


INITIAL EVALUATION

RE: Carolyn Stafford

DOB: 10/06/1936

DOS: 06/14/2023

Rivendell MC
CC: New admit.

HPI: An 86-year-old in residence since 06/09/23, admitted from Grace Skilled Nursing & Therapy where she was admitted 03/30/23 post hospitalization for a fall in the assisted living in which she resided. That fall led to a periprosthetic fracture of the left hip total replacement and she underwent ORIF with Dr. Maupin doing a femoral plate and cabling and the patient was nonweightbearing for about six weeks. When the patient was seen, she was in her room seated in a wheelchair, came out with me agreeably and was pleasant. I spoke with the patient, tried to get information from her. She makes eye contact. She is verbal, but it is clear that she has information retrieval difficulty and clear word apraxia.

PAST MEDICAL HISTORY: Fall with periprosthetic left hip fracture, post ORIF on 03/28/23, osteoporosis with fragility fractures, Alzheimer’s type dementia, urinary incontinence, anemia, thrombocytopenia and HLD.

PAST SURGICAL HISTORY: Appendectomy, cholecystectomy, hysterectomy, hernia, pacemaker/defibrillator placement, bladder suspension surgery and left mastectomy secondary to breast cancer, cervical and lumbar surgery; the specifics will be defined.

ALLERGIES: CODEINE.
DIET: Regular.

SOCIAL HISTORY: She was living with her son Kurt Stafford in Norman; while he worked full-time, his wife was home with the patient. Prior to that, the patient lived on her own. Smoked; has a 15 pack per year smoking history. Widowed and has four sons, Kurt is her POA.

FAMILY HISTORY: The patient unable to give information secondary to dementia. Other medical events during her time in skilled care, the patient was treated for Pseudomonas UTI.
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REVIEW OF SYSTEMS: Limited due to the patient’s dementia.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and makes eye contact and cooperative.

VITAL SIGNS: Blood pressure 144/82, pulse 73, temperature 97.1, respirations 18, O2 sat 96% and 97.9 pounds.

HEENT: Short gray hair. Conjunctivae clear. Nares patent. Moist oral mucosa. Dentition in good repair.

NECK: Supple without LAD.

CARDIOVASCULAR: She has distant heart sounds with an irregular rhythm. No rub or gallop noted.

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She has good neck and truncal stability in her manual wheelchair that she can propel slowly. No lower extremity edema. Fair muscle mass and motor strength. Intact radial pulses.

SKIN: Warm, dry and intact with fair turgor.

NEUROLOGIC: CN II through XII grossly intact. Orientation x 1. She has significant word apraxia and talks around what the point that she is trying to make and describes the word she is trying to say, but was pleasant.

PSYCHIATRIC: Appropriate affect and demeanor for initial contact.

ASSESSMENT & PLAN:
1. Advanced Alzheimer’s disease without BPSD. We will monitor and see how she does.

2. Social. The patient’s pastor came to see her and he noted in the short time that he has been seeing her that he has noted a progression in her disease process, overall decline.

3. HTN. We will have BPs monitored daily given the dose of BP meds that she is taking.

4. Social. We will contact her POA next week and review the patient with him and any concerns he may have.
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