


INITIAL EVALUATION
RE: Linda Walts
DOB: 11/24/1944
DOS: 02/07/2025
Radiance AL
CC: New admit.
HPI: An 80-year-old female admitted to the facility on 02/05/25 coming here from her home in Edmond. The patient was seen in room sitting up on her bed. She was alert and engaging, told staff that she wanted to meet the two people who were her choices for who would follow her medically. So, I went in and I was introduced to her and I told her that I was the physician that came here and so she asked me to sit down and we just started talking about her medical history; she has evident degenerative rheumatoid arthritis. She talked to me about pain and how it is a constant in her day-to-day life. She is currently on hospice and voiced displeasure at not being able to follow up with some of her subspecialists. I asked her if that being the case why she opted for hospice versus home health, which she had been on with the same group Complete Home Health and now Complete Hospice. She told me that her pain management was improved with a switch to hospice and it was told that home health would not address her pain medication that that would be up to her physician and somehow that has changed now that she is on hospice. In any event, I told her that home health or hospice that her pain could be managed by a physician to meet her needs, it is not hospice that determines that. She is able to give information, is clear about her medical issues and voices displeasure or concerns about different things.
PAST MEDICAL HISTORY: Rheumatoid arthritis, O2-dependent COPD, coronary artery disease, atrial fibrillation, history of DVT with PE, history of MI, chronic pain, mild intermittent asthma, HTN and GERD.
PAST SURGICAL HISTORY: Total dental extraction, sinus surgery x2, hysterectomy, several vertebral compression fractures; status post vertebroplasty, Dr. Douglas Beall, bilateral ankle fusion and right total knee replacement, multiple toes have been fused and she had an ovarian cyst rupture that led to infertility and adoption of she and her second husband’s son Patrick.
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MEDICATIONS: Albuterol nebulizer treatments q.6h. p.r.n., PreserVision one capsule b.i.d., D3 5000 IU q.d., Colace one capsule q.d., folic acid 1 mg q.d., Lasix 20 mg q.d., guaifenesin 600 mg two tablets b.i.d. and a note on this patient states that this medication is obtained from Sherry’s Pharmacy Edmond and it is compounded, latanoprost one drop OU h.s., lisinopril 40 mg q.d., Asmanex HFA two puffs b.i.d., Protonix 40 mg b.i.d., KCl 10 mEq q.d., prednisone 20 mg q.d., Prevagen one tablet q.d., MSER 30 mg one p.o. q.12h., oxycodone 30 mg one tablet q.4h. p.r.n. is now changed to q.4h. routine and oxygen 2 to 4 liters per nasal cannula p.r.n.
ALLERGIES: TAPE, ASA, LIDOCAINE and GADOLINIUM.
DIET: Regular and I am adding order for minced protein with gravy or sauce on the side.
CODE STATUS: DNR.

SUBSPECIALISTS: Dr. Craig Carson, rheumatology; Dr. Katherine Little, pulmonologist; Dr. Aleicia Mack, cardiologist; and Dr. Hampton, ophthalmologist.

SOCIAL HISTORY: The patient has been married twice; her first marriage was 6½ years ending in divorce. Her second marriage was approximately 45 years. Her husband passed away 04/03/2020; it was COVID related. She stated that they had both come to an understanding of the other’s wishes and neither wanted aggressive measures at end-of-life and she made the decision to not put him on a ventilator when he was in respiratory distress. So, she states that she thinks about him often. The patient worked in a secretarial capacity. She worked for Pfizer in Chicago for the majority of that time and retired in the 1990s.
FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient’s baseline weight is about 140 pounds.

HEENT: Wears glasses for reading and driving and acknowledges she will not be driving while she is here. Has full upper and lower dentures that fit securely and is having new dysphagia with liquids. Denies dysphagia to pills or food though meat can be problematic.

CARDIAC: She has the occasional sense of fibrillation of her heart and states that she just sits quietly and kind of lets it run its course. She denies any pain or significant SOB.

RESPIRATORY: She is now on continuous O2 at 3 liters and she has a nebulizer that she uses for her DuoNebs that she just keeps at bedside.
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GI: Dysphagia as noted to liquids. Dyspepsia is managed with Prilosec. Continent of bowel. Denies constipation, but tells me that her normal bowel pattern is to have a movement every 4 to 5 days. She denies that it bothers her and she does not view it is constipation, is open if I think she needs to take something to change that.
GU: She has increasing bladder incontinence to the point where it is almost plain incontinence. Wears adult briefs. Denies any history of UTIs.

MUSCULOSKELETAL: Pain is a constant for her and would like to have an improvement in its management. She has used a walker three years for distance. Has a wheelchair and is transported. Last fall was late 2022 or early 2023 and that was when she had the vertebral compression fracture.

PSYCHIATRIC: She denies any significant depression. Occasional anxiety as it relates to her overall health.

NEURO: She states that she notes at times she has difficulty recalling names or forgetting what she wants to say and some of that she attributes to age and other that she knows that it is just a change that comes with age and her health. Sleep pattern, the patient states that she has difficulty falling asleep and other times difficulty getting back to sleep once she has fallen asleep and has not tried any sleep aids.
PHYSICAL EXAMINATION:

GENERAL: The patient seated quietly in room. She was well groomed, alert and cooperative.
HEENT: She has short hair. EOMI. PERLA. Anicteric sclera. Conjunctiva mildly injected, but no drainage. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids.

CARDIOVASCULAR: She has an occasional regular beat at a regular rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. She has symmetric excursion to bases. Lung fields relatively clear. No cough and no DOE noted as she moved about room and no SOB with speech.

ABDOMEN: Slightly protuberant and nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: The patient is ambulatory in room moving about in small spaces without a walker, but for distance she uses her walker routinely and she has a wheelchair in which she is transported for distance such as from room to the dining room. The patient has notable disfiguration of PIP and DIP both hands and notable limitation bilateral; these changes are all secondary to chronic moderate to severe rheumatoid arthritis.
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NEURO: CN II through XII are grossly intact. The patient is alert and oriented x3. Speech is clear. She can voice her needs, ask appropriate questions. Affect congruent with situation and it is clear that she understands given information. Her biggest concern is having her pain management be adequate given her severe long-standing rheumatoid arthritis. She did not appear to be drowsy or have any compromise in her cognitive state due to pain medication.

PSYCHIATRIC: Affect congruent to situation. She appears to be in good spirits. She is comfortable sharing her history and sincere in voicing her concerns about her pain medication being adequate, so that she can function given her RA limitations.

ASSESSMENT & PLAN:
1. Moderate to severe rheumatoid arthritis of many years. The patient currently has MSER 30 mg, which we will continue q.12h. at 9 a.m. and 9 p.m. and her oxycodone 30 mg, which is currently one tablet q.4h. p.r.n., but not given with regularity, which is the patient’s concern and that will be changed to one tablet q.4h. routine; we will monitor for the first week to assess adequate coverage of her pain without compromise to alertness or cognition and changes can be made as needed.
2. Sleep disorder. The patient has issues with both falling asleep and then maintaining sleep. She has not used any sleep aid to her awareness, so I am starting with melatonin 5 mg two tablets p.o. at 7 p.m. and we will give a week to see how that works for her; if it is too sedating, we will cut back to one tablet; if it is not effective at 10 mg, we will add trazodone 50 mg h.s. and monitor for benefit and increase to two 50 mg tablets as needed.
3. Mild dysphagia. The patient has had some difficulty chewing meat and chicken etc., so I am ordering a regular diet, but with minced protein and gravy or sauce on the side.
4. COPD/asthma. The patient has O2 per nasal cannula at 2 to 4 liters, so I told her that we will go at 3 liters routinely on a p.r.n. basis and she will have albuterol nebulizers routinely b.i.d.
5. General care. Baseline labs of CMP, CBC and thyroid profile ordered and we will review with the patient at next visit.
CPT 99345
Linda Lucio, M.D.
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