


INITIAL EVALUATION
RE: Barbara Hataway

DOB: 10/28/1946
DOS: 08/03/2022
Rivendell AL
CC: New admit.

HPI: A 75-year-old in residence since 08/02/22 seen today in room. Her grandson Brock was present. The patient is pleasant and cooperative. She is able to give information; however, there is evidence of memory deficits both long and short-term that she does not seem to acknowledge. Her grandson will fill in the gaps and remind her that things did happen and then ask her if she is sure that happened or she simply does not remember. She stated that she had not gotten any of her medications since her admission. She did get here late yesterday during the day, but the concern was for no medications today and, when I checked later, she has received medications starting this morning as scheduled. The patient’s medical history accelerated with significant events this calendar year. In April, hospitalization for CVA with skilled care following at Ignite. The patient then returned home. She had a fall, broke a hip, hospitalized post ORIF and went to TFAC SNF and then a second CVA in July for which she was hospitalized at Mercy, then SNF at Epworth Villa and it is from there that she was admitted to here. Intermixed with all those events were several UTIs, which are reported to make her quite confused and disoriented. Her gait instability appeared to just start earlier this year and, despite the use of a walker, she would still fall. She is now using the walker routinely, which she acknowledges not having done before. She is pleasant, alert and again while she gives information, there are clear memory deficits.

PAST MEDICAL HISTORY: Vascular dementia early stage, post CVA x2, status post right hip fracture with ORIF x2, COPD, gout, recurrent UTIs, GERD, anxiety, hypothyroid, postop anemia and HLD.

PAST SURGICAL HISTORY: Right hip ORIF x2, breast biopsy negative, thyroidectomy secondary to multiple nodules, appendectomy, back surgery T10 to L3 rod placement, bladder suspension, bilateral CE, cholecystectomy, colon polypectomy, ERCP, cardiac cath, TAH, bilateral knee replacements, skin CA excisions, tonsillectomy, lithotripsies multiple, left inguinal herniorrhaphy, and bladder neurostimulator placement and esophageal dilation; she generally ends up with one twice a year.
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MEDICATIONS: Tylenol 325 mg b.i.d., Nucala SQ q. month, KCl 20 mEq q.d., allopurinol 100 mg q.d., ASA 325 mg q.d., Lipitor 40 mg q.d., bethanechol 10 mg t.i.d., diltiazem ER 60 mg q.12h. D2 50,000 units q. week, FeSO4 q.d., Mucinex 600 mg q.12h., Norco 7.5/325 mg q.4h. p.r.n., losartan 25 mg q.d., Mag-Ox 400 mg b.i.d., omeprazole 20 mg q.d., ropinirole 2 mg t.i.d., Flomax h.s., paroxetine 40 mg q.d., Incruse Ellipta q.d., and Advair Diskus b.i.d.

ALLERGIES: CODEINE, NORCO, DEMEROL, OXACILLIN, KEFLEX and MORPHINE.

DIET: Regular.

SOCIAL HISTORY: The patient is widowed after 51 years of marriage. She had one daughter who is deceased and her grandson Brock who was present is a son from that daughter. She also had two daughters from her deceased daughter that she and her husband adopted and raised Madison and Mereda. She is a retired computer consultant, a nonsmoker and nondrinker.

FAMILY HISTORY: Positive for CAD, HTN, and Alzheimer’s disease. Her mother died at the age of 87. Unclear regarding father.
CARDIOLOGIST: Dr. Hooker at OHH North. Dr. Kerns previously followed her. He is now retired.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: She has lost weight, but does not know what her baseline weight had been, generally around 135 pounds was her guess.

HEENT: She wears reading glasses. Adequate hearing without aids. Native dentition.

CARDIAC: Denies chest pain or palpitations.

RESPIRATORY: No cough. Occasional congestion treated with Mucinex. SOB with exertion. No history of O2 use outside of a hospital setting.

GI: History of esophageal stenosis. No difficulty chewing or swallowing. She has limited bowel continence.

GU: History of recurrent UTIs and urinary leakage.

MUSCULOSKELETAL: Ambulates with a walker.

SKIN: Denies rashes, bruising or breakdown.

NEURO: Positive cognitive change. Grandson states that it was mentioned that she now has vascular dementia.

PSYCHIATRIC: She denies significant depression or anxiety, but acknowledges just being worn out by all the medical issues that she has had this year.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, pleasant, cooperative, and quite verbal.

VITAL SIGNS: Blood pressure 108/55, pulse 74, temperature 98.8, respirations 18, and O2 sat 92%. Last documented weight on 07/11/22, 131 pounds.

HEENT: Hair is short. Conjunctivae are clear. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.
RESPIRATORY: Normal effort and rate. Symmetric excursion. Clear lung fields. No cough.

ABDOMEN: Soft. No distention or tenderness. Bowel sounds present without masses.

SKIN: Warm, dry and intact. Good turgor.

MUSCULOSKELETAL: She has generalized decreased muscle mass and motor strength with weakness more evident on the right than the left from residual CVA. She is weightbearing and has a walker, but she prefers a wheelchair.

NEURO: CN II through XII grossly intact. She is alert and oriented to person and general location. She can reference for date and time, but she has evident short and long-term memory deficits. She is social which in some ways compensates or has become compensatory for her memory deficits.

ASSESSMENT & PLAN:
1. Gait instability with wheelchair use. The patient has been through several skilled care stays this year, so we will wait before any discussion of PT is undertaken.

2. MCI vascular in nature. We will give acclamation time and then by the end of the month do an MMSE.

3. COPD. Continue with the current medications and hopefully as she is able to do more that she will be stable from a respiratory perspective.

4. Recurrent UTIs. We will monitor and I did bring up that given the history that consideration for prophylactic treatment is indicated.

5. Anxiety. The patient is on paroxetine. We will see if that does adequately for her; if not, I think it is worth to switch to Zoloft to deal with both anxiety and depression.

6. Postop anemia. CBC to assess.

7. On thyroid replacement. TSH ordered.

8. RLS. She states this is a significant problem for her and this is verified by her grandson. We will follow her before any decisions about medication adjustment.

9. General care. At next visit, we will discuss DNR.
CPT 99328 and direct POA contact 40 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

