


INITIAL EVALUATION
RE: Vera Hedrick
DOB: 12/01/1936
DOS: 06/26/2023

Jefferson's Garden
CC: New admit.

HPI: An 86-year-old female in residence since 06/13, seen in room. She was sitting in her recliner. She was comfortable and pleasant, but unable to give much information. She did state that her husband had just been here and she wishes that he was there to answer the questions. I was able to contact her husband and he called back and so further information was gleaned from him. The patient was living at home with her husband. She had a fall on 05/02, was taken to Mercy, hospitalized for two days, diagnosed with a UTI and then sent to Bellevue SNF on 05/04, where she was for 40 days and admitted here from there. He states that she had some gains from physical therapy, but not what he had hoped for. She had a fall while she was at Bellevue, hitting the right side of her ribs. X-rays ruled out any fractures, but she had bone bruising, wears a lidocaine patch on that side with some breakthrough pain. Since her admit here, she is compliant with care, spends her time in her room, comes out for meals. She has a wheelchair and a walker and is using the wheelchair primarily and he states that was encouraged at Bellevue as her gait was still unsteady. He states that she recognizes him and converses with him, but when he leaves, she is fine with that and, if he talks to her later on the phone, she does not remember that he had been here.
PAST MEDICAL HISTORY: Vascular dementia. Dr. Shipley is her neurologist. She last saw him about two months ago. Imaging of the brain, he explained to her husband, showed cerebrovascular hardening of the arteries, which was the cause of her vascular dementia. He had recommended that she do activities such as coloring puzzles, crossword puzzles and husband states that she just did not want any part of doing those things, but chose to just sit in front of the television and he states that there was a rapid progression to where she is now. Polymyalgia rheumatica diagnosed about 5 to 6 years ago and rheumatoid arthritis. She was followed by rheumatologist, Dr. Delafield at Mercy and she had her last appointment six months ago, then saw Dr. Titus and he states he is not sure who they will see when they go back as Dr. Titus is no longer with Mercy. Hypertension, glaucoma, atrial fibrillation, was placed on Eliquis at Bellevue; previously had been on Coumadin. Husband was concerned about, which was best for her and I explained how they both work and that Eliquis bypasses the need for monitoring PT/INR. Pain management, insomnia, DM II is on insulin and oral medication, weight loss is now on supplement and GERD.
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PAST SURGICAL HISTORY: Bilateral knee replacements, nephrectomy secondary to a mass seen on imaging and pathology post-surgery shows it was benign and right hip replacement and bilateral cataract extractions.

SOCIAL HISTORY: The patient is married to husband 68 years. They have two sons; one in Yukon and one in OKC. The patient worked for Feed the Children for 20 years. Nonsmoker and nondrinker.

FAMILY HISTORY: Her father had late-onset dementia and rapid progression with death shortly after his diagnosis.

MEDICATIONS: Cozaar 25 mg q.d., dorzolamide OU b.i.d., Eliquis 5 mg b.i.d., FeSO4 b.i.d., folic acid 1 mg q.d., Lantus 10 units q.a.m., metformin 500 mg three tablets q.d., Megace 40 mg q.d., melatonin 5 mg h.s., Lidoderm patch to right rib cage on in a.m. often at h.s., methotrexate 2.5 mg three tablets one time a day every seven days, omeprazole 20 mg two capsules q.d., MOM will be changed to 30 mL MWF routine and q.d. p.r.n. and tramadol 50 mg q a.m. with Tylenol 500 mg at lunch, dinner, and bedtime.

ALLERGIES: CODEINE, PCN, and SULFA.

DIET: NCS.

CODE STATUS: DNR.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight up until a couple of years ago was 125 and, in the last two years, it is varied between 97 and 100.

HEENT: She wears glasses. No hearing deficit and native dentition. No problems chewing or swallowing.

CARDIAC: No chest pain or palpitations. Positive for HTN.

RESPIRATORY: No cough, expectoration or SOB.

GI: No nausea or vomiting. Occasional constipation and has bowel incontinence, but can be toileted.

GU: Urinary incontinence. Wears adult brief, can be toileted.

MUSCULOSKELETAL: She has a wheelchair that she was using primarily due to repeat falls using the walker. She remains unsteady on the walker after arrival here and is comfortable in the wheelchair and compliant with use.

SKIN: She states that she has pruritus; husband was not clear on that.

NEURO: She comments that she does have a harder time remembering things.
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PHYSICAL EXAMINATION:

GENERAL: Petite female, resting in her recliner, her television was on and that was her focus and I did not get her to turn it off while we were talking, but it was clear that she wanted to get back to it.

VITAL SIGNS: Blood pressure 91/68, pulse 53, temperature 98.1, respirations 16 and weight 103 pounds.

HEENT: She has short hair that was combed. Conjunctiva clear. Glasses in place. Nares patent. Slightly dry oral mucosa.

NECK: Supple. No LAD.

CARDIOVASCULAR: She had an irregular rhythm without MRG. PMI not displaced.

RESPIRATORY: Minimal effort for deep inspiration. Lung fields clear. No cough. Symmetric excursion.

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

MUSCULOSKELETAL: She was able to reposition herself in her recliner, did not get out of it, so I did not observe weight-bearing or gait. She did tell me if I wanted her to get out of the chair that I would have to help her because she cannot do it by herself.

SKIN: Warm and dry. There are some areas of excoriation, but no breakdown noted.

NEURO: CN II through XII grossly intact. She makes eye contact, but is easily distracted. Speech is clear, but evident short and long-term memory deficits.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She has no lower extremity edema and has assist with all transfers at this point.

ASSESSMENT & PLAN:

1. Gait instability with several falls. The patient has a walker, which she was using, is now in the wheelchair secondary to gait instability with falls when using the walker. The patient states that she would like to be able to walk rather than just staying in the wheelchair.
2. DM II. The patient receives Lantus q.a.m. A1c will be ordered to see what her baseline control is and skilled care nursing to assist in administration of insulin and any other needs that may arise.
3. Pain management. We will change her routine to what she was receiving at home with good pain management and that is tramadol 50 mg q.a.m. and 500 mg of Tylenol at lunch, dinner, and bedtime and orders are written.

4. Hypotension. I do not have additional readings of blood pressure, but today systolic of 91 with the patient on Cozaar 25 mg q.d. I am writing order for a.m. BP check and to hold Cozaar if systolic less than or equal to 100.

5. UTI prophylaxis. Hiprex 1 g b.i.d. ordered.
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6. Weight loss. The patient is on Megace 40 mg q.d. When asked if she notes an improvement in her appetite, she said yes, so we will continue on it with weekly weights times four.

7. Rheumatoid arthritis. Continue with methotrexate 7.5 mg every seven days and we will designate which day of the week tomorrow determining when it has already been given. Husband said that he would be interested to see what her sed rate is as that was what will be checked at the rheumatologist’s.
8. Social. All of the above was discussed with the husband who is in agreement with POC and especially supports PT and OT given her rheumatoid arthritis, which is systemic, so polyarthritis would be applicable and feels that that is part of the contribution to her falls as well as cognitive.
CPT 99345 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

