


INITIAL EVALUATION
RE: Victoria Bennett
DOB: 03/02/1950
DOS: 06/05/2024
HarborChase MC
CC: New admit.

HPI: A 74-year-old female in residence since 05/31/24 is seen today in the room. The patient is propped up in her bed watching television. She was alert and cooperative with initial visit. The patient has a diagnosis of muscular dystrophy of several years and essentially she is dependent on assist for 5/5 ADLs. The patient states when asked that she has been sleeping good. Her appetite is fair. She denies significant pain and overall states that she feels good being here.

PAST MEDICAL HISTORY: Muscular dystrophy specifically IBM inclusion body myositis became active when the patient was in her 60s, but she is able to do most of her ADLs up until the last couple of years. Chronic diarrhea treated by gastroenterologist, Dr. Ajayi at OUMC, GERD, nonambulatory wheelchair dependent, and dysphagial.

PAST SURGICAL HISTORY: Esophageal dilation.

SOCIAL HISTORY: The patient is married up until about six months ago. She was living at home with her husband who acted as her caretaker. The patient spontaneously started saying that he had a lot of anger issues and that there was something wrong with him. It was hard for her to live with him. So at some point, she then went to Arbor House AL and was there for a short period of time. It sounds as though the facility wanted her to leave. Primary concern was this chronic diarrhea with continual soiling of her bed that had to be repeatedly changed. When living at home, the patient had 24-hour sitters. She has four children, three boys and a girl. It is unclear who is her POA. The patient did not know and there is no paperwork in her chart. She was a nonsmoker and nondrinker.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight was about 160 pounds.

HEENT: She wears glasses and has full dentures here as well without aides.

RESPIRATORY: History of asthma and COPD. She has been on O2 during hospitalization and at last facility, but uses p.r.n.
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CARDIAC: She denies chest pain or palpitations.

MUSCULOSKELETAL: She is a full transfer assist. Her weightbearing is very limited. She is in a manual wheelchair that she is slow to propel and generally requires transport. She did have some falls at home. She was vague about when and she states that when she was at Arbor House facility prior to coming here, she had a fall there that resulted in hairline left ankle fracture. Conservative healing measures were taken.

GI: The patient has a history of dysphasia. She had esophageal dilation. She is able to request food being cut etc. and she has a history of diarrhea. It was treated by Dr. Ajayi at OUMC and when her diarrhea becomes bad that tincture of morphine was given which would stop it. The downside was that she would occasionally have constipation which made her reluctant to take the morphine.

NEURO: She has had depression and anxiety in the past. She states that she feels okay at this point in time.

SKIN: She has had issues with breakdown of the perirectal and perianal area due to diarrhea. At this time, the skin appears to be good and she states that it does not feel like it is the problem it can be.

PHYSICAL EXAMINATION:

GENERAL: Frail chronically ill-appearing older female, propped up in bed watching television.

VITAL SIGNS: Not available at this time.
HEENT: Her hair is a bit disheveled. Glasses in place. Sclerae are clear. Nares are patent. Moist oral mucosa. She has native dentition and fair to poor repair.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: She has decreased respiratory effort. Lung fields are clear. No cough. Symmetric excursion with decreased bibasilar breath sounds.

CARDIOVASCULAR: She has regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

ABDOMEN: Flat and nontender. Bowel sounds present.

MUSCULOSKELETAL: She has generalized decreased muscle mass and motor strength. Bilateral foot drop is noted. Her left hand is contracted and she reports that as useless now.
ASSESSMENT & PLAN:
1. Inclusion body myositis has been followed by Dr. Beeson in the past. No plans for follow up. She feels that her diagnosis is that there is no stopping it, so she just wants to be safe and comfortable.

2. Chronic diarrhea. No report of it up to this point. We will monitor for it and if needed we will look into the medications she was previously prescribed that were effective and sort out, which need to be reordered.
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3. Dysphasia. She wants to have a regular diet though she has trouble with cutting her food, etc. We will have staff monitor her and then most likely will need to do some kind of diet modification.

4. General care. We need baseline labs which are ordered for the patient and the other issue is that she is to be out for meals. She had wanted to stay in her room and I talked to her about her baseline dysphasia and that she would not be in a place where staff could readily assist her if needed. So, order is written for her to come out. We discussed that she had scenarios that she resented about what if’s and told her give it a try and go from there.

5. Social. I spoke to her daughter Jennifer at length and got information and she is aware of when I am in facility.
6. I spoke with daughter about the patient’s wishes for a full code and she said that she has discussed it with her mother and states that her mother has a will to live, so she wants everything done.
CPT 99345, direct family contact 20 minutes and advance care planning 83.17.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
