


INITIAL EVALUATION
RE: Ala Walton
DOB: 02/04/1932
DOS: 05/23/2022
HarborChase MC
CC: New patient.

HPI: A 90-year-old in residence since 05/10/2022, seen today, she is noted to be wearing a C-collar. The patient was previously in residence at Emerald Cove MWC, had a fall there and, going forward from then, complained of neck pain or headache. After she arrived here, she continued, so family took her out to NRH ER Imaging. CT of the head and neck showed a C1-C2 fracture. The patient was sent out with the C-collar and instruction to wear it at all times, could remove for bathing/showering. She has followup scheduled with NES Dr. Eichert and will have followup imaging at that time. The patient was able to give some information, but I spoke with the patient’s daughter Peggy Walton who added to her information. It was noted that dating back to about 2016-2017, the patient began to have changes in her memory and then noted decline in her personal care and taking care of her home. For the year prior to her going into a facility, the patient had her kids, of which there are four, rotating a week at a time staying with her and helping out what needed to be done. The patient was diagnosed with dementia during skilled care and the daughter believes it was Valir after her fall leading to hospitalization in April.
PAST MEDICAL HISTORY: Dementia unspecified, HTN, restless legs syndrome, hyperlipidemia, GERD, Afib, depression, gait instability with falls, and C. difficile during hospitalization.

PAST SURGICAL HISTORY: Back surgery, bilateral hip replacements, and knee replacement. Daughter notes that both hip replacements were the result of falls.

ALLERGIES: AMOXICILLIN, HYDROMORPHONE, LISINOPRIL, and PCN.

MEDICATIONS: Docusate b.i.d., Eliquis 2.5 mg b.i.d., Lexapro 10 mg b.i.d., Norco 10/325 mg q.4h. p.r.n., losartan 25 mg q.d., and Toprol; we will clarify dose, but q.d.
DIET: Regular.
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CODE STATUS: The patient has an advance directive and daughter requests after discussion physician certification of DNR be completed.

SOCIAL HISTORY: The patient was married 60+ years, widowed in 2014 and nonsmoker, nondrinker and retired from Tinker. She has four children. The patient’s sister is financial POA and daughters Jody and Cheryl are co-POA’s.

FAMILY HISTORY: No known dementia in biologic family.

REVIEW OF SYSTEMS: Limited secondary to the patient’s dementia.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and pleasant and cooperative.
VITAL SIGNS: Blood pressure 150/87, pulse 83, temperature 97.8, respirations 17, O2 sat 94%, and weight 110.6 pounds.
HEENT: Hair groomed. Conjunctivae clear. Nares patent. Native dentition in fair repair. Moist oral mucosa.

NECK: Supple with clear carotids.

CARDIOVASCULAR: Occasional regular beat without MRG noted. PMI nondisplaced.

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

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

MUSCULOSKELETAL: Intact radial pulse. No lower extremity edema. Did not observe gait or weight-bearing. Had C-collar in place and pointed out she had been told not to mess with it.

SKIN: Warm, dry and intact with good turgor.

NEURO: CN II through XII grossly intact. Oriented x1-2. Speech is clear, she is tangential, has to be redirected, is giggly and smiles regardless of what she is saying and clear short and long-term memory deficits.

PSYCHIATRIC: Appropriate affect and demeanor for initial contact.

ASSESSMENT & PLAN:

1. Unspecified dementia without BPSD. We will monitor for now. Continue to assess needs. At this point, she needs staff assist with 3-4/6 ADLs.

2. C1-C2 fracture. She has her C-collar in place with instruction on when she can remove it. She has complained of pain to include headache, so Norco 10 mg b.i.d. is given and routine with p.r.n. schedule available.
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3. Gait instability. We will order PT to assess for strength and conditioning. She does have a walker and a wheelchair, but frequently not using either. The patient has a followup in June with imaging and we will take direction from NES at that time.

4. HTN. We will monitor BPs and clarify Toprol dose and adjust as needed.

5. History of C. diff. The patient had a loose stool. Family questioned whether this is recurrence, unlikely given that she has had no new antibiotic exposures and her bowel pattern is one or two a day. I did speak with unit nurse who will monitor her stool and then let me know if we need to do culture.

6. Social. I spoke directly with her daughter who acknowledges a decline in the patient overall and cites her personal care is needing attention.

CPT 99328 and prolonged direct contact 20 minutes and end-of-life care planning 83.17.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

