


INITIAL EVALUATION

RE: Trela Willoughby
DOB: 11/30/1937

DOS: 07/06/2023
HarborChase AL

CC: New patient.

HPI: An 85-year-old in residence since 06/15 seen today in room. She is seated quietly in chair and seems comfortable. She is corporative to review of her history. The patient was admitted to Park Place Skilled Care Facility on 05/22/2023 and discharged day prior to admit here 06/14. The patient had been hospitalized at IBMC on 05/01 with complaints of acute on chronic back pain. The patient had a fall and presented to the ER on 04/19 a CT at that time showed wedge compression fractures of T11 and T12 and was discharged for routine healing. On presentation, she stated her pain was constant and was happened to take hydrocodone for pain, but she had fibromyalgia and other chronic pain complaints. The patient had thrombotic CVA 08/22. Post hospitalization she went to SNF at Epworth Villa and she was discharged weaker than her previous baseline and also patient had a pituitary tumor and has been on stress steroids since that time she adjust depending on how she feels or what is going on.

PAST MEDICAL HISTORY: Fibromyalgia, chronic back pain, history of TIA, DM II, atrial fibrillation on Eliquis, hypothyroid, peripheral neuropathy, and history of pituitary tumor on stress steroids.

PAST SURGICAL HISTORY: Recent back surgery for vertebral fractures at the end of April, cholecystectomy, right breast biopsy benign, and TAH. Removal of a benign schwannoma tumor of the spine at IBMC hospitalization in April.

ALLERGIES: SULFA.
FAMILY HISTORY: Mother had heart failure. Father depression.

SOCIAL HISTORY: The patient was living in independent living at St. Ann’s after being widowed in 2019. She retired at 95 after 17 years as working for Social Security. Nonsmoker and nondrinker. She has a son and daughter who are co-POAs.

CODE STATUS: Full code.
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REVIEW OF SYSTEMS:
CONSTITUTIONAL: Weight stable Denies fevers or chills.

HEENT: She does not wear corrective lenses or hearing aids. She wears reading glasses.
CARDIAC: Denies chest pain or palpitations.

RESPIRATORY: No cough. Occasional SOB with mild exertion.

MUSCULOSKELETAL: Chronic pain that she describes as generalized.

SKIN: She denies rashes, bruising, or breakdown.

NEURO: No seizure, syncope, or vertigo but has nerve pain.

GU: She has polyuria and q.3h. has to urinate, wears a pad and for her bowels she is continent but she has frequent constipation.

PHYSICAL EXAMINATION:
GENERAL: The patient is sitting quietly in her room. She makes eye contact. She is alert. She talks slowly and enunciates clearly. She makes it clear she does not want to be rushed. She is able to give information and highlight certain things that have occurred to her. Alert female who is cooperative to conversation.
VITAL SIGNS: Blood pressure 140/80. Pulse 63. Temperature 98.1. Respirations 18. Weight was 168.3 pounds.

HEENT Full thickness hair. Conjunctiva clear. Nares patent. Moist oral mucosa.

MUSCULOSKELETAL: She ambulates and it is not a long distance given her pain.
GU: No recent UTIs. Occasional urinary leakage but toilets.

GI: Incontinent of bowel.

NECK: Supple. No LAD.

CARDIOVASCULAR: She has a regular rate and rhythm without murmur, rub, or gallop.

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

ABDOMEN: Soft and nontender. No distention. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. No LEE. Normal range of motion of her cervical neck, thoracic back is tender to palpation, and lumbar back tenderness to palpation.

SKIN: Warm, dry, and intact with good turgor. Capillary refill is WNL. No bruising or breakdown noted.

NEURO: CN II through XII grossly intact. She makes eye contact. Speech was slow and soft. She is coherent and content. She at times appears impatient about being answer questions.

LABS: Review of baseline labs shows H&H of 13.5 and 42 with normal indices, CMP, and glucose level of 315, otherwise WNL.
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ASSESSMENT & PLAN:
1. Acute on chronic pain. The patient administers her on medication and it is unclear how frequently she is taking her pain medicine. There is not a clear admitting medication list as not filled out by the admitting nurse so I will relay the need for that information to administration.

2. History CVA. She highlights this she states that there is no residual deficit noted except that she is generally weaker and does use a walker so will continue to do so.

3. HTN but is currently any monitoring routinely done and the patient is also not monitoring it. We will address this with her at next visit.

4. Memory deficits both short and long-term memory and when questioned about this patient becomes antagonistic. My concern is that she is administering her own medications. She was given an appropriate for self medication administration test by the admitting nurse and she reported that the patient was not able to give any of the information needed, but she did not complete or fill out the form. We will have it readministered and likely her medications will need to be administered by facility. Currently, there is an issue of sinus infection is diagnosed by herself and her family, she has nasal congestion and is having difficulty getting anything out and when she does it is viscous and green. I am going to start Mucinex 600 mg q.12h.

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

