


INITIAL EVALUATION

RE: Luciana Bennett
DOB: 09/21/1933
DOS: 09/12/2023

Jefferson’s Garden AL
CC: New admit.

HPI: The patient is an 89-year-old female admitted on 09/07/2023 from McMahon Tomlinson SNF in Lawton where she was admitted on 08/22/2023. The patient was hospitalized in July in Lawton Facility and discharged on 07/24/2023 post treatment for a nondisplaced inferior pubic ramus fracture unclear which side. The patient is seen in room seated in her side chair. She is quiet and petite, made eye contact it was most notable for her auditory breath sounds. There is a lot of congestion and some wheezing, but she did not have any cough. Since admit the patient has had four falls and one with injury on 09/08/2023. X-ray showed suspected right lateral fifth and six rib fracture and a definite seven posterior lateral rib fracture. The patient was a bit apprehensive, but slowly warmed up and participated in giving some information and there area also notes from her SNF that are reviewed.
DIAGNOSES: Gait instability with multiple injury falls, altered ambulation due to falls. The patient recently had a nondisplaced pubic rami fracture, pulmonary fibrosis, HTN, HLD, GERD, hypothyroid, insomnia, anxiety and weight loss.
PAST SURGICAL HISTORY: The patient has a pacemaker that was placed on 08/23/2023 in a fall where the patient fell and hit her head. She was taken to the ER and in the ER they found that she was in cardiac arrhythmia and subsequently ER placed while there.
ALLERGIES: NKDA.
DIET: NAS/NCS.
CODE STATUS: DNR.

MEDICATIONS: Eliquis 2.5 mg b.i.d., guaifenesin ER 600 mg b.i.d., DuoNeb q.6h. p.r.n., Lipitor 40 mg q.p.m., lorazepam 1 mg q.12h. p.r.n., and one in the evening p.r.n., Megace 400 mg q.a.m., metoprolol 25 mg b.i.d., Nexium ER q.a.m., Synthroid 50 mcg q.a.m., trazodone 50 mg h.s., and D2 50,000 IU q. Monday a.m.
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SOCIAL HISTORY: The patient was married for 50 plus years. Prior to her husband’s passing she lived at home alone was fairly independent up until this year. She has two children, her daughter Jeanette who is POA and she has a son who passed due to neuromuscular disease as an adult and he was 100% VA disabled and she worked as a director of the McMahon Foundation for 24 years.
FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:
Constitutional: The patient is lost weight. She does not have quantification.
HEENT: She wears glasses, has adequate hearing and no dentures.
Cardiovascular: Denies chest pain or palpitations. Pacemaker placed on 08/23/2023, with Steri-Strips in place.
Respiratory: She has a lot of congestion. Unable to expectorate. She is doing some mouth breathing, but at a normal effort and rate. O2 sats today are at 90%.
GI: Appetite is not good. She does have protein drinks that she states she is drinking that was one Ensure that was in her refrigerator. She denies abdominal pain.

GU: She has awareness of having to urinate or have a BM and can alert someone, but if they do not make it in time she has incontinence and wears a brief for that.
Musculoskeletal: She has a walker that she states she has walked with but I have not seen that and she also has a wheelchair that is used for transport. She states she can stand with assist.
Neurologic: She states she has some anxiety and had a nerve pill at the other place that worked for her, but she has not been getting it here. Review of her order show that it is Ativan p.r.n. so I will have them and rewriting it but will have not give her dose now.
PHYSICAL EXAMINATION:
General: Frail elderly female who is pleasant and actually more alert than I assumed and able to give information to some degree.
Vital Signs: Blood pressure 90/60, pulse 87, temperature 96.7, respiration rate 20, oxygen saturation 90% and 119.6 pounds.
HEENT: She has very short hair that is combed. Sclerae are clear. Nares patent. Slightly dry oral mucosa with native dentition in fair repair. She did not wear her glasses, which she states her for reading.
Neck: Supple with clear carotids.
Cardiac: She had regular rate and rhythm. There was no murmur, rub or gallop. PMI nondisplaced. The incision of PM placement evident with Steri-Strips clean and intact.
Respiratory: She has rhonchi bilaterally from base to above mid range. She has just mild cough without expectorant, but if she breaths with her mouth open you can hear the rhonchi very clearly.
Abdomen: Soft, flat and nontender. Hypoactive bowel sounds.
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Musculoskeletal: Generalized sarcopenia. Intact radial pulses. No LEE. She can move her arms in a limited range of motion. I did not observe weightbearing, but she did move and reposition her legs.
Skin: Her skin is thin, dry and intact. She has a few scattered bruises.
Neurologic: CN II through XII grossly intact. She is oriented x2 to 3 referencing for date and time. She is soft spoken, makes eye contact, will repeat herself understanding that her accent can be in the way, but she is adamant about information that she does give and acknowledges what she cannot.
Psychiatric: Some evidence of depression and frustration.
ASSESSMENT & PLAN:
1. Gait instability with multiple injury falls. The most recent has led to left seventh rib fracture in the posterior lateral area and suspected same side lateral fracture of the fifth and sixth ribs so respiratory effort is blunted and limited ability to cough but rhonchus.

2. Anxiety. We will restart the Ativan 1 mg that was three times daily will do it a.m. h.s. and 1 p.m. with adjustments if sedate or confusion occurs.

3. General care. CMP, CBC, TSH and lipid profile ordered and I would like to see if we can get rid of some of her medications, but will wait until labs are available.
4. Weight loss. The patient’s current BMI is 18.7. I am writing for a protein drink 1 to 2 daily and if there are not any further hopefully family will be contacted to supply.
5. Question anxiety. I spoke to the patient’s daughter after she arrived here and stated that her mother had taken her lorazepam 1 mg routine at 4 p.m. and then the trazodone at bedtime and that was generally adequate so I will restart it at that time routine and then write for to be b.i.d. a.m. and h.s. p.r.n. and that was also reviewed with the patient with her daughter present.
6. General care. All of the above was reviewed with daughter. The patient has been had focus on function for PT and hopefully that will start being of benefit.
CPT 99345 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

