


INITIAL EVALUATION

RE: LaRue Ingram
DOB: 07/02/1932

DOS: 04/04/2024
HarborChase AL

CC: New admit.

HPI: A 91-year-old female in residence since 03/31/24. The patient was seated in a recliner, blanket around her lap it was noted that her countertop was filled with OTC medications and supplements. The patient was pleasant, cooperative, and able to give information. Her speech was articulate and she knew medical language and when I asked what she had done previously she is a retired RN. The patient when I asked how she was doing brought up pain and she states that unless her pain is managed everything is off-balance and since she has been here her pain has not been managed. She has a pain management doctor who has followed her for sometime and she saw him prior to admission. She has been on tramadol 100 mg four times daily for sometime per her pain management physician. I told her the recommendation for her age group is 300 mg or less daily. She then looks at me and asked if I am questioning what her pain management physician is doing. I told her I wanted to stay within prescribing guidelines. She also then tells me that she has Sjögren’s syndrome and uses Systane ultra drops for her dry eyes and biotin for her dry mouth. She was cooperative able to give information for the most part at times a little dramatic.

PAST MEDICAL HISTORY: Chronic pain syndrome to include C-spine and generalized myalgias, Sjögren’s syndrome currently being treated for UTI, gait instability, history of esophageal strictures requiring dilation Dr. Carl Raczkowski is her GI doctor and then female organ cancer followed by Dr. Joan Walker OU MC. The patient unclear as to the type of cancer.

PAST SURGICAL HISTORY: Cholecystectomy, appendectomy, bilateral carpal tunnel release, breast biopsy, left breast four times all negative, and TAH secondary to cancer. She has received radiation therapy, bilateral cataract extraction and esophageal dilation the last was a couple of years ago though she then retracted she was not clear when.

SOCIAL HISTORY: The patient lived at village on the Park IL nine years, the move here was at the encouragement of her son feeling that she needed more assistance with care. The patient is a retired RN. She is a non-smoker and nondrinker.
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She has one child her son Michael who is her POA and he is also a nurse manager with McBride Clinic OKC. The patient was widowed in 2015 after 50 years of marriage and was quiet in describing that.

MEDICATIONS: Going forward will be tramadol 100 mg routine 6 a.m., 12 p.m., 6 p.m., and midnight, Systane Ultra eye drops two drops per eye q.6h. p.r.n., biotin oral drops two q.4h. p.r.n., Prilosec 20 mg q.d., Bactrim DS one p.o. b.i.d. to be completed on Saturday 04/06, and Zofran 4 mg q.4h p.r.n.

CODE STATUS: After discussion with the patient who has a living will which is at home somewhere in paperwork. We discussed code status. She is familiar with DNR and states that is what her wishes are and she was in agreement with DNR form completion.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight is 115 to 120 pounds.

HEENT: She wears glasses occasionally. She has bilateral hearing aids. She is very hard of hearing without them. Native dentition. No difficulty chewing or swallowing at this time. She has a history of esophageal strictures requiring dilation. She is not sure how long it has been but she thinks it has been a couple of years.

CARDIAC: She denies chest pain or palpitations.

RESPIRATORY: No cough, expectoration, or SOB.

GI: Intermittent nausea and responding to Zofran. No emesis. She denies constipation. She is continent of bowel.

GU: Incontinent of urine. She has a current UTI but denies having frequent UTIs.

NEURO: She notes some decline in her memory but does not focus on it very much and acknowledges she was unhappy about having to leave IL. She did not see herself as needing to have more assistance as her son did.

MUSCULOSKELETAL: She says that she has pain all over all the time and starts by saying that she has a right side sciatica. She has had low back pain for years. She has chronic neck pain. Tramadol is currently used and is effective for her pain previously seen by pain management physician Dr. Donald Kim who prescribed her tramadol 100 mg q.6h. routine. She has previously had ESI injections of her low back with minimal benefit. The patient had a fall about two weeks ago. CAT scan was done that showed a vertebral compression fracture she does not know location.

GU: She has a female cancer, she put it she is not sure exactly where but had surgery to remove everything. She states she had radiation therapy but she is not having chemotherapy. Followed by Dr. Walker OUMC has followup but did not recall the date.

PHYSICAL EXAMINATION:

GENERAL: Frail chronically ill appearing female and recliner with blanket all around her.
VITAL SIGNS: Blood pressure 98/54. Pulse 81. Temperature 98.9. Respirations 17. Weight was 103 pounds.
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HEENT: She has short hair that was brushed back. Sclerae clear. Nares patent. Lips are dry but moist oral mucosa. Native dentition in fair repair.

NECK: Supple. No LED. Clear carotids.

CARDIOVASCULAR: She has a regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough and symmetric excursion.

ABDOMEN: Flat and bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength did not observe weightbearing. She has no lower extremity edema. Intact radial pulses. She described some tenderness to palpation of large muscle groups.

SKIN: Dry and flaky on her legs but intact. There was no bruising or skin tears noted. Skin had an overall dull appearance.

NEURO: She makes eye contact. She is verbal. Speech is clear as to gather her thoughts then seems to think about what she said and will correct or add to what she said. She appears to understand what others are saying to her and when she speaks she frequently uses a lot of medical terminology in context.

PSYCHIATRIC: She is very matter-of-fact able to give information and then wants to move on she get through things does not seem overly emotional but expresses that she thought she was fine where she was previously. Affect was generally bland.

ASSESSMENT & PLAN:

1. Chronic pain management. Tramadol 100 mg q.6h routine stain consistent with the directions from her pain management Dr. Donald Kim.

2. Frequent nausea. Zofran 4 mg q.6h. p.r.n. and patient is capable of asking for it.

3. Sjögren’s syndrome. I have written for Systane eye drops and biotin oral drops with instructions on use which patient is familiar with and she can self administer.

4. General care: CMP, CBC, and TSH ordered.

5. Advanced care planning discussed with patient, DNR status and she agreed that is what her wishes were so DNR form completed and placed in chart.

6. Social. I spoke to her son/POA Michael Ingram explained all of the above. He was appreciative that I addressed the DNR and I also mentioned to him that we are going to get her out to do more social activity and he said that was his biggest concern and the reason for the move for village on the Park to here. There are other things that were discussed as well and I need to put up on the body of the thing that hospice is Traditions Hospice.

CPT 99345 and direct POA contact 20 minutes and advance care planning 83.17

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

