


INITIAL EVALUATION

RE: Susan Mercer
DOB: 07/04/1938

DOS: 05/10/2024
Jefferson’s Garden AL

CC: New admit.

HPI: An 85-year-old female in residence since 05/09. She was admitted here from Brookwood Skilled Care where she was admitted 04/17 post hospitalization at NRH HealthPlex where she was admitted and diagnosed with acute myocardial infarction and a pacemaker was placed. The patient is seated in room, her two sons Kevin and, I do not remember the other’s name, were getting in her room together. They gave some input at the end of my visit with the patient and both expressed just wanting their mother to be well taken care of. The patient was seated on couch. She was alert and made eye contact. She gave information as she was able, but at times it took a bit for her to retrieve information. When asked, the patient states that she has had some difficulty getting to sleep; this is not a new issue for her, often after she is able to fall asleep, she will have early-morning awakening and difficulty getting back to sleep. Also, notes that she is having to get up to urinate more so than she has previously and in review there has been no change in her medications. She states her appetite is good, but tells me that she has eliminated chocolate for many years from her diet secondary to food allergy, eggs, she has found in the last six months have caused diarrhea, so avoiding them has alleviated that problem. She states otherwise her appetite is good. As to pain, she has new acute low back pain. It started after her pacemaker placement and she had been told by cardiologist that that may occur. Tylenol taken at 650 mg or 1000 mg has done very little to alleviate the pain and she states that it just affects her sleep as well as her whole day. She is open to prescription pain medication for this.

PAST MEDICAL HISTORY: New gait instability; using a walker, new decreased strength and use of left upper extremity nondominant arm, status post myocardial infarction approximately six to eight weeks, mixed hyperlipidemia, and HTN.

PAST SURGICAL HISTORY: Recent pacemaker placement post MI, cholecystectomy, total abdominal hysterectomy, squamous cell carcinoma of the vulva status post excision, cataract extraction, and bilateral rotator cuff repair.
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MEDICATIONS: KCl ER 20 mEq q.d., enalapril/HCTZ 10/25 mg one p.o. q.d., ASA EC 81 mg q.d., fenofibrate 160 mg q.d., vitamin D 3000 IU MWF and Sunday, and folic acid 800 mcg four days weekly; the patient is unclear of why she is on this medication.

ALLERGIES: ERYTHROMYCIN, MORPHINE, and CHOCOLATE.

DIET: NAS.

CODE STATUS: Was initially advance directive; after discussion, the patient consents to DNR.

SOCIAL HISTORY: The patient was married 36 years, has been a widow for 17 years. She has three children; two sons who live locally and a daughter who lives in Texas. She has a 15 pack year smoking history, has not smoked in about 40 years. Rare social ETOH user in the past. In addition to being a homemaker, the patient was a secretary for many years and worked at the reservation desk for Hertz Car Rental.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient’s baseline weight is 171 pounds.

HEENT: The patient wears glasses. She wears bilateral hearing aids and states she is still hard of hearing and has full dentures that fit securely. The patient is partially blind in her right eye, she peripherally sees shadows.

CARDIOVASCULAR: No current chest pain or palpitations.

RESPIRATORY: Denies cough, expectoration or SOB.

GI: No difficulty chewing or swallowing. No problems with constipation. Diarrhea with certain foods, which she works to avoid.

GU: Nocturia that is new. She cannot recall any recent UTIs or UTIs in general.

MUSCULOSKELETAL: Ambulates; at home prior to her MI, used a cane occasionally for distance and since the MI, she uses a walker to steady herself and states her left arm makes it her balance different. She had a fall in the hospital, but no significant fall history before that or since. Pain: The back pain post MI that has been discussed.

PSYCHIATRIC: She denies depression or anxiety.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished female seated comfortably in her apartment. She was cooperative.
VITAL SIGNS: Blood pressure 130/70. Pulse 85. Temperature 98.1. Respirations 16. Weight 175 pounds.

HEENT: She has short hair that is combed. Sclerae clear. Glasses were in place as were hearing aids. Dentures were secure in their fit. Moist oral mucosa.

NECK: Supple. Clear carotids.
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CARDIOVASCULAR: She had a regular rate and rhythm. She has an early systolic ejection murmur heard at the right and left second ICS. No rub or gallop.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough and symmetric excursion.

ABDOMEN: Soft. Hypoactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. No LEE. She does have limited ROM of her left arm at the shoulder and flexion, extension, and decreased grip strength.

SKIN: Warm, dry, and intact with good turgor.

NEURO: CN II through XII grossly intact. She is oriented x2, has to reference for date and time. Speech clear. Affect congruent with situation. She understands given information. She asked appropriate questions and she stresses things that are problematic for her. Her interactions with her son and her daughter-in-law who came later appear to be very good and affectionate.

PSYCHIATRIC: I think she is generally quiet by nature. There is just a tinge of sadness that is noticeable, but not prominent and the patient just acknowledged that there has been a lot of life change and she had told her daughter it feels like my privacy is gone and I have lost my independence because of medical things that have happened.

ASSESSMENT & PLAN:

1. New patient. Baseline labs CMP, CBC, TSH, A1c, and magnesium ordered. We will review when they are available.

2. New low back pain that limits her mobility and is part of keeping her awake at night. Norco 7.5/325 mg one-half tablet p.o. routine a.m., 2 p.m., and h.s. with a b.i.d. p.r.n. order and we will evaluate efficacy with any side effects at next visit.

3. Cutaneous candida. Nystatin cream to be applied to affected areas, which are under breasts, pannus, and bilateral groin areas and then in a.m. clean area and apply powder to all areas a.m. and repeat at 2 p.m. and continue until resolved.

4. Dietary limitations. No eggs or chocolate; order written to avoid those in diet or foods given to the patient.

5. Leg cramps. The patient states that these started in the hospital and just occur intermittently that are uncomfortable, so Hyland's Leg Cramps medication to be given p.r.n. per package instructions and I will review that with staff when it arrives.

6. Advance care planning. The patient has an advance directive, but I asked about DNR; they had talked about it before, her son stated and the patient does have a signed DNR in her trust, but we do not have a copy of that. They gave consent for me to sign the physician certification given our discussions and the patient stating that she is to be DNR.

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

This report has been transcribed but not proofread to expedite communication

