


INITIAL EVALUATION

RE: Sharon Short

DOB: 06/14/1955

DOS: 05/15/2024

Rivendell AL

CC: New admit.
HPI: A 68-year-old female in residence since 05/06/24. This is my first meeting with her. She was seen in room and was cooperative, initially a little bit guarded but then relaxed. Information gleaned is input from the patient and then speaking with her daughter/co-POA Erika Mahaney. The patient has recently moved to Oklahoma City from Arkansas as her only child Erika lives locally and wanted her mother to be near her so that she could assist with any medical issues that she had. I did get to speak to Erika at length we reviewed her mother’s history to include medications. With me in room the patient did relax and she was able to give information. She has speech deficit status post a traumatic brain injury during hospitalization, which I will explain later.

DIAGNOSES: Status post liver transplant 13 years ago secondary to hep-C related cirrhosis and central pontine myelinolysis secondary to hyponatremia, history of migraine headaches, major depressive disorder, GERD and osteoporosis.

PSH: Liver transplant 13 years ago at Jewish Hospital in Kentucky, cholecystectomy, left knee replacement, toe tendon release left foot, left hip fracture with ORIF, left wrist fracture  surgical repair, and right dominant hand fracture.

DIET: Regular.

ALLERGIES: Codeine which causes and Mobic GI intolerance.

CODE STATUS: The patient has an advanced directive and we will write for DNR per daughter’s consent.

MEDICATIONS: Fosamax one tablet q. week, amitriptyline 25 mg h.s., cholestyramine 4 g q.d. at noon, cyclosporine 25 mg two tablets (50 mg) p.o q.a.m and three tablets (75 mg) q.p.m., Protonix 20 mg q.d., propranolol 40 mg b.i.d., Topamax 50 mg one and half tablets q.d., vitamin D 2000 units q.d., melatonin 10 mg h.s, will be clarified to 7 p.m., probiotic q.d., doxycycline 100 mg q.d. per urologist in Kentucky, UTI prophylaxis and Tylenol p.r.n.
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SOCIAL HISTORY: The patient has been married twice, first marriage is where daughter Erika came from and her second marriage to Gary Short whom she states she has recently divorced. He remains in Kentucky and he shares Co-POA responsibilities for the patient with Erika. The patient is nonsmoker and nondrinker. The patient worked as a street light maintenance person. She was the first female lineman for Pacific Gas & Electric in California and she has recently relocated to Oklahoma to be near daughter.

REVIEW OF SYSTEMS:
Constitutional: She states she feels she is at her baseline weight and does not know the exact number.

HEENT: She wears glasses. She hears without hearing aids. Native dentition in good repair.

Cardiovascular: No chest pain or palpitations.

Respiratory: No cough, expectoration or SOB.

GI: No dyspepsia. No difficulty chewing or swallowing. She is continent of bowel. No diarrhea, which she attributes to the use of cholestyramine.

GU: She does have urinary leakage primarily at night.  She has a history of “UTIs”. The patient would as she describes today urinate a lot and states that is a UTI. Husband would take her to the doctor or urgent care and she would get a UA given antibiotics and this continued to be repeated. She saw urologist for urinary incontinence and states she was not given medication for it and was disappointed.

Musculoskeletal: She ambulates with a walker. She has a wheelchair for distance. Denies any recent falls. Daughter states she will occasionally trip over her feet, but catches herself or just will pop into a chair.

Skin: No history of rashes, easy bruising or breakdown.

Neurologic: Post liver transplant. The patient had significant hyponatremia with over correction causing central pontine myelinolysis. The patient was in a coma for several months and had a very slow and gradual awakening and had to relearn every thing how to walk, talk, feed herself, etc. Her dysarthria and gait instability are result of the CPM. The patient sleeps good and has a good appetite. Denies any significant pain and fairly independent in all ADLs and does require some assist getting ready for shower.

PHYSICAL EXAMINATION:
GENERAL: Well developed and nourished female sitting in room. She was pleasant and cooperative.

VITAL SIGNS: Blood pressure 129/82, pulse 66, respirations 18, and weight 168 pounds.

HEENT: She has short hair that is combed back. Sclerae clear. She wears glasses Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple. Clear carotids. No LAD.
CARDIOVASCULAR: She has regular rate and rhythm without murmur, rub or gallop. PMI is nondisplaced.
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RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

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

MUSCULOSKELETAL: Intact radial pulses. She has trace bilateral lower extremity edema. Moves arms in a fairly normal range of motion. She is weightbearing and uses a walker for ambulation.

SKIN: Warm, dry and intact with fair turgor. No bruising, breakdown noted.

NEUROLOGIC: CN II through XII grossly intact. She is alert and makes eye contact.

Verbal and tries to explain herself and it takes a while at times to get things out. She has dysarthria. She appears to understand given information and ask appropriate questions and will correct herself.
PSYCHIATRIC: Appropriate affect and demeanor. She was serious for most of it and seemed to relax and share a sense of humor regarding her ex-husband.

ASSESSMENT & PLAN:
1. History of liver transplant on chronic immunosuppressant. Daughter is going to establish her with a hepatologist here in Oklahoma and obtain records from Jewish Hospital in Arkansas.

2. History of central pontine myelinolysis, awkward gait and primary use of wheelchair for transport and mild dysphasia.

3. GU. The patient reports increased urination and states she thinks she has a UTI because of that and apparently sought treatment for UTIs based on excess urination. She was evaluated by urologist in Springfield Arkansas however no information regarding that.

4. Social. I spoke with her daughter at length. She and stepfather are co-POAs for the patient and she consents after discussion about her mother’s advanced directive which she has reviewed to a DNR signed and placed in the patient’s chart to respect her AD request.
5. General care. CMP, CBC and TSH ordered.

6. Disordered sleep pattern. Melatonin is rewritten to give 10 mg at 7 p.m.

7. Medication review. The patient wants calcium discontinued as she cannot swallow it. She also states she does not need the Flonase or the estrogen cream. I will leave that on board to see if the patient changes her mind.
8. GI issues. Cholestyramine is changed to b.i.d per the patient’s request stating that is how she took it home.

CPT 99345. Advance care planning 83.17 and direct POA contact 30 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

