


INITIAL EVALUATION

RE: Wilma Bennett

DOB: 05/15/1927

DOS: 04/19/2023

Rivendell MC

CC: New admit.
HPI: A 95-year-old in residence since 04/12/23 seen today. Her daughter/POA Cherie Pope was present. Notable is a persistent wheezing type cough that she has had. The patient was diagnosed with COVID 03/26/23 asymptomatic so it was not treated at that time but since this cough has developed the patient states that occasionally it will be dark yellow sputum and daughter confirms that today she was not able to expectorate. Information gathered is from daughter and chart. The patient was widowed in 2012 and continued to live in home by herself with daughter giving some assistance and then in June 2012 daughter had her move-in full time. The patient was no longer able to manage accounts regarding bills and was confused about how to do laundry and cook so she would only eat things like bread, which did not require preparation and was not taking her medications. After she moved in with her daughter in June 2022 September her dementia progressed with behavioral issues beginning to manifest. She was angry at daughter and would try to leave the house and then at night was not sleeping and would wander around her daughter’s home. She was taken to OU Geriatrics and evaluated there and given a formal diagnosis of dementia in December 2022. Initially thought to be Lewy body dementia per MRI findings, but then was just labeled dementia. A medication regiment of trazodone and Seroquel at h.s. has stopped the wandering at nighttime. She sleeps through the night and the patient had been having very vivid and uncomfortable or frightening dreams and those have abated as well. The patient was admitted to NRH on 03/16/23 after a mechanical fall at home and she sustained a comminuted nondisplaced right hip fracture. It was also documented that she has chronic lumbar vertebral compression fractures at L2 and L3 with 80% height loss and head CT showed no acute intracranial changes. CXR WNL. The patient also underwent ORIF of her right hip. She went to Grace SNF in Norman admitted there on 03/21/23 and admitted here from there and it was at this facility that the patient was diagnosed COVID positive on 03/26/23 and this is following up by a few days her roommate who was COVID positive.
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PAST MEDICAL HISTORY: Alzheimer’s disease, hypothyroid, overactive bladder was on a trial of Myrbetriq, which was part of causing bad dreams so that medication was discontinued, orthostatic hypotension, allergic rhinitis, macular degeneration and status post bilateral corneal transplants with lens implanted, chronic bilateral wrist pain secondary to osteoporosis and DJD bilateral knees.

PAST SURGICAL HISTORY: Skin cancer removal, partial thyroidectomy, left corneal transplant, status post ORIF of right hip 03/18/23 Dr. Jeremy Maupin, orthopedist.

ALLERGIES: PCN.

DIET: Regular NAS.

MEDICATIONS: ASA 325 mg b.i.d, PreserVision q.d., trazodone 50 mg h.s,, Seroquel 12.5 mg h.s., Azelastine nasal spray b.i.d., MiraLax q.d.. Namenda 10 mg q.d., levothyroxine 112 mcg q.d., Muro eye drops OU h.s., midodrine 5 mg b.i.d., fluorometholone eye drops left eye q.a.m., and Tylenol 325 mg one p.o q.d.

SOCIAL HISTORY: Widowed since 2012. She had three children. Two sons are deceased. Daughter Cherie is POA and involved in her mother’s care. The patient retired from Western Electric after many years.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:
Constitutional: Her baseline weight is 120 pounds.

HEENT: She wears glasses. She has bilateral hearing aids that she generally wears right now they are at her daughters but she plans to bring them as she sees her mother is becoming more alert and has full dentures.

Respiratory: She has had this persistent cough post COVID and she states it is better than it had been and denies SOB.

Cardiac: No chest pain or palpitations. BP generally well controlled. No significant orthostasis noted recently.

GI: Appetite fair. No dyspepsia. Continent of bowel.

GU: She has urinary leakage. Urge incontinence, but she can tell at times when she has to go and if she can get there she will toilet.

Musculoskeletal: Right now she is in a manual wheelchair that she can kind of rock back and forth.
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PHYSICAL EXAMINATION:

GENERAL: Frail elderly female who is pleasant and cooperative.

VITAL SIGNS: Blood pressure 116/67, pulse 100, temperature 98.2, respirations 18, and O2 sat 92% and weight 118.4 pounds.

HEENT: She has full thickness hair. Corrective lenses in place. Conjunctivae clear. Nares patent. She had moist oral mucosa. Secure fitting dentures.

NECK: Supple.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds with wheezing bilateral heard. She acted as though she was expectorating, but she could not get anything out and has had no nasal drainage noted.

CARDIOVASCULAR: Regular rate and rhythm. No rub or gallop noted. PMI nondisplaced.

ABDOMEN: Flat and nontender. Bowel sounds present without masses.

SKIN: Decreased integrity, but no breakdown noted.

MUSCULOSKELETAL: Generalized sarcopenia bilateral lower extremities. She has +1-2 edema the dorsum of her feet and ankle with distal pretibial area being about +1. Daughter states it has improved from what it was after the fracture. She has high socks in place.

NEUROLOGIC: CN II through XII grossly intact. She made eye contact. Her speech was clear. She is HOH affecting communication, but when she hears she gives appropriate answers to questions. Affect is congruent with what she is stating. Orientation x1-2. She knows generally that she is in Oklahoma, but does not know why she is here.

PSYCHIATRIC: Her affect is appropriate for initial contact and in fact she is quite pleasant, but there is some confusion noted and she at times has bit of loss look about her.

ASSESSMENT & PLAN:
1. Alzheimer’s dementia without BPSD. The patient is stable just want to orient her to facility and reassured her that she can ask anyone that she sees working here question or help if needed.

2. Post COVID persistent cough. Medrol Dosepak take as directed, azithromycin or Z-PAK also take as directed and Robitussin-DM 10 mL q.6 routine x1 week.

3. Bilateral lower extremity edema. Torsemide 40 mg q.d. with Effer-K 10 mEq q.d. and we will look at compression wraps for lower extremities as needed.

4. Status post right hip fracture with ORIF. PT and OT will start once F2F is received. The patient is currently in a wheelchair that she is able to propel using her feet, but she is slow and doing so. She was previously ambulatory and her desire is to be able to have some ambulation even if it is with an assistive device. She had no significant fall history prior to the fall that resulted in a fracture. Pain is managed at this time.
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5. Vertebral compression fractures. The patient deferred kyphoplasty and this may also be contributed to decline in mobility so again I think therapy would help to address that.
6. Macular degeneration. She has an improvement in her vision but she started with a baseline of 800 and her vision has been significantly improved.

7. History of hallucination with night terrors that has been addressed effectively with the combination of trazodone and Seroquel at h.s. and stressed that continue.

8. General care. CMP, CBC and TSH ordered.
CPT 99345 and direct POA contact is 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

