


INITIAL EVALUATION

RE: Vila Mulder
DOB: 08/12/1935
DOS: 01/24/2024
Rivendell Highlands

CC: New admit.

HPI: An 88-year-old female in residence since 01/17. She was transferred from Baptist Village Skilled Care to here. The patient is a frail 88-year-old who was living at home with family checking in on and assisting her. On 12/05, she was taken to a doctor’s appointment by her daughter who identifies as her caretaker Bonnie Webb and when at the doctor’s office the patient had complained of pain so he had her taken to Integris ER and she was admitted to the hospital for pneumonia, she remained there until 12/14. While there, she had complained of severe right-sided pain under her rib cage. She had plain films and a CAT scan that were unremarkable and MRI was done that required sedation and she was found to have a compound fracture of the pelvis and a compression fracture of T8. The patient has a history of multiple lumbar and thoracic compression fractures with vertebroplasty. From the hospital, she then went to Baptist Village with admission on 12/18 and discharged on date of admission here 01/17. The patient was seen in the Highlands. She was seated in her wheelchair that she could propel and then it was noted that she actually stood and self transferred to the couch. Daughter states that they had not seen her weight bearing since hospitalization. I spoke with her daughter at length, who is able to give information, she seemed surprised by her mother’s confusion stating that she saw her the other day and she was just fine seem to be sharp and her memory intact and then she saw her the day after and she was confused could not answer questions and wanted to know what the explanation was for that and I told her that it was memory impairment and explained what would lead up to that. I also told her that it has caused her significant medical events that there was also sedation involved several times during her hospitalization and it will take a little bit of time to see where she settles in.
PAST MEDICAL HISTORY: History of compression fractures, thoracic and lumbar vertebrate with vertebroplasty, unspecified fracture of the sacrum and most recent pelvic and T8 compression fractures, macular degeneration with vision loss and hearing deficits despite hearing aids, chronic pain, chronic seasonal allergies, hypothyroid, HTN, insomnia managed with temazepam, osteoarthritis, generalized weakness with muscle wasting, and anxiety.

PAST SURGICAL HISTORY: Right breast removed secondary to CA, no chemo or RTX required, hip replacement unknown site, appendectomy, bilateral cataract extraction, vertebral compression fractures with vertebroplasty x11 per daughter.
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ALLERGIES: NKDA.
MEDICATIONS: MiraLax q.d., Tylenol 650 mg p.o. t.i.d., Megace 20 mg p.o. q.i.d. a.c. and h.s., tramadol 50 mg b.i.d. p.r.n., losartan 50 mg q.d., ASA 81 mg q.d., KCl 10 mEq q.d., Singulair 10 mg q.d., levothyroxine 25 mcg q.d., Allegra 180 mg q.d., calcium carbonate 600 mg b.i.d., budesonide MDIs p.r.n.
DIET: Regular mechanical soft.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient is widowed since 2007. She has four children. Non-smoker. She stated that she liked to drink now and then. She was a homemaker and then she drove the school bus where her children were still in school and she worked for Western Auto Distribution Center when they were grown.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her baseline weight is 112 to 115.

HEENT: She wears reading glasses. She has bilateral hearing aids still has hearing deficits and states she has her own dentition and has macular degeneration with compromised vision.
GI: She has had diarrhea due to the number of stool softeners that she has been on she had impaction when she first went to Baptist Village and sent with all the things that they were giving her. She ended up having diarrhea, but none of them were discontinued. She states her appetite is so, so and she acknowledges that she is not eating much. She has pain she states throughout the day and it varies. She will ask for more pain medication she needs it and she is aware that it relates to all her compression fractures. She also has gait instabilities in a wheelchair since hospitalization. She can toilet for bowel movements.

GU: She has urinary incontinence.

MUSCULOSKELETAL: Generalized decreased muscle mass and acknowledges that she is weaker than her baseline.
NEURO: She does not seem aware of her confusion but was unable to answer questions and seemed puzzled by that.

SKIN: She denies rashes, bruising or breakdown.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female with confusion.
VITAL SIGNS: Blood pressure 136/45. Pulse 51. Temperature 97.7. Respirations 16. O2 saturation 96%. Weight was 107.4 pounds.
HEENT: She has short hair is combed. Sclera clear. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple without LAD and clear carotids.
RESPIRATORY: Normal effort. Lung fields are clear. No cough and symmetric excursion.
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CARDIOVASCULAR: She had regular rate and rhythm without murmur, rub, or gallop. PMI was non-displaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: Generalized sarcopenia. Intact radial pulses. Trace lower extremity edema. She moves her arms in a fairly normal range of motion. She is weight-bearing, but holding onto things. She can propel her manual wheelchair.
SKIN: Quite thin and dry. She does have some scattered bruises on her forearms.
ASSESSMENT & PLAN:

1. Chronic pain management. She is on the t.i.d. 650 mg of Tylenol routine and has p.r.n. tramadol 50 mg b.i.d. that she is able to ask for her pain seems managed at this time.

2. History of constipation. I am discontinuing all the multiple stool softeners that she has with the exception of MiraLax p.r.n. q.d. and the patient again is capable of asking for this.

3. Insomnia, per daughter the patient was taking temazepam 15 mg at h.s. and was taken off of that during hospitalization and at Baptist Village and had difficulty sleeping the whole time. She also tells me that while she wants that restarted that her mother takes as I pointed out there was Tylenol PM two tablets at h.s. and she states that that she would take both of them to medicate herself. I told her that if that is something that we were going to watch for that I know that it is not necessarily appropriate and I will hold the Tylenol PM and see how she does on the temazepam alone.

4. Chronic seasonal allergies. Continue with Allegra and p.r.n. breathing treatments. She seems to be doing fine.

5. HTN. We will monitor BP twice daily for the next couple of weeks. She will continue on the losartan. She is not on a diuretic, his daughter had mentioned she was before I am not going to start that at this time if she does not appear to be drinking enough fluid to keep up with being diuresed. So that brings me to a hold of the KCl at this point in time.
6. Hypothyroid. We will check a TSH.
7. Social. Daughter gave a lot of information. She wanted to go through everything in detail. I was patient with her tonight and would not do this again – it will be brief – in any subsequent encounter.

CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

