


ASSUME CARE NOTE
RE: Teresa Rieke
DOB: 10/19/1946

DOS: 04/29/2024
Mansions at Waterford
CC: Assume care.

HPI: A 77-year-old female seen in room, she was very bubbly and pleasant and, going through her medical history, there were some noted memory deficits. The patient was sent to IBMC ER on 04/22 with a complaint of abdominal pain and a recent diagnosis of small bowel obstruction. The patient was diagnosed with a UTI and closed compression fracture of L1. The patient tells me that she knows it happened from a fall that she had trying to get out of her recliner.

PAST MEDICAL HISTORY: Coronary artery disease, history of breast cancer, anxiety, dementia unspecified without BPSD, GERD, hyperlipidemia, hypertension, sleep apnea; uses a CPAP, insomnia, and a CVA in 2022 with minimal residual deficits.

PAST SURGICAL HISTORY: Right hip replacement, cystoscopy, complete left mastectomy and Botox injection in detrusor muscle secondary to OAB.

SOCIAL HISTORY: The patient has been married twice. Her first husband was the father of her children and he passed away. She then met someone bike riding, they dated for five years, then married and he passed away after two and half years of marriage. She has two children; a son and daughter. Her son Lee Peoples is her POA. The patient worked for an insurance company handling their financial matters, did so for 30 years. She is a nonsmoker and a social drinker about three glasses of wine per week.
An MRI of the lumbar spine showed acute compression fracture of L1, neural foraminal stenosis at L4-L5 and L5-S1 due to DDD and facet disease and fatty atrophy of the right psoas muscles. A CT of the abdomen and pelvis showed a 5 mm retropulsed fragment resulting in severe spinal canal narrowing. CBC WNL. CMP: Calcium 10.8 elevated, T-protein 8.7, sodium 132, and creatinine elevated at 1.11. The patient was wearing a back brace prior to going to the ER and continues to wear it. Further information on the MRI of her lumbar spine shows again disc desiccation from L1 through L5 and severe central canal bilateral neural foraminal stenosis L1-L5. CT of pelvis showed normal colon, appendix none visualized, urinary bladder normal, uterus and adnexa normal.
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The patient had a prior ER visit on 04/22 IBMC. Abdominal films showed prominent stool throughout and a normal chest x-ray. No UTI. A 03/24 visit for bowel impaction, was disimpacted. On 03/15 ER visit, diagnosed with dysuria, but negative for UTI, prescribed Pyridium and, after reviewing these, the patient stated that she wanted to have something, so that she did not keep getting these urinary tract infections.

MEDICATIONS: Fosamax q. Wednesday, ASA 325 mg q.d., citalopram 10 mg q.d., estradiol cream q. MWF, Lasix 40 mg q.d., Hair, Skin & Nails vitamin, IBU 400 mg t.i.d., losartan 25 mg q.d., Mag-Ox q.d., metoprolol 25 mg q.d., MVI q.d., PreserVision q.d., tramadol is listed, however the patient states it makes her nauseated with frequent vomiting, so she wants that discontinued, Tums one b.i.d., clobetasol ointment to affected areas, docusate one b.i.d., melatonin 10 mg h.s., and Crestor 5 mg q.d.
MEDICAL ALLERGIES: LISINOPRIL and ERYTHROMYCIN.

DIET: NAS with regular texture.

CODE STATUS: Full code with the patient requesting DNR.

REVIEW OF SYSTEMS: Last fall by her report was a month ago and resent acute L1 compression fracture. She stated that she is status post chemotherapy three years ago for breast cancer. She wears corrective lenses. Uses a wheelchair for transport. Wears a back binder, which she states just makes her feel better and decreases her back pain. Her baseline weight is 220 pounds. She has chronic incontinence of bladder and bowel.

PHYSICAL EXAMINATION:

GENERAL: The patient seated comfortably in her apartment. She was very engaging.
VITAL SIGNS: Blood pressure 149/79. Pulse 63. Respirations 16.

HEENT: Her hair is pulled back. Sclerae clear. Nares patent. Moist oral mucosa. She does wear glasses. Native dentition in good repair.

NECK: Supple with clear carotids.

CARDIOVASCULAR: She had a regular rate and rhythm without murmur, rub, or gallop. PMI was nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough and symmetric excursion.

ABDOMEN: Protuberant, nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: She has good neck and truncal stability seated in her wheelchair. She is wearing her back binder. Moves arms in a normal range of motion. She is weightbearing. She self-transfers and propels her manual wheelchair. She has no lower extremity edema.
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SKIN: Warm, dry, and intact with good turgor.

NEURO: CN II through XII are grossly intact. She is alert and oriented x2. She has to reference for the date. Clear speech, able to voice her needs, understands given information. Affect congruent to situation.

ASSESSMENT & PLAN:

1. Back pain. She does have ibuprofen and tramadol p.r.n. She wants the tramadol discontinued secondary to effect on her. She has Norco 7.5/325 mg q.6h. p.r.n. and she is able to ask for medication.

2. History of recurrent UTIs. I am going to try trimethoprim 100 mg h.s. and see how that is for her.

3. Hypertension. She gets her blood pressure medications three of them in the morning with one also then at 5 p.m. We will monitor her numbers and maybe divide up how her medications are given.

4. Hyperlipidemia. Do an FLP and see whether we can do away with the Crestor.

5. Adverse reaction to tramadol. We will discontinue medication.

6. Advance care planning. We will sign DNR form and place in chart.

CPT 99345 and 83.17

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

