


INITIAL EVALUATION

RE: Frances Shoumaker
DOB: 12/01/1933

DOS: 02/26/2025
The Harrison AL

CC: New admit.

HPI: This patient is a 91-year-old female seen in apartment that she shares with her husband. Initially, she was standing using her walker. She has a boot on her left foot where she sustained a bone fracture putting on a shoe. She was a bit irritable and wanted to sit down and so we contacted. She had already used her call light to get someone to help her and they did finally get there. She was in a much better place when she was seated in her chair. The patient was focused on pain stating that she has it every day throughout the day and what she is taking now is not really helping her. Son states in the past she was given Norco, muscle relaxants, and some other things that he said seemed to help her but at times she would get drowsy and so they were concerned about that. Prior to the patient being seen her son/POA Byron gave me history on patient. So, the patient has a history of hyponatremia, which is led to two ER visits and a hospitalization one situation she was hallucinating and throwing up and son related that to what she had been like the first time she had low sodium so she was taken to the emergency about St. Anne’s and admitted to the hospital they also diagnosed her with a UTI. The patient had an MRI done, which showed that she had a series of mild strokes and she remained there one week and from there went to Mercy Rehab inpatient x3 weeks. The patient was discharged from there to come here. The broken most likely metatarsal on her left foot occurred about three weeks ago and she remains in the boot. She is followed by Dr. Hardison orthopedics who states that she can weightbear on that booth and she has a followup appointment with him on 03/11. The patient is followed by Traditions Home Health and is receiving PT through them. Son had explained this to me earlier that felt like the therapy was not enough to really make a difference much of it is sitting down and having her move different ways that are monitored. When I asked the patient if she thought that she was getting anything from the physical therapy she very quickly said yes and I said how so and she said I am moving my leg and moving it from my hip and different ways so that it does not hurt my foot and she stated she felt stronger so son was present did not say anything.

PAST SURGICAL HISTORY: Right foot surgery x3 they were all bunionectomies, right shoulder replacement, bilateral cataract extraction, partial hysterectomy, and left hand surgery. She has severe osteoarthritis and it was addressing those issues.

Frances Shoumaker

Page 2
SOCIAL HISTORY: The patient and her husband married 73 years they have four children clearances POA. She was a homemaker and then worked in clerical positions as her kids got older and in a store in a mall. She was a nonsmoker and only occasional drinker.

MEDICATIONS: Tylenol 650 mg p.o. routine q.a.m. and h.s. and then an overnight dose as needed. The patient was admitted on Tylenol one tablet q.6h p.r.n. and patient dose a recall to ask for things. ASA 81 mg q.d., methocarbamol 500 mg q.8h p.r.n., Lipitor 10 mg h.s., Aricept 10 mg q.a.m., Lexapro 10 mg q.d., folic acid 1 mg q.p.m., labetalol 100 mg b.i.d., levothyroxine 112 mcg, losartan 25 mg at 6 p.m., calcium 625 mg b.i.d., metoclopramide 5 mg t.i.d., Protonix 40 mg q.a.m., NaCl tablets 1 g t.i.d., and Flomax q.p.m.

ALLERGIES: NKDA.

DIET: Healthy heart with thin liquids and Ensure one can q. afternoon.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her baseline weight per son is 115 pounds.

MUSCULOSKELETAL: She has a bad left knee and bad left shoulder that limit her activity and are source of chronic pain.

HEENT: She wears glasses. She does not have hearing aids but her hearing is decreased and son states the issue of seeing somebody for hearings is brought up and she said she needed to do that. She has a partial upper plate. The patient has steroid injections every three months in her left knee and then her left shoulder. She alternates each visit is one joint versus the other. Her next followup appointment with Dr. Hardison is 03/12. The patient has been seen by pain management physician in the past. She was given Norco and ibuprofen patch, which both seem to help. I am not clear why she is not continuing the Norco except that it may have been discontinued while in Mercy Rehab.

GU: The patient wears adult brief has some urinary leakage in the past. She has had urinary retention. She toilets herself for BMs. She also was referred after being impatient and we had to see a Dr. Khan nephrology and son states they saw him he got labs on her and they have never heard from him or had returned calls asking about the labs and there were also concerned about her sodium level because of her history of hyponatremia they did finally went to St. Anthony’s and had lab and her sodium was 140. In the past, prior to her metatarsal left foot fracture she ambulated with a walker. This year her son reports that she has had four to five falls and she acknowledged that she had also fallen and sprained her ankle some time ago.
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PHYSICAL EXAMINATION:

GENERAL: Frail chronically ill appearing female seen initially sitting in a wheelchair with boot on her left foot and then when she got into a chair that she could recline in and put her feet upon she seemed to be in much better spirits.
VITAL SIGNS: Blood pressure 142/65. Pulse 60. Temperature 98.6. Respirations 18. O2 saturation 93%. The patient is 5’4” and stated she weighed 99 pounds. There is not a weight that is a part of the information I was given.

HEENT: She has short hair. EOMI. PERLA. Nares patent. Slightly dry oral mucosa.

NECK: Supple and clear carotids. No LAD.

CARDIOVASCULAR: She has a regular rhythm with a systolic ejection murmur that radiates throughout the precordium.

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

ABDOMEN: Flat, nontender, and bowel sounds present.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She has no lower extremity edema. She has severe osteoarthritis of both hands it is noted at all the MCPs, PIP, and DIPs. There is a deformity change and Heberden’s nodes. She denied a diagnosis of rheumatoid arthritis. She is right hand dominant so she can still use that hand her left hand. She has contractures of her third and fourth digit with the fourth digit digging into her palm so she makes a little pick tissue cuts it into squares and then uses that between her fourth digit nail and the palm of her hand to prevent skin breakdown, which said she has had in the past.

NEURO: CN II through XII grossly intact. The patient is initially alert. She was actually quite irritable for a while. Her son had warned me about that this afternoon that she seems to be much more irritable with everyone since being discharged from inpatient rehab so she was able to give information at times limited but she could speak up on her own behalf. She made eye contact. She made a clear when she wanted to tell me something up for me to be listening to just her family. With time she seemed to relax overall a bit more. I acknowledged what looked like very severe osteoarthritis and I told her I was that is just got to be very uncomfortable and she said she has pain all day so my acknowledging her seemed to relax her and she seemed to fit just be more comfortable.

PSYCHIATRIC: The patient seemed to relax and become less irritable when I sympathized with her with the struggles that she has had with the arthritis and then this fracture and I think she sensed I was serious and so she became more part of what was going on instead of being irritable about what was going on. I told her we are going to do somethings different to help her pain and she was in agreement.

ASSESSMENT & PLAN:

1. Chronic pain secondary to severe polyarthritis. Methocarbamol 500 mg will now be routine one to be given in the morning at bedtime and at 3 a.m. The patient states she awakens around that time because she hurts and then cannot go back to sleep and the methocarbamol helps so we will be doing that along with Tylenol 650 mg one p.o. routine q.a.m., 3 p.m., and 9 p.m.
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2. Difficulty chewing. The patient states that the meat is difficult to chew it is too big and she has to have other staff come and help cut her meat so I told her I will change her diet to regular but with chopped meat or minced meat and gravy on the side and she is in agreement with that.

3. General care. CBC, CMP, TSH, and lipid profile are ordered for baseline labs.

4. Advance care planning. I talked with her son about DNR and so he is going to speak with both of them if they want their advanced directive to be also a DNR and if they do not understand him then I will talk to them privately.

CPT 99345 and direct POA contact 45 minutes and advanced care planning 83.17.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

