


INITIAL EVALUATION

RE: Sharon Winters
DOB: 07/30/1948
DOS: 12/07/2023
HarborChase AL

CC: New admit.

HPI: A 75-year-old female in residence since 12/05. She was received here from Brookwood Skilled Care where she was admitted for rehab post hospitalization. Leading to the hospitalization was a fall where she sustained a right tibial plateau fracture, underwent ORIF. The patient was transported from Brookwood SNF to here on 12/05/23. I am told when I approached the patient’s room that she had been difficult with some of the residents to take care of; she was abrupt with some of them telling them she did not want to be lectured and to get out of her room, she also was resistant to having her brief changed when it was clear that she either had a bowel movement and/or urinated on herself. I was also told that the patient had told certain of the staff that they needed to put three layers of gloves on before they could touch her and they all happen to be African American staff. Her husband was aware of this and he stated that he thought it was for other reasons not because of their skin color. When I went in to see the patient, her bed and her body had a strong odor of urea as well as just a stale breeze that had been soiled. She was cooperative and gave information. Her affect appeared stern or bland throughout. The patient’s husband also came in at the very beginning and went to sit in her rolling walker to observe my interview with her and he almost fell out of the walker as he had not locked it. He then went into the living room and talked with the unit nurse.

PAST MEDICAL HISTORY: Right tibial plateau fracture post ORIF and status post SNF at Brookwood from 10/16/23 to 12/05/23 when she transferred here, depression, atrial fibrillation on Eliquis, iron-deficiency anemia, DM II on Lantus, seizure history, HTN, insomnia, overactive bladder, peripheral neuropathy, GERD, COPD, and hypothyroid.

PAST SURGICAL HISTORY: Right hand and wrist surgery post fracture remote, TAH, history of breast cancer with mastectomy and chemotherapy seven years ago and then right tibial plateau fracture with ORIF.
ALLERGIES: CIPRO.
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MEDICATIONS: Abilify 10 mg q.d., Tylenol 325 mg q.6h. p.r.n., anastrozole 1 mg q.d., ASA 81 mg q.d., Colace 100 mg q.d., Eliquis 5 mg b.i.d., FeSO4 one tablet q.d., Lantus 15 units q.d. with NovoLog 5 units t.i.d. a.c. and sliding scale; all of which the patient self-administers, Lasix 40 mg q.d., Keppra 100 mg b.i.d., lisinopril 10 mg h.s., magnesium 500 mg q.d., melatonin 3 mg h.s. p.r.n., MVI q.d., oxybutynin 5 mg t.i.d., Lyrica 25 mg t.i.d., Protonix 40 mg q.d., Spiriva MDI q.a.m., Synthroid 25 mcg q.d. and Flonase nasal spray p.r.n.

DIET: Low-carb DM II.

CODE STATUS: DNR.
SOCIAL HISTORY: Married 53 years. She and her husband have two sons. She does not have a POA and her husband states that she does not and she is a 50-pack year smoker. No EtOH.

FAMILY HISTORY: Noncontributory, but positive for CAD, HTN and DM II.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her baseline weight she could not recall. Her baseline weight actually is 135.
HEENT: She denies headaches. She wears glasses sometimes which she did not have on, wears partials, states her hearing is adequate.

CARDIAC: No chest pain or palpitations.
RESPIRATORY: No cough, expectoration or SOB. She denies dyspnea with exertion.
GU: Urinary leakage. Her last UTI was two weeks ago.
GI: She is continent of bowel. Occasional constipation, but she will take Dulcolax if needed.
MUSCULOSKELETAL: Independent ambulation and she is ambulating now.

NEURO: Positive seizure history, last seizure about a month ago and she cannot tell me what kind of seizure she has or whether it is related to alcohol. She also acknowledges some change in her memory.

PSYCHIATRIC: She acknowledges a history of depression, but has nothing more to say about it, she is a bit gruff.
PHYSICAL EXAMINATION:

GENERAL: The patient was lying in bed. There was an odor of urea and stool about her.
VITAL SIGNS: Blood pressure 123/65. Pulse 83. Temperature 98.9. Respirations 18. Weight 130 pounds.
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HEENT: Her hair is short and combed down, thin and gray. Sclera clear. Nares patent. Slightly dry oral mucosa with partials in place.

NECK: Supple without LAD.

CARDIAC: She has an irregular rhythm without murmur, rub or gallop. PMI nondisplaced.
RESPIRATORY: She has a good respiratory effort and normal rate. Lung fields are clear. Decreased bibasilar breath sounds, but symmetric in excursion. No cough.

ABDOMEN: Flat, nontender. Hypoactive bowel sounds. No masses.

NEUROLOGIC: CN II through XII grossly intact. She has a bland or stern affect, is directing to the point, is able to give a fair amount of information and acknowledges what she does not know. Speech is clear.
SKIN: Dry, thin. No bruising or breakdown noted.

PSYCHIATRIC: She appears a bit distant and initially cautious, guarded initially.

ASSESSMENT & PLAN:

1. Status post SNF for right tibial plateau fracture, she is getting around gradually using her walker around the facility; to date, she has just stayed in her room having meals brought here and I have encouraged her to start kind of trying to at least walk up and down the halls. She is not really keen on getting any more therapy or exercising more than she needs to.

2. DM II. Continue with insulin as above and A1c is ordered. She does not recall any A1c’s she may have had.

3. COPD. She is stable on her current MDIs and we will continue.

4. HTN. We will monitor BPs; to date the few that she has had are WNL.

5. Iron-deficiency anemia. CBC is ordered.

6. Depression. Continue on Abilify and we will see if she softens in her interactions with staff and is redirectable.

7. Hypothyroid. TSH ordered.

8. OAB. Continue with oxybutynin as scheduled, which the patient states works for her.

9. Social. Spoke with her husband at length. I told him what he could do to download the POA form that is of no cost, but if he waits until she is not able to give information, he will have to pay for a lawyer, otherwise the State will make decisions.

CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

