


INITIAL EVALUATION

RE: Sally Arrington
DOB: 01/03/1943

DOS: 05/23/2023
Rivermont AL

CC: New admit.

HPI: An 80-year-old in residence since 04/03/2023. Prior to admit the patient was admitted to Norman Regional Hospital on 03/04 after being found at home. She had a fall was down two days by her report and neighborhood who had noticed that she had not been seen in couple of days, was unable to get her to answer the door so the fire department was called and subsequently sent to the ER. The patient had no recollection why or how she ended up on the ground. She told me today that she was down two days and her ER note she stated that she was there at least 12 hours. Her admit labs showed an elevated BUN and otherwise unremarkable. Prior to this admission she was seen at NRH two days prior by breast surgeon as she was going to have a breast lumpectomy for intraductal carcinoma. She received anesthesia and on the cardiac monitor went into SVT with an elevation in some ST segment so the procedure was canceled. She was to follow up with cardiology on 03/06 but had not done so. She was treated for rhabdomyolysis and UTI then sent to Grace Living Center in Norman. On admit at Grace Living she had an elevated CPK consistent with rhabdomyolysis. She was hydrated and the level trended downward to normal. A CT of the head during hospital stay while it showed no acute changes. There were chronic small vessel ischemic changes. She had a normal CXR and cervical spine CT ruled out fracture or dislocation.

PAST MEDICAL HISTORY: High-grade invasive ductal carcinoma of left breast, DCIS of right breast, HTN, mild cognitive impairment, and arthritis of left knee.

PAST SURGICAL HISTORY: Left breast partial mastectomy, lumpectomy, left radius and ulna fracture with casting, and tubal ligation. She had a left wrist fracture in 2020 and a plate was placed.

ALLERGIES: NKDA.

MEDICATIONS: HCTZ 12.5 mg q.d., losartan 100 mg q.d., meloxicam 7.5 mg q.d., and MVI q.d.

DIET: Regular with thin liquid.
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CODE STATUS: Full code.

SOCIAL HISTORY: The patient was married and divorced x2. She had one child who had a rare congenital disorder and she states that that was part of the reason for one of her divorces. The child lived up until the age of 40 but was always in a facility. The patient retired from Great Plains Technology Center where she helped people find what their skill set is and into the educational program that was appropriate. The patient does have two brothers who also live locally.

FAMILY HISTORY: Both of her parents had CVAs and died late 70s or early 80s. She has two brothers again who are healthy and live locally. A sister who died of breast cancer.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her weight is stable. She denies any fevers or chills.

HEENT: Does not wear corrective lenses. Hearing good unaided. Native dentition in good repair by her report.

CARDIAC: Denies chest pain, fluttering, or SOB.

RESPIRATORY: No cough or expectoration.

GI: Denies difficulty chewing or swallowing and is continent of bowel.

GU: Cognitive urine.

MUSCULOSKELETAL: Ambulates independently. No fall history other than the one that led to hospitalization.

SKIN: She denies rashes, bruising, or breakdown.

BREAST: Per history she denies any pain or palpitations and there are no plans at this time to follow up for lumpectomy.

NEUROL: No seizure, syncope, or vertigo. She does not note any memory change.

PSYCHIATRIC: She denies depression or anxiety.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert, well groomed, and makes the point that she is not going to stay here but will be going home.
VITAL SIGNS: Blood pressure 165/85. Pulse 62. Temperature 97. Respirations 18. Weight was 122 pounds. She was 120 pounds when admitted to NRH in March.

HEENT: Conjunctivae clear. Nares patent. Moist oral mucosa with native dentition in good repair.

NECK: Supple. No LAD. Clear carotids and hearing appears to be adequate.

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

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

MUSCULOSKELETAL: She ambulates independently. Intact radial pulses. No LEE. Somewhat decreased muscle mass and motor strength.
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NEURO: CN II through XII grossly intact. She makes eye contact. Speech is clear. She kind of goes back and forth on some things. There is clear evidence of memory deficit and that her story presented when I spoke with there was different than the notes reflect from NRH or from Grace Living SNF.

PSYCHIATRIC: She moves quickly and goes from topic to topic. Things have to be repeated to her as I think her attention span is poor and she makes again clear that she is her own as she called it judge. I think she was indicating POA and feels that now she stated going to independent living as was recommended for 60 days then going home would be good for her. Her affect was appropriate but her attention span was short.

ASSESSMENT & PLAN:
1. Fall, requiring hospitalization. She received therapy at SNF and came here with a walker, which she uses. She is steady and upright and she also reports that often she walks independently in her room and at times outside of the room and has appeared steady and upright.

2. HTN. Review of BPs, systolic pressure generally is 150 or greater and may benefit from increase in losartan adding a 50 mg dose in the evening.

3. Pain management. This is arthralgias and she states meloxicam at 7.5 mg daily has alleviated her pain.

4. Breast CA. I reminded her of this and she states that she is going to follow up but once she gets settled.

5. MCI. The patient is quite scattered with a short attention span. She has comprehension once she focuses and then her recall of things is limited again because she goes quickly from one thing to the next. Pointed out to her that she needs to take a deep breath and just kind of focus on where she is at before she is already moving to something else.

6. HTN. I am increasing losartan 100 mg in the a.m. and 50 mg in the evening along with her other scheduled BP medication.

7. Gait instability. She is doing well. I encouraged her to use the walker because she does walk at a fast pace.

8. Cardiac issue SVT that will need to be evaluated and cleared by cardiology before she can have any breast surgery that she wants to have done and I reminded her of that.
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Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

