.

PAST SURGICAL HISTORY:  Right hip fracture with ORIF, recent hysterectomy and bilateral cataract extraction and colon resection secondary to colon cancer approximately 30 years and the patient had chemo. She has had routine followup since then with no recurrence.
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MEDICATIONS: Norvasc 2.5 mg q.d., levothyroxine 88 mcg q.d., Claritin 10 mg q.d., metoprolol 50 mg b.i.d., Mirapex 0.125 mg h.s., Xarelto 15 mg h.s., Singulair h.s., Flonase h.s., spironolactone 50 mg q.d., magnesium 420 mg h.s., and potassium 20 mEq b.i.d.
ALLERGIES: NITROFURANTOIN and MICROCRYSTALLINE.

DIET: NAS with cut meat.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient lived in Ada. She was living alone after being widowed for the second time. She has three sons: one lives in Edmond, one in Hugo and the other one in Catoosa. She worked as a secretary for the Chickasaw Nation. POA is son Barry Ballard. She was a nonsmoker and nondrinker. Prior to moving in to Jefferson’s Garden, the patient was at Baptist Village Skilled Care post partial hip replacement for right hip fracture and after her skilled care time was completed, was then placed in assisted living at Teal Ridge. It was there that the patient developed significant lower extremity edema as her potassium was not being given. However, the patient was being given potassium supplement that would go with the Lasix and she then became disoriented for several days. She was sent to the ER for a suspected UTI. However, they found a potassium level of 7.0. It was there that she was hospitalized for a couple of days. Potassium was stabilized and family made the decision to leave Teal Ridge and have the patient move in from the hospital to here.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient’s weight has varied with weight gain due to edema and currently family states that her weight – she is now currently 128 pounds – is closer to her baseline.

HEENT: She wears glasses. Hearing is adequate without hearing aids and has fixed bridges.

RESPIRATORY: No cough, expectoration or SOB.

CARDIAC: No chest pain or palpitations.

MUSCULOSKELETAL: She ambulates with a rolling walker, self-transfers and uses a walker support for sit to stand and vice versa.

GI: The patient has dysphagia so she is on a modified diet with all proteins cut up and mechanical soft and a medication crush order. She has occasional bowel incontinence and wears adult briefs and can be toileted.

GU: Occasional urinary leakage, but generally continent.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and cooperative and appears younger than stated age.

VITAL SIGNS: Blood pressure 137/59, pulse 59, temperature 98.0, respirations 16, and weight 128.6 pounds.

HEENT: Hair is combed. Corrective lenses in place. Conjunctivae clear. Nares patent. Moist oral mucosa.

NECK: Supple without LAD.

RESPIRATORY: Normal effort and rate. Lung fields relatively clear. She does have some rhonchi mid lung field on the right.

CARDIOVASCULAR: Irregular rhythm. No murmur, rub or gallop. PMI nondisplaced.

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

MUSCULOSKELETAL: She is weightbearing, ambulates with a walker, steady and upright. She does stoop a bit when she ambulates. Intact radial pulse. She has trace ankle and distal pretibial edema. Fair muscle mass and motor strength though she does appear tentative when she goes from sit to stand and vice versa and starting to walk. She can be unsteady and has to stop at times to regain her balance and rhythm.

NEURO: CN II through XII grossly intact. She makes eye contact. Her speech is clear. She is able to give information. She will stop and think before she answers some things that she does not quite recall. She will acknowledge when she does not know something. 
SKIN: Warm, dry, and intact. She does have bruising with tenderness and developed a hematoma where she hit the area. 

PSYCHIATRIC: Appropriate affect and demeanor for initial contact. She makes eye contact. She voices her need. She is polite and not demanding and reassured her that it is good to know what she needs and to let us know so we can offer assistance as needed. 
ASSESSMENT & PLAN:
1. Gait instability with injury falls. She has had a significant one about seven months ago resulting in hip fracture with a partial hip replacement right side and then the most recent fall on 06/24/26 where she sustained a hematoma to the right hip that is still sore. PT/OT for strengthening and conditioning and then developing transfer coordination and increasing endurance. 
2. UTI. Spoke with the patient’s daughter who was available though not the POA, states that her brother Barry Ballard who is the POA works out of town during the week and is difficult to reach, but she has consent to speak as relates to their mother. Her name is Rita Smalling. 
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She states that her mother when she lived in Ada per her urologist there was on prophylactic therapy. Since she has moved into Oklahoma City, has not been on prophylaxis and their concern is for a recurrent UTI and the effect it has on her. She will be started on trimethoprim q.h.s. and explained that she can develop over the long term a resistance which would require change of prophylactic treatment. 
3. Lower extremity edema requiring diuretic. At this point, she has been adequately diuresed with spironolactone 50 mg daily. We will continue on that diuretic as it is slower acting with a potassium sparing benefit. So, per exam today, there is no need to increase the dose. 
4. Potassium management. Since starting on diuretic, the patient has had variations going from 2.9 to 7 and that is where she has not been replaced with potassium or she has not received diuretic but been receiving potassium replacement. We now have a regimen as already mentioned above and we will continue with it as it is and go two weeks before we recheck her potassium level and we may be able to decrease the amount of potassium that she is receiving. 
5. History of protein-calorie malnutrition. At next lab draw, we will make it a CMP so that we can see her total protein and albumin and decide on supplement. 
6. Social: All of the above was discussed with the patient’s daughter who related to her siblings. 
CPT 99345 and direct POA contact 30 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
