


INITIAL EVALUATION
RE: Thelma Jones
DOB: 04/04/1930
DOS: 01/09/2022
TFOC SC
CC: New patient.

HPI: A 91-year-old admitted on 01/05/22 from OU Edmonton where she was admitted on 01/03/22 after a fall at home same day, landing on her right side. The patient found to have a right scapular fracture per chest x-ray. She is right-hand dominant and had pain. Her baseline is dementia. When seen in the room, she was seated in her wheelchair watching television. She was pleasant, made eye contact, could not really give information. She would look at me and giggle or smile and when asked why she was doing that, she would just smile and giggle some more. Staff reports that she is generally cooperative, but cannot voice her needs. They can tell by her facial expressions what may be going on with her. She does require assist with five of six ADLs. As far as meals, she sits at a feeding table and is able to feed herself with setup. Her son with whom she lives has been to the facility to visit and states that she appears at her baseline cognitively.
DIAGNOSES: Dementia unspecified without BPSD, right scapular fracture - traumatic, HTN, senile debility, AKI with acute anemia and lower extremity edema, gait instability with injury falls.

MEDICATIONS: Norvasc 10 mg q.d., Coreg 25 mg b.i.d., asa 81 mg q.d., fish oil one capsule q.d., B12 1000 mcg q.d., Aricept 5 mg h.s., Lipitor 40 mg h.s., docusate b.i.d., losartan 100 mg q.d., meloxicam 15 mg q.d., MVI q.d., garlic 500 mg q.d., FeSO4 325 mg q.d., hydralazine 100 mg t.i.d. and p.r.n. Tylenol.

ALLERGIES: NKDA.

DIET: Regular thin liquid.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient is widowed, lives with her son, nondrinker and nonsmoker. Otherwise, the patient is unable to give information.
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REVIEW OF SYSTEMS: Deferred again secondary to inability to participate. In general, she has advanced dementia without BPSD, wears corrective lenses. She has native dentition in poor repair. She propels her manual wheelchair with lower extremity edema with which she was admitted. 
PHYSICAL EXAMINATION:

GENERAL: Older female sitting up in a wheelchair, making eye contact, no distress.

VITAL SIGNS: Blood pressure 164/77, pulse 77, temperature 98.4, respirations 18, and O2 sat 96%.

HEENT: She has beautiful hair shoulder length that was groomed. Conjunctivae clear. Nares patent. Dry oral mucosa. Native dentition in poor repair, several missing. Clear carotids. No LAD.

RESPIRATORY: She does not cooperate with deep inspiration, but had a normal rate and effort. No cough. No wheezing noted.

CARDIOVASCULAR: Regular rate and rhythm without M, R, or G. PMI nondisplaced. 

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She has fairly good neck and truncal stability in manual wheelchair. She moves her limbs. Her left lower extremity has 2+ edema from the ankle to just below the knee and the right trace.

NEURO: CN II through XII grossly intact. Orientation x 1. She makes eye contact. She smiles. She is unable to give information. She did not appear to be in discomfort.

PSYCHIATRIC: She is at her baseline for initial contact.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN: 
1. Lower extremity edema, left leg. We will order compression wraps to be done daily and I am holding amlodipine which causes ankle edema and starting Lasix 40 mg q.d. 
2. General care: CMP, CBC and TSH ordered. We will follow up with her later in the week.

3. Dementia: She appears to be at baseline without distress and there are no behavioral issues.

4. Gait instability with injury falls. She could not tell me if she used a wheelchair at home, but it appears that it is probably the safest means for her to get around and be transported. We will address that during the week with PT. 
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Linda Lucio, M.D.
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