


INITIAL EVALUATION

RE: Barbara Sweeney

DOB: 03/26/1946

DOS: 10/05/2022

Rivendell AL

CC: New admit.
HPI: A 76-year-old in residence since 09/29/22, coming from an AL facility in Weatherford, Oklahoma. The patient was seen in the room. She answered the door weightbearing and it became clear that she had impaired mobility. She uses a wheelchair and was trying to move herself around so that she could sit down in it. Her steps were very small. She is a large woman and I was not able to be of much assistance but we did get her into the chair without incident. The patient is able to give some information. There are clear memory deficits affecting both short and long-term memory. The patient and her husband lived for approximately 10 years in independent living in Hydro, Oklahoma. He passed away after a brain bleed on 07/20/21 and the patient was then moved to IL in Weatherford where she remained until move here. Her son lives in Yukon and stepson also lives in Oklahoma City. Her POA stepson Steve Sweeney lives in Apache. Per the patient and her stepson’s information, she and her husband were fairly independent for many years after his death. She remained fairly independent and was reluctant to ask family for help. The POA said over the years she has gained weight and her mobility has become more impaired. The patient told me that she had right knee surgery thinking that it was a knee replacement and POA states that he was not aware of her having a knee replacement. She has a baseline of MS and was seen by a neurologist for the first time in several years a month or so ago after a head CT was done in Weatherford. There are no accompanying medical notes from either the physician following her in IL and have asked POA to obtain information regarding the recent head CT and neurology note.

DIAGNOSES: MS relapsing and remitting variant diagnosed 1982, has been stable for some time, took Betaseron for 10 years and no medical treatment in the last 20+ years, bilateral OA of knees with limited weightbearing and mobility, HTN, HLD, GERD, spinal stenosis with chronic back pain and glaucoma 

PAST SURGICAL HISTORY: Right knee surgery, TAH, lumbar discectomy and lithotripsy.

FAMILY HISTORY: Mother had heart disease, DM II and SLE, died in her 80s. Father died 03/01/21 at the age of 100, natural causes.
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SOCIAL HISTORY: A widow since 07/20/21 and has been married three times. One biologic son lives in Yukon and POA Steve Sweeney and Apache. Nonsmoker, nondrinker and worked for a short time for FAA and was primarily a homemaker.

MEDICATIONS: Lipitor 10 mg h.s., Zestoretic 20/12.5 mg q.d., B12 2000 mcg q.d., Cymbalta 60 mg h.s., Estrace 0.5 mg q.d., meclizine 12.5 mg q.6h. p.r.n., melatonin 10 mg h.s., meloxicam 7.5 mg q.d., metoprolol 100 mg q.d., Norvasc 5 mg q.d., oxybutynin ER 10 mg q.d., Pepcid 40 mg h.s., KCl 10 mEq q.d., probiotic q.d., and Timolol OU h.s.

ALLERGIES: AMBIEN and SIMVASTATIN.

DIET: Regular.

CODE STATUS: DNR. The patient has an advanced directive indicating no heroic measures. In the past she states she has signed a DNR and requests one be signed here.

MMSE dated 09/29/22 score of 25 classified as normal.

REVIEW OF SYSTEMS: 

Constitutional: She has had progressive weight gain that she is aware of and states it makes her hard to get around.

HEENT: She wears corrective lenses and adequate hearing.

Respiratory: No cough, expectoration or SOB.

Cardiac: Denies chest pain or palpitations.

GI: Has had mild dysphagia for long time to both food and liquids. Denies pill dysphagia. She is continent of bowel.

GU: Last UTI was less than three months ago. She is incontinent of urine. Medication for same has not helped.

Musculoskeletal: She has a manual wheelchair with her here, at home has gotten around with an electric wheelchair which she questions whether she can use here. Last fall was a few months ago, non-injury. She weight bears. She self-transfers, but is quite unsteady. She comments that her legs have not been swollen as they are now.

Neurologic: She thinks that she occasionally she forgets things, but not enough to impair her.

Psychiatric: Positive for depression/anxiety.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and pleasant little apprehensive initially. 

HEENT: Hair groomed. Conjunctive clear. Corrective lenses in place. Native dentition in good repair. Neck supple with clear carotids./

RESPIRATORY: Normal effort and rate. Lungs fields clear. Decreased bibasilar secondary to body habitus. No cough.
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CARDIOVASCULAR: Regular rate and rhythm. No M, R or G.

ABDOMEN: Obese and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. She has +1 lower extremity edema dorsum of feet, ankles and distal pretibial. She is weightbearing, but has a varus deformity when standing and appears very unsteady holding onto things.

NEUROLOGIC: CN II through XII grossly intact. She is alert and makes eye contact. Speech is clear. She can covey information and needs though it does take her sometime and she appears to get hung up on what she wants to say and it is actually coming out.

PSYCHIATRIC: Appropriate affect and demeanor for initial contact.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. Mobility impaired. Uses manual or electric wheelchair. Manual is here and she can propel it and will look into whether or not her electric wheelchair can be brought but it may be required to fit in her room. She also defers PT stating that she has had enough of it this calendar year.

2. MS relapsing and remitting. She has not had a flare in several years. We will monitor for now and obtain the information regarding her recent head imaging and neurology visit.

3. HTN. We will monitor BP and HR with adjustments in medication as need indicated. 

4. Depression appears stable for right now. She did become teary when discussing husband but she has had a lot of change in a short period of time. Encouraged her to come out onto the unit. She has tended to stay in her room.

5. Lower extremity edema. Torsemide 40 mg q.d. for one week and then we will look at p.r.n. per edema.

6. Code status. DNR form completed and placed in chart per her request and POA states that she has previously expressed same wishes to him.

7. General care. CMP, CBC and TSH ordered for baseline lab. All of above discussed to some degree with POA who is in agreement with care plans.
Advance care planning 83.17 and direct prolonged POA contact 20 minutes

CPT 99328

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

