


INITIAL EVALUATION

RE: Ruth Ford

DOB: 03/07/1932

DOS: 07/13/2023

Harbor Chase MC
CC: New admit.
HPI: A 91-year-old female in residence since 07/06/23 admitted here from Village on the Park where she was in independent living.  The patient was seen today after observing her in a music activity, which she seemed to be enjoying. It is notable for the patient’s neck dystonia with a significant downward lean and tilting to the left. She has her C-collar in place. The patient was cooperative to stepping out of the activity and visiting with me. She quickly brings up her neck issue, neck dystonia telling me that she has been dealing with it since she was in her mid-40s and speaking with her two sons one of whom Kelly is her co-POA along with herself. They stated that it began when she was in her mid-to-later her 80s. They were also a source of information in that patient has sundowning behaviors and in the previous facilities that she had been in, she would not know where she was, become agitated because of that and would at night be walking the halls without her clothing on at different times exiting behavior and managed to get out the front door of a building that she was at on more than one occasion. Falls at night were also very common to the point that after so many calls to the fire department they began to build the family for the number of visits that they were having to make. When I saw patient none of that was evident nor did she bring any of it up and it is even questionable whether she remembers it. To date, she is cooperative to care and comes out for meals she has a rolling walker with a seat that she uses and I am not aware of any falls.

PAST MEDICAL HISTORY: Neck dystonia. The patient was seen by OUMC neurology and diagnosed. There is no treatment for it. She wears a C-collar faithfully and acknowledges that it changes her perception as she walks along so she has to be careful about what she is walking toward or what is beside her. Chronic back pain, this has become an issue more recently in the last few years. Norco was started by a previous physician at 10 mg and it seemed to increase the number of falls that she was having. So they have gradually decreased it to 7.5 mg and then to 5 mg. The patient states the 5 mg does nothing for her. She felt better on the 10 mg but sons informed me of the increase falls on that dose which did not occur on the 7.5 mg. Parkinsonism diagnosed by OUMC neurologist Dr. Butz and started on Sinemet. Sons comment that there is no notable benefit, depression, hypothyroid, glaucoma, GERD, restless leg syndrome, HLD, chronic constipation, and osteoporosis.
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PAST SURGICAL HISTORY: Bilateral hip replacement, two-vessel CABG, cholecystectomy, tonsillectomy and adenoidectomy, and bilateral cataract extraction.

MEDICATIONS: Sinemet 25/100 mg one p.o t.i.d, Aricept 5 mg h.s., Cymbalta 60 mg q.d., Lasix 20 mg q.d., KCl ER 20 mEq q.d., Norco going forward will be 7.5 mg one p.o, q.6h., latanoprost OU h.s., Remeron 15 mg h.s, omeprazole 20 mg q.d., propranolol 10 mg q.d., ropinirole 5 mg h.s., rosuvastatin 10 mg MWF, D3 5000 units q.d., docusate S q.d. p.r.n and medication additions after visit, Norco 7.5/325 mg one q.6 routine, Haldol 0.5 mg at 6 p.m., trazodone 50 mg at 9 p.m. h.s., and ropinirole 7 mg h.s..

ALLERGIES: CODEINE, SULFA, and CIPRO.

DIET: Regular.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient is widowed x 2. She has two sons Kelly is Co POA with herself. She taught about 25 years at OCCC a professor of business doing medical transcription teaching. Nonsmoker. Nondrinker. The patient lived at Village on the Park, IL approximately three years and then went to Meadow Lake and was there four months prior to moving here. At Meadow Lake is when she would walk around naked at night and be exit seeking.

REVIEW OF SYSTEMS:

Constitutional: Weight stable.

HEENT: She wears glasses. The patient has hearing aids and states that she is getting new ones next week and has dental implants. She has a C-collar taking it off at bedtime.

Cardiac Denies chest pain or palpitations and per HPI.

Respiratory: No cough, expectoration, or shortness of breath.

GI: Chronic constipation and is continent of bowel.

GU: Continent of bladder and denies any recent UTIs.

Musculoskeletal: She has a compromised gait. She uses a walker but is stooped over and leans to left C-collar in place. She has difficulty fully looking up. So views things at an angle.

Skin: She denies easy bruising or rashes.
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PHYSICAL EXAMINATION:

GENERAL: Frail elderly female cooperative and engaging.

VITAL SIGNS: Blood pressure 92/52, pulse 62, temperature 97.8, respirations 18, and weight 104 pounds.

HEENT: Hair is combed. Conjunctivae clear. Corrective lenses in place. Moist oral mucosa. C-collar in place with neck leaning towards the left. She does not ever fully bring it upright. Dentition in good repair.

CARDIOVASCULAR: Regular rate and rhythm. No MRG. PMI nondisplaced.

RESPIRATORY: Decreased bibasilar breath sounds on the right greater than left. Deep inspiration, she states causes her discomfort, but no cough. Mid to upper lungs fields are clear.
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She was able to sit for a period of time to talk. She is able to stand using her walker for support and noted her ambulation with the above compromise noted.

SKIN: Warm, dry, and intact with fair turgor.

NEUROLOGIC: She makes eye contact and her speech is clear. Conveys her need and understands given information. Oriented x2 can reference for date and time.

PSYCHIATRIC: After speaking with family it is clear that she interprets what she hears so that it is to her advantage as she did with the pain medication interpreting that she could have it anytime she wanted because there is a p.r.n x1 dose and tendency to manipulate one person against the other again to her advantage and has no recollection of the events where she would walk around naked or exit seek and denies that.

ASSESSMENT & PLAN:
1. Neck dystonia with a C-collar except for sleeping. This is a fix problem and in the past she received Botox injections through OUMC neurology and that was discontinued when it became ineffective. 

2. Chronic back pain. We will increase her Norco 7.5 mg and increase of frequency to q.6h. and will stay there and the patient will be informed of this. This was a dose that was effective for her previously per sons without all the falling that occurred when she was on the 10 mg.

3. Cognitive impairment. MMSC will be administered and it is clear from information per family that she has a sundowning as well as changes that are consistent with dementia and discussed with sons that when she was ready to move to memory care that we would do that and they are in agreement.

4. Hypothyroid. TSH will be checked.

5. Sleep disorder. She will get the Haldol at 6 p.m., which will cause some level of sleepiness and then trazodone 50 mg will be given at 9 o’clock.
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6. Parkinsonism. I have not really seen symptoms and her sons they there was really not anything significant before she began the Sinemet. So, we will see this medication that we can titrate down and maybe get rid of.

7. Lower extremity edema that is by history not present when seen today. We will check electrolytes and renal function.

8. RLS. The patient states that it is not stable and she has breakthrough symptoms, so I have increased her ropinirole and we will see how it does for her. 

CPT 99345 and direct POA contact 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

