


INITIAL EVALUATION
RE: Jacqueline Fadulu
DOB: 05/05/1947
DOS: 03/01/2023
Rivendell AL
CC: New admit.

HPI: A 75-year-old admitted 07/28/22 from Accel at Crystal Park Rehab where she was in residence approximately three weeks. The backdrop to the patient’s admission here is that approximately a week prior to Thanksgiving, the patient was in OKC visiting daughter/POA Jeannie Williams and was driving back to her home in Houston, stopped overnight in Dallas and at the hotel awaiting the elevator, had a stroke, fell and fractured her left hip. She was hospitalized in Dallas. Hip fracture was repaired and then it was determined she had an embolic CVA and required rehab and was brought to OKC and was at Valir Rehab Hospital approximately three weeks. From Valir, the patient went to Bellevue. She had a seizure. She was sent to IBMC. She was in ICU x 2 days, then general population approximately 10 days and when she was to return to Bellevue, they had put her personal belongings in storage, had a new occupant in the room and had never notified family. The patient’s next SNF was Accel at Crystal Park where she was approximately three weeks and daughter tells me that she was not able to meet with or speak with physician. This was the patient’s second CVA. She had one in either 2017 or 2018 per daughter and it was a hemorrhagic CVA affecting the right side as did the most recent. She was diagnosed with atrial fibrillation. She was started on anticoagulant. However, the patient was not taking it. It has been restarted. Daughter notes worsening of the patient’s memory as well as confusing events that have occurred combining them into one, losing awareness of past versus recent events. She also has episodes of hallucinations, reporting seeing people using her wheelchair without her permission or people in her room who are not present and having vivid dreams, but perceiving them as real events. Daughter then was able to fill in gaps of medical history. The patient did try giving information, but bottom line is she could not recall things. The patient was seen in the room. She was lying in the hospital bed. She appeared comfortable. She started talking right after bath and told me right away that she had a stroke and she pointed to her left side as that side did not work out. She thinks that her feet and ankles are swollen and wanted me to look at that. I asked if she had had dinner and she could not remember. I asked about pain and she stated that she always has pain pointing to her left shoulder and she stated that it just goes down from there. 
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PAST MEDICAL HISTORY: CVA x 2 in 2017 to 2018 hemorrhagic and 2022 embolic, left side hemiparesis, atrial fibrillation – on Eliquis, HTN with history of medical noncompliance, hyperlipidemia, iron deficiency anemia, B12 deficiency, anxiety/depression, speech deficits, and history of colon cancer.

PAST SURGICAL HISTORY: Left hip fracture late November 2022 due to CVA related fall, colon resection secondary to CA in 2003 status post chemotherapy and then recurrence and 2005 with resection and oral chemo. He has been CA free since.

SOCIAL HISTORY: She was married 54 years. Her husband passed 03/03/22. They had three children, two sons who currently reside in Houston. The oldest is a physician and he was born in Africa where the patient and her husband who was a native to Africa. They lived there three years. He was born there and then they returned to the United States. Her husband was a medical microbiologist, so they moved a lot. Daughter Jeannie Williams in Midwest City is POA. The patient is four hours from her college degree. Nonsmoker, nondrinker. She has relocated to MWC to be near her daughter.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight was 175 pounds. We do not currently have a weight, but per the patient and daughter they feel she has lost weight of noticeable amount.

HEENT: The patient wears readers. She does not wear hearing aids. She states that she thinks she needs them. She was tested and told that she needed them. However, then told that it would cost $3000 and she said they ran out of there. She has native dentition. Denies difficulty chewing or swallowing.

RESPIRATORY: Denies cough, expectoration or shortness of breath.

CARDIAC: Denies chest pain or palpitations. Hypertension in the past that she was noncompliant with and not controlled.

GI: Denies dyspepsia, but is on PPI. She is for the most part continent of bowel, but she acknowledges some accidents. She does wear briefs.

GU: Urinary incontinence. No significant history of UTIs.

MUSCULOSKELETAL: She now requires wheelchair. She was able to propel wheelchair to some degree in rehab. Family has purchased a new wheelchair for her and it is not clear that she has actually used it yet. There was also a gel pad cushion sitting still in the wrapping on the seat of the chair. Last fall was at Accel at Crystal Park. She states that she actually just slipped out of the wheelchair. The patient states that she has pain that goes from her shoulder down.
SKIN: She denies rashes, bruising or breakdown. 
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PHYSICAL EXAMINATION:

GENERAL: The patient was resting comfortably in bed. She was quite engaging and verbal from the onset, but clearly not able to give information. 
VITAL SIGNS: Blood pressure 155/90, pulse 87, temperature 98.0, respirations 17, and O2 sat 94%, and weight .

HEENT: She has full thickness hair. Conjunctivae clear. Nares patent. Moist oral mucosa. Native dentition.

NECK: Supple. No LAD. Clear carotids.

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

CARDIOVASCULAR: She has an irregular rhythm at a rate of 90 by my auscultation. PMI nondisplaced.

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

MUSCULOSKELETAL; Intact radial pulses. No lower extremity edema. She thinks she has swelling of her left ankle and there was no tenderness to palpation in that area. She did not have movement of the left upper or lower extremity. She was not able to grip my hand left side.

NEURO: Orientation x1 and occasionally x2. Her attention span varies. She confuses events that have occurred at separate times as occurring together. Her speech is clear. She is redirectable. Poor long and short-term memory.

PSYCHIATRIC: She appeared in good spirits. She made eye contact. She was able to laugh and smile about some of the things that she said. She is able to make needs known.

SKIN: She has significant dryness of her left foot and lower leg, but the remainder of her skin is warm, dry and intact with fair turgor.

ASSESSMENT & PLAN:
1. Left side hemiplegia post CVA 11/20/2022. The patient has had extensive rehab, so she will be transported in a manual wheelchair. Encouraged her to propel herself as much as she can to maintain strength. She will require transfer assist. 
2. Neuropathic pain. Gabapentin 100 mg t.i.d. and will evaluate and follow up next week.

3. Depression/anxiety. Zoloft 50 mg q.d. and once this is started, we will then discontinue BuSpar.

4. Iron deficiency anemia. We will check iron studies.

5. B12 deficiency. We will check B12 level.
6. Atrial fibrillation. Continues on Eliquis and we will monitor for easy bruising or bleeding.
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7. HTN. We will have BP and HR checked b.i.d. for the first two weeks, then q.d. thereafter.

8. Seizure disorder secondary to CVA. Continue on Keppra. At some point, we will need to do a level and just monitor for breakthrough activity. 
9. Social: I have spoken with daughter/POA Jacqueline who has assisted in the history and an FMLA form is given to me for completion.

10. Pain management. Tramadol will be scheduled routine 50 mg t.i.d. and monitor if becomes drowsy, we will decrease dose or frequency and I am decreasing Tylenol which is currently 1 g q.8h to p.r.n. 
11. General care: Appropriate labs are ordered and I will discuss DNR at another time with POA. 
CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
