


INITIAL EVALUATION

RE: Maryann Gilleran

DOB: 03/01/1938

DOS: 03/21/2024

Harbor Chase AL

CC: New admit.
HPI: An 86-year-old female seen in room. The patient is paraplegic so she spends most of her time in bed. She was alert and pleasant, able to give information. The patient has been in residence since 03/06/24 was not sure who she is going to have as a physician, but has decided to stay in house so I am seeing her. The patient was pleasant and cooperative, able to give information and acknowledges memory deficits.

DIAGNOSES: Atrial fibrillation, DVT with PE, hypertension, hypothyroid, anxiety, polyneuropathy, bilateral lower extremity paraplegia, hyperlipidemia, chronic pain and cognitive impairment.

MEDICATIONS: Alprazolam 0.25 mg 8 a.m., noon, 4 p.m., Zyrtec 10 mg q.a.m., Cymbalta 30 mg 8 a.m., gabapentin 100 mg 8 a.m., 2 pm. and 8 p.m., Norco 5/325 mg one at 8 p.m., Namenda 5 mg 8 a.m., Toprol 25 mg 8 a.m. and 5 p.m., KCl 20 mEq q.12, trazodone 75 mg h.s, and Xarelto 20 mg q.d.

ALLERGIES: Unavailable.

DIET: Regular.

CODE STATUS: Full code.

PAST SURGICAL HISTORY: Appendectomy, tonsillectomy, bilateral breast implants, pacemaker and then she has had three spinal surgeries secondary to foot drop which progressed to bilateral foot drop and even after surgery use of her legs progressed to inability to use her feet up to her hips. She has been paraplegic for about four years.

SOCIAL HISTORY: The patient is married. Her husband John is a physician retired. She has three daughters who are all RNs, two live in Oklahoma City and one in Tesla. They are involved in her care and helpful. Prior to Harbor Chase the patient was in assisted living at the Gardens at Quail Creek for three years. They moved to here was secondary to what she felt was poor care at the Gardens. The patient has been married 50 plus years and husband is her POA. The patient was in the Air Force for seven years serving in the Air Force Nurse Core. After she was married she had to leave the nursing core as was protocol back in that day. After she had children she did not work outside of the home and did volunteer work, etc. The patient is nonsmoker and nondrinker.
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REVIEW OF SYSTEMS:

Constitutional: She states her weight is up 40 pounds from her baseline increasing over the past four years. She states I eat and I cannot move.

Musculoskeletal: The patient has had no independent mobility over the past four to five years. She has a wheelchair that she can lightly propel with her feet and cannot self-transfer. She has a slight board that she has worked with before, but wants to become stronger and be able to use it.

GI: The patient reports occasional urinary leakage, but for the most part is continent as well as continent of bowel. Constipation is more of an issue for her. Her last bowel movement was 03/20/24, but she states it is very minimal and that she has to strain.

As to falls the patient reports not having any that she can remember even during this last four to five years. She has a good sleep pattern. Appetite is good. No difficulty chewing or swallowing. Any pain is addressed with the current pain medications without sedating her.

Neurologic: The patient is aware of cognitive decline, but she is able to make her needs known. Her speech is clear. Her affect is appropriate to situation and she was just overall pleasant.

PHYSICAL EXAMINATION:
GENERAL: The patient is obese female lying comfortably in bed. She was pleasant, well groomed and cooperative.

VITAL SIGNS: Blood pressure 99/55, pulse 71, temperature 97.9, respirations 16, and weight unable.

HEENT: Short grey hair that was combed. Conjunctivae are clear. Nares patent. Moist oral mucosa.
NECK: Supple, clear carotids. No LAD.

CARDIOVASCULAR: She had an irregular rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Anterolateral lung fields were clear. No cough. Symmetric excursion.
ABDOMEN: Protuberant. Nontender. Bowel sounds present.

EXTREMITIES: Intact radial pulses. She moves her arms. She has fair muscle mass and motor strength. Lower extremities she tries to wiggle her toes and there is very minimal movement noted, but truly loss of mobility in legs.

SKIN: Warm, dry and intact with good turgor.
NEUROLOGIC: CN II through XII grossly intact. She makes eye contact. Speech is clear. Voices her needs. She is able to give some information and appears to have insight and healthy expectation given her age and condition and understood given information.
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ASSESSMENT & PLAN:
1. Cognitive impairment. Increase Namenda to 10 mg h.s.

2. Paraplegia with significantly compromised mobility. After discussion the patient is interested in being stronger in using the slight board so even if requires stand by assist that she can get herself from bed to the wheelchair propelling into the bathroom to either shower or use the toilet as needed so physical therapy with Select Rehab ordered.

3. Hypertension, unclear what her control is like today is elevated and she reports being told that it was elevated but nothing being done so blood pressure and heart rate will be checked b.i.d. for ongoing and I will review it next week.

4. Chronic constipation. MiraLax p.o. q.d. routine with MOM 30 cc routine MWF and q.d. p.r.n.

5. Allergies. She will remain on Zyrtec, but I am decreasing to 5 mg q.d. and p.r.n. given the patient’s dry eyes and mouth.

6. General care. CMP, CBC, lipid profile, TSH, and magnesium ordered. We will assess why she is on 20 mEq in turns out is b.i.d daily. She was not aware she is on it or why she is on it.

7. Social. We will contact her husband and review the above with him.
CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

