


INITIAL EVALUATION

RE: Susan Brantley

DOB: 12/23/1943

DOS: 03/04/2022

Harbor Chase AL

CC: Assume care.

HPI: A 78-year-old in residence since 07/09/21, is having difficulty going to an outside physician so I am assuming her care. She is seen in her room. The patient was cooperative. She does have some difficulty communicating her needs. I went through her medical records with her and she seemed surprised about having MS. I told her that it was mentioned several places throughout her chart. She is in a wheelchair that she can propel around short distances. She has an apartment that she shares with her husband who was not present when she was seen. Staff reports that she is compliant with care and does require assist for transfers and personal care much of which her husband assumes the role in doing. The patient was hospitalized at St. Anthony’s 02/15/22 to 02/20/22. She had a UTI and her dementia and MS also acknowledged. On 02/14/22, the patient was also seen at SSM for generalized weakness and a UTI.
DIAGNOSES: Multiple sclerosis, dementia, paroxysmal atrial fibrillation, cardiologist Dr. Scherlag, and gait instability. The patient on admit was able to ambulate with a walker for short distances but now is using her wheelchair and she requires transfer assist, HTN, depression, GERD, and osteoporosis and neurogenic bladder.

PAST SURGICAL HISTORY: Right hip replacement 2018, lap band bariatric procedure, right knee replacement, left knee replacement, and gastric ulcer surgical treatment.

MEDICATIONS: Norvasc 10 mg q.d., ASA 81 mg q.d., Celexa 10 mg q.d, docusate b.i.d., Cymbalta 60 mg q.d., Namenda 10 mg b.i.d., metoprolol 50 mg b.i.d., Protonix q.d., Evista q.d., MVI q.d., and D3 2000 IUs q.d. 

ALLERGIES: Multiple, see chart.

CODE STATUS: DNR.

DIET: Regular.
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FAMILY HISTORY: Her mother had Alzheimer’s disease and died after a stroke. Her father with DM II, HTN. Brother and sister both with DM II and HTN.

SOCIAL HISTORY: Married 59 years, two children. She worked as a secretary in the law office. Nonsmoker. Occasional social drinker.

PHYSICAL EXAMINATION:

GENERAL: The patient seated in her wheelchair, appeared anxious.

VITAL SIGNS: Blood pressure 126/73, pulse 70, temperature 97.4, respirations 19, and O2 sat 93%.

HEENT: Hair short. Conjunctivae clear. Moist oral mucosa. She had her mouth open for much of the visit. No drooling. 

CARDIOVASCULAR: Irregular rhythm. No M, R or G.
RESPIRATORY: Fair respiratory effort and normal rate. Lung fields clear. Lungs fields decreased bibasilar. No cough.

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

NEUROLOGIC: Orientation x 2. Makes eye contact. She speaks and sometimes it takes effort. She has some word finding difficulty and clear memory deficits. She is cooperative.

PSYCHIATRIC: She appeared to get anxious, but that seemed to resolve as we talked.

ASSESSMENT & PLAN:
1. Multiple sclerosis. The patient not able to give me information as to who her neurologist is or she has followup. We will visit when husband is present the next time and ask staff to check to see if she has any upcoming appointments.

2. Paroxysmal atrial fibrillation/HTN. She had a Holter monitor testing with Dr. Scherlag. No results are available on that. I did not change her medications.
3. Neurogenic bladder. She has episodic incontinence but can also toilet. Recently treated for peri-area candida which has resolved.

4. HTN. We will keep an eye on her BPs and at this point by review of those I did see well controlled. No changes.

5. Recurrent UTIs. I will add prophylactic therapy with nitrofurantoin 50 mg h.s.

6. Labs: There are no labs available in her chart. So CMP, CBC and TSH ordered.
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Linda Lucio, M.D.
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