


INITIAL EVALUATION
RE: Dixie Vanmeter
DOB: 06/15/1948
DOS: 11/01/2023
Rivendell AL
CC: New admit.

HPI: A 75-year-old in residence since 10/27/23. She shares an apartment with her husband who was present when I spoke with her. The patient’s history is that she underwent a left total knee arthroplasty on 10/11/23 by Dr. Derek West orthopedist. Surgery and postop course was uncomplicated. She was then transferred to Mercy South Rehab and in her notes, it is clear that she needed a lot of encouragement to stick with therapy. She had difficulty with ambulation in the postop course. Pain was an issue, but controlled with medication. The patient is now ambulatory with a walker. When I went to see her, she was sitting on the couch in front of the television along with her husband who was in his recliner. The patient was sitting, but her body was leaning on to the couch to the left. I introduced myself and told her that I want to visit with her. She kept her eyes closed the whole time. She still had her glasses on, but they were all over on her face. Her husband yelled out at her couple of times to wake her up which helped to some degree. The information regarding her PMH was in part, information given by her husband and review of notes from SNF.
PAST MEDICAL HISTORY: OA of left knee, anxiety disorder, chronic pain, DJD, depression, DM-II, HLD, HTN, obesity, and hyperlipidemia.

PAST SURGICAL HISTORY: Left knee replacement on 10/11/23, cholecystectomy, lithotripsy for renal stones, hysterectomy, and esophageal dilation per EGD.

MEDICATIONS: Norvasc 5 mg q.d., Lipitor 10 mg q.d., bethanechol 25 mg t.i.d., Lexapro 10 mg q.d., FeSO4 25 mg q.d., glipizide 2.5 mg ER q.d., melatonin 5 mg h.s., niacin 1000 mg h.s., Protonix 40 mg q.d., Actos 15 mg q.d., pyridoxine 50 mg q.d., Flomax b.i.d., lisinopril 40 mg q.d., and MVI q.d.

ALLERGIES: NKDA.
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DIET: NCS.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient is married and husband volunteers that this is her third marriage, his second and they have been married for 13 years. She has three children, two daughters and one son, unclear who her POA is. Her daughter Melanie Tanner and son Jeff Williams are both listed as contacts. The patient worked for Bank First doing in-house audits and the reason for moving from their home in Moore was due to the patient’s increased care needs. Husband stated that he had helped to be her caretaker as long as he could and then it began to wear on him and his health. The patient is a nondrinker and nonsmoker.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Weight in Skilled Care was 198.6 pounds which husband states sounds right.

HEENT: She wears glasses. She has hearing aids that she should wear, but does not and native dentition.

RESPIRATORY: She denies any cough, congestion, or upper respiratory infections.

CARDIAC: He is not aware of any recent chest pain. She does have HTN which is controlled.

MUSCULOSKELETAL: She has had no falls.

GI: History of GERD. She is continent of bowel.

GU: Continent of urine with no recent UTIs.

PSYCHIATRIC: Positive for depression and anxiety.

PHYSICAL EXAMINATION:

GENERAL: The patient is drowsy. She was lying to the left side on the couch with a lot of prodding from her husband. She did sit up, but kept her eyes closed, only occasionally opening them.

VITAL SIGNS: Blood pressure 147/55, pulse 75, temperature 97.5, respirations 18, O2 sat 90%, and weight 188 pounds, which is a 7.8-pound weight loss since 10/15/23.

HEENT: She has short hair that is a bit mussed. Sclerae are clear. Glasses are all twisted up on her face as she is lying with them on. Nares patent. Dry oral mucosa. Native dentition.
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RESPIRATORY: Anterolateral lung fields are clear. No cough. Symmetric excursion.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. Clear carotids and intact radial pulses.

ABDOMEN: Protuberant and nontender. Bowel sounds present.

NEURO: CN II through XII grossly intact. She makes limited eye contact. She has eyes closed, only said a few words, husband did most of the answering and he tried to prod her to wake up and participate, but it did not work, but she did not resist exam.

SKIN: Warm, dry, and intact. There are no vesicles or bruises noted. She does have Steri‑Strips in place on left knee at surgical incision site. There is no redness or warmth. Mild edema to the knee. I did not observe weightbearing.

ASSESSMENT & PLAN:
1. Status post left TKA on 10/11/23. She has had 2+ weeks of PT and that we will continue here. The patient is followed by Providence Home Health and they can provide PT. I think at this point, the patient must take a break and will restart. I told her that the Steri-Strips would fall off on their own when appropriate and she is unclear when there is next followup with Dr. West.

2. Pain management. The patient requests tramadol p.r.n. So, it will be written for 50 mg q.6h.
3. DM-II. The patient is unaware of what her previous A1cs were. So, it is ordered.

4. Hyperlipidemia. Lipid profile ordered. The patient on Lipitor 10 mg q.d.
5. Postop iron deficiency anemia. CBC and if needed then would look at iron studies, but we will start with CBC.
6. GERD. Protonix at dose that she was on at home.
7. History of urinary retention. She is on both bethanechol and Flomax. This might be a postop anesthesia exposure issue. We will try to see at some point we can get rid of the Flomax, but we will leave her on bethanechol for now.

8. General care. CMP, CBC, A1c, and lipid profile.
CPT 99345 and direct family contact 30 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
