


INITIAL EVALUATION

RE: Gwendolynn Witherspoon
DOB: 10/26/1940

DOS: 08/29/2023
Rivendell Highlands

CC: New admit.

HPI: An 82-year-old in residence since 08/24 arriving from Grace SNF in Norman where she was admitted 08/08 following hospitalization at NRH for an embolic CVA affecting the dominant right side. Her post CVA sequelae include right side hemiplegia and dysphagia, and unable to weight bear. The patient was seen in room she is in a hospital bed, was resting comfortably with the television on. She was awake enough to be able to answer questions and allow physical exam. Post CVA while in hospital and early SNF muscle spasms of her legs were intense and quite painful for her and they were able to come up with the medication plan that has significantly decreased that. Occasionally, she has required a pain pill and states that an additional Tylenol with that helps to decrease the pain. There has been an issue with getting an additional Tylenol after taking a Norco while here as there was Tylenol and the pain pill. I told her that there is a limit to 3000 mg q.d. and if her Tylenol intake is in a pain pill and an additional she is well below that.

PAST MEDICAL HISTORY: Cerebral infarction with late effects, paroxysmal atrial fibrillation, major depressive disorder, stage IIIB CKD, ASCVD, HTN, mixed hyperlipidemia, GERD with Barrett’s esophagus and urge incontinence.

PAST SURGICAL HISTORY: Bilateral cataract extraction, pacemaker placement, and right knee partial replacement surgery.

MEDICATIONS: ASA 81 mg q.d., Lipitor 20 mg q.d., Prilosec 60 mg q.d., Eliquis 5 mg b.i.d., Flonase b.i.d., gabapentin 100 mg t.i.d., Norco 5/325 mg q.6h. p.r.n., mag ox 400 mg b.i.d., Toprol 100 mg q.d., Norvasc 5 mg b.i.d., olmesartan 40 mg q.d., PreserVision q.d., tizanidine 2 mg tablet two tablets h.s., Effexor 150 mg q.d., and D3 2000 IU q.d.

ALLERGIES: SULFA, SHELLFISH, and IODINATED CONTRAST MEDIA.

DIET: Regular and NAS.

CODE STATUS: DNR
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SOCIAL HISTORY: Prior to recent events with hospitalization, the patient was living alone in her home in Norman. She has been a widow 36 years. She has two sons with her son Ward being her POA and they both live local and there is family assistance while she was at home. She was a smoker, quitting in 1980 two packs per day and 50 pack years smoking history. Rare social ETOH use.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Believes her weight is stable.

HEENT: She wears glasses. She has bilateral hearing aids and native dentition. No significant difficulty chewing or swallowing.

CARDIOVASCULAR: She denies chest pain though she does have a history of angina.

RESPIRATORY: No cough, expectoration or SOB.

GI: History of dyspepsia with Barrett’s esophagus. She has done well with current PPI.

MUSCULOSKELETAL: She has had muscle spasms that been significant keeping her awake at night. There has been a response with the addition of magnesium and gabapentin. She will request tizanidine p.r.n. and Norco as well. Occasionally, she will take an additional Tylenol with a Norco, which she states is effective for her. She is continent of bowel and bladder. She is partial weightbearing with standby assist in her manual wheelchair. She is able to maintain a fairly normal posture and can propel it with her left side. She does have a right hemiparesis and is right hand dominant.

PHYSICAL EXAMINATION:
GENERAL: Pleasant and alert female who put effort into giving information.
VITAL SIGNS: Blood pressure 138/72. Pulse 67. Temperature 97.6. Respirations 14. Weight was 157 pounds.

HEENT: She has short hair. Conjunctivae normal. Sclerae clear. Nares patent. Moist oral mucosa. Native dentition in fair repair.

CARDIOVASCULAR: She had an irregular rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion. Decreased bibasilar breath sounds secondary to effort.

MUSCULOSKELETAL: Hemiplegia right upper and lower extremity dominant side. No bilateral lower extremity edema. She moves her left side within a normal range of motion.

SKIN: Warm and dry. No bruising or skin lesions noted.

NEURO: CN II through XII grossly intact. She makes eye contact. Speech is clear. She is able to express her needs and things that she would like to have changed if possible and just appear optimistic and continuing to gain strength.

NEURO: CN II through XII grossly intact. She is oriented x2-3. She can voice her needs understands given information.
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ASSESSMENT & PLAN:
1. Status post embolic CVA with right side hemiplegia and dysphagia. Recently completed PT/OT at SNF and with given time then we will revisit additional therapies and the patient is open to that.

2. Pain management. The patient has had significant muscle spasms that kept her awake and made it almost unbearable but with current medications in place much improvement. She wants to be able to take Norco with an additional Tylenol 325 mg and I have ordered that as long as her Tylenol q.d. is less than or equal to 3000 mg q.d. She can have an additional Tylenol with Norco.

3. Polypharmacy. I have decreased total by discontinuing four meds and changing to p.r.n. and will see how she does.

4. Social. VM left for son/POA Ward.

5. General care. In mid September, we will order labs.
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Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

