


INITIAL EVALUATION

RE: Tommie Sharry
DOB: 08/27/1936

DOS: 10/18/2023
Rivendell AL

CC: New admit.

HPI: An 87-year-old in residence since 09/28. She is seen in the apartment that she shares with her husband and their daughter Teresa was present. The patient was seated in her recliner. She has a walking boot on her right foot secondary to fracture. In speaking to the patient she was able to answer 90% of the questions without any outside input though she felt free to answer most of husband’s questions for him. She is pleasant and has a sense of humor, but she is somewhat aggressive and makes it clear how she likes things to be. She states she understands why they have had to move here, they could not take care of themselves at home or each other and once she fell and had the fracture it was clear that it was time to be in a monitored environment.

PAST MEDICAL HISTORY: Right foot fracture and walking boot, generalized weakness primarily her right leg, gait instability, DM II, atrial fibrillation, insomnia, chronic seasonal allergies, chronic pain, and history of UTIs status post hemorrhagic CVA a couple of years ago.

PAST SURGICAL HISTORY: TAH, cardiac stent x1, esophageal wrap secondary to GERD and recent medical events, and CVA on 08/29/2023. Patients were both in bed, she got up to go to the bathroom and fell where she fractured her right foot and went to the bathroom and came back and at that time husband states she started talking but her speech was different and the words were not clear she was not making sense and she just went on and on and he did not think much more about it and then she got quiet and did not move that was the CVA occurring.

MEDICATIONS: Tramadol 50 mg q.8h. p.r.n., Coumadin 2.5 mg at 5 p.m., metformin ER 500 mg one tablet at 5 p.m., vitamin D3 125 mcg q.d., KCl 20 mEq q.d. these are the large tabs, melatonin 6 mg h.s., losartan 25 mg q.d., Claritin 5 mg q.d., Imdur 60 mg q.d., hydralazine 25 mg b.i.d., metoprolol 25 mg b.i.d., Pepcid 20 mg h.s., and Lasix 80 mg q.d. recently decreased to 40 mg q.d.

DIET: NCS.
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ALLERGIES: IODINE CONTRAST, AMIODARONE, and STATINS.
Two ER visits on 10/03 SSM for constipation prescribed glycerin suppositories and put on MiraLax and 10/04 seen at SSM Cardiology for routine followup Dr. Kassabian. She was placed on Lexapro 5 mg at that time as well as Senna plus.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her baseline weight was 160 to 165 pounds.

GENERAL: She is a chronic insomniac who states that melatonin does nothing for her and is willing to try something. Her daughter then states her mother’s mind goes all night and mother concurs that it is just hard to get her thinking to slow down or quiet.

HEENT: She has glasses that she no longer wears as she believes her vision changed after the recent CVA two partial plates that were not in when we spoke. She states her hearing is fine.

GI: She has no difficulty chewing or swallowing. She has a history of chronic reflux, which led to the esophageal wrap and the use of Pepcid and constipation has been her recent issue but now on stool softeners. She is continent of bowel.

GU: Reported history of UTIs but it has been sometimes that she had one. She has urinary leakage but can toilet. She states that she has a bladder where she has difficulty getting urine out and has to take her time has not ever been treated for this. Mobility patient is able to weight bear on her walking boot so she can assist in transfers. She has a walker that she uses for short distance.

PHYSICAL EXAMINATION:
GENERAL: Robust well developed and nourished female.
VITAL SIGNS: Blood pressure 87/63. Pulse 95. Temperature 97.6. Respirations 16.
HEENT: She has full thickness hair that is somewhat disheveled. Sclerae clear. Nares patent. Moist oral mucosa.

NECK: Supple. She did not have one of her partials in.

CARDIOVASCULAR: She has an irregular rhythm with a soft systolic ejection murmur. No rub or gallop.
ABDOMEN: Obese, nontender, and bowel sounds present.

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

MUSCULOSKELETAL: She moves her arms freely. Her legs have no edema. Boot is secured. She seems comfortable with it and knows how to maneuver using it.

NEURO: CN II through XII grossly intact. She is alert and oriented x2-3. Speech is clear. She is bossy toward her husband and various assertive with other people but is responsive to redirection.

SKIN: Warm, dry, and intact with good turgor.
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PSYCH: The patient states that she has had problems with sleep for some time and knows that she needs to get rest. We talked about sleep aids and she is willing to try anything that I think would help her. Her daughter also looked at me as I mentioned Ativan that it would help with sleep but also to slow her mind down and her daughter nodded at me that that would be welcome.

ASSESSMENT & PLAN:
1. Insomnia. Ativan 0.5 mg h.s. will see how she does with that after a few days. If it is not adequate, we will increase the strength.

2. Anxiety. I am starting her on Zoloft 50 mg q.d. when that starts we will discontinue Lexapro and I am adding a 0.25 mg Ativan dose in the morning and see how she does.

3. General care. CMP, CBC, A1c, and TSH ordered for baseline labs and will address when results reviewed next week.

4. Code status discussion. The patient is agreeable to DNR, form assigned and daughter present also in agreement.

5. Constipation. She is now on stool softeners that she had not previously been on when she was in the ER for constipation and things have been better but MOM 30 mL p.o. p.r.n. q.d. ordered.

CPT 99345 and direct POA contact an hour and advance care planning 83.17.

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

