


INITIAL EVALUATION

RE: Carol Egger
DOB: 09/11/1936
DOS: 02/14/2024
Rivendell AL
CC: New patient.

HPI: An 87-year-old female seen, she was sitting up in her recliner in their living room; both she and her husband have brand-new recliners and I sense that they probably sleep in them despite the fact that they each have their own bed in the bedroom. She was napping, but awoke and was very pleasant and interactive. Her husband was also attending to what we were saying though he managed to keep out of it and did not say anything until I asked him a couple of questions.

PAST SURGICAL HISTORY: Cochlear implant and the patient could not recall any other.

Then, other events, the patient had a visit to INTEGRIS ER on 02/09. She fell in her room and sustained a laceration of her right lower extremity. There was a lot of bleeding, so sent to ER for control of that and taking care of the laceration. During a hospitalization prior to 02/09, the patient was hospitalized at INTEGRIS SWMC for a fall in room. She stated that she was just getting up on her own and thought she would be fine to reach her walker, but she was not, she sustained a superior right pubic pelvic fracture and a sacrum fracture. Further information will be given when information from the hospitalization is obtained.
ALLERGIES: NKDA. She has a food allergy to fish which she ate here unsuspectingly and developed a full-blown rash.
MEDICATIONS: MVI q.d., Allegra 180 mg q.d., Flonase two sprays q.d., Gemtesa 75 mg q.d., IBU 800 mg q.d., MiraLAX q.d., Singulair q.d., Zoloft 75 mg h.s., B12 1000 mcg q.d., Tylenol 500 mg two tablets q.a.m., Eliquis 2.5 mg b.i.d., Colace 100 mg b.i.d., Norco 5/325 one p.o. q.8h. p.r.n. and the patient states that she has used this more than ibuprofen, and guaifenesin ER 1000 mg q.12h. p.r.n.; the patient did not know what that was or what it was for.
DIET: Regular with Ensure b.i.d. which the patient states she does not drink as they make her stomach feel full.
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CODE STATUS: Full code. I did discuss this with both of them.

SOCIAL HISTORY: She and her husband have been married decades; they did not say anything further. They have a son and daughter with co-POA status and that would be Jamie and Shaun. The patient worked for the Oklahoma Environmental Conservation Department, retired in 1995. Nonsmoker. Nondrinker.
FAMILY HISTORY: Noncontributory. The patient is an only child.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: She states that prior to the events that began January 4, when she fell and ended up in the hospital and that was the hospitalization we have records from, she weighed 120 pounds and is aware that now she weighs 94 pounds.
HEENT: She wears glasses and is hard of hearing, but a cochlear implant in place and has improved that per her husband and she has permanent dentures.

CARDIAC: She denies chest pain or palpitations.

RESPIRATORY: No cough, expectoration or SOB.

GI: She has occasional constipation, but it is managed with docusate.

MUSCULOSKELETAL: She can be unsteady. She has a wheelchair for transport, but has fallen when she attempts to self-transfer from chair to wheelchair.
NEURO: There are memory deficits noted by husband. She does not seem aware of them and was surprised that that was brought up.

PSYCHIATRIC: She denies any anxiety, but she has had depression in the past and sleeps through the night without any difficulty.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female seated who was pleasant and cooperative.
VITAL SIGNS: Blood pressure 132/84. Pulse 97. Temperature 97.1. Respirations 14. O2 saturation 95%. She is 5’2” and weighs 94 pounds.
HEENT: Her hair is pulled back. She has her glasses on. Sclerae clear. Nares patent. Moist oral mucosa. Native dentition in good repair. Clear carotids. No LAD.

CARDIOVASCULAR: She has an irregular rhythm. No murmur, rub or gallop. PMI is non-displaced.

RESPIRATORY: She has a normal effort and rate, but her normal effort is her best, but she has decreased bibasilar breath sounds secondary to a limited respiratory effort. No cough.

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

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She has no lower extremity edema. She moved her arms in a normal range of motion, but overall she appears just frail.
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SKIN: Dry and there is flakiness noted which she attributes to eating fish last night and she states it has been quite itchy that she scratched all through the night. There are areas of excoriation noted, but no skin breakdown and that is on her face, her neck, her arms and her chest wall. She also has a necrotic tissue on her heels, pressure wounds on both heels significant and is currently receiving wound care from facility staff. She also has a wound on her bottom.
NEUROLOGIC: CN II through XII grossly intact. She is oriented x2-3. Today, she was x3 and stated she knew the date because her husband had told her it was Valentine’s Day. She is able to give information, but when she is talking she becomes quite tangential and is talking about something completely different and she is unaware that when I redirect her. Clear short and long-term memory deficits.

PSYCHIATRIC: She is pleasant in almost a terse manner. She stated that she always wants to do well and I told her that I just wanted to learn who she is and _______, so she could just be herself, but she is guarded initially about information given and then she acknowledges that she does not remember a lot of things and seems surprised that I mentioned dementia.

ASSESSMENT & PLAN:

1. Gait instability with falls. I would like to have PT and OT for the patient, I brought this up to her, she did not seem objective, but not very excited and I told her the benefits that she could have like not falling, being able to move more freely. So, I am going to request Select Home Health PT and we will talk with them prior to seeing her.

2. The patient needs home health. I am going to write order for Select Home Health and they would also then provide therapy PT/OT.

3. General care. The patient had a CBC and CMP in January which was basically normal, so we will wait before doing baseline labs.

4. DNR. I talked with both of them frankly. Her response to a DNR is that she wanted them only to do DNR when they did everything and it was not working, so then they could stop and I explained to her what DNR means and what CPR is actually like and the outcome for her.

CPT 99345 and direct family contact 30 minutes and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

