


INITIAL EVALUATION

RE: Betty Cook
DOB: 05/31/1927

DOS: 02/05/2024
Jeffersons Garden AL

CC: New admit.

HPI: A 96-year-old female in residence since 01/17/24. The patient for several years lived in the cottages of Jeffersons Garden, which is their independent living and had done well. The patient would go for routine walks around the IL neighborhood and about a month ago on one of those walks she fell onto the sidewalk and was unable to get up and unfortunately staff member of the AL was passing by got up saw the patient and assisted in her care and eventually got ambulance called. So she fractured her left hip, underwent ORIF and from there went to Bradford Village SNF, which the daughter who when I spoke with her said she would never recommend going there. The patient was there approximately three weeks. While at SNF, the patient had a UTI that altered her mentation but is since resolved. When seen in her room the patient had a woman visiting her who states that she refers to the patient as her aunt because the patient was childhood friends with her mother and so she is known her all of her life. She was able to give information and then called the patient’s daughter/POA Linda Allen who was able to give additional information. The issue with the daughter is that she has always got a lot of input, she talks quite loud and quite fast and was upset with SNF and talks about that and has to be redirected to give the information asked for. And so this longtime friend tells me that the patient was living in AL that she did well. Her daughter also pointed out that she saw her every day and made sure that she had what she needed would also do all of her meal or her pill planning and put it into this daily dispenser so the patient had what she needed for each day and at the vary times of each day. Here in facility daughter insists on giving self-administering patient’s medications and that staff is not to give her any medication even if that includes a Tylenol. Today, the patient had done physical therapy and told the DON that she was sore and hurting and so the DON gave her a single dose of Tylenol and the daughter became very upset about that.

PAST MEDICAL HISTORY: Fracture of left femur status post ORIF and now has a walker and wheelchair. Hypothyroid, hyperlipidemia, CAD, atrial fibrillation, HTN, and depression.

PAST SURGICAL HISTORY: TAH, cataract extraction and left hip ORIF approximately four weeks ago. Another medical issue is she fell and fractured her sternum and a rib side unknown and that was from a fall a few years back.

CODE STATUS: DNR.
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ALLERGIES: CODEINE.

DIET: Regular.

MEDICATIONS: ASA 81 mg b.i.d., Lipitor 10 mg q.d., levothyroxine 100 mcg q.d., lidocaine patch 4% apply to left hip incision area, oxybutynin 5 mg two tablets q.d., and Paxil 10 mg q.d.

SOCIAL HISTORY: The patient is widowed on 02/10 it will be three years after 50 years of marriage. She has two daughters and her daughter Linda Allen is her POA. The patient was a beauty shop owner and she was a hairdresser and moved into IL after her husband’s passing.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient’s baseline weight is 140 pounds and she is 5’2”.

HEENT: She wears glasses to read. She does not wear hearing aids as she has adequate hearing. She has partials but most of her teeth are native dentition.

CARDIAC: Denies chest pain or palpitations.

RESPIRATORY: No cough, expectoration or SOB.

GI: She has a fair appetite. No difficulty chewing or swallowing and is continent of bowel.

GU: The patient has bladder leakage and wears depends and her most recent UTI was during SNF approximately a month ago.
The patient states that she does have musculoskeletal pain. She had Tylenol in the hospital on a script postop for Norco was given but daughter does not want her using that so extra strength Tylenol is allowed.

SKIN: She denies rashes, bruising, or problems with skin breakdown.

NEURO: She states that she has just recently been in the wheelchair but does not want to tell me that she has been falling increasingly with more injury that was provided by her daughter.

PSYCHIATRIC: Noted history of depression. I will talk with her when it is she and I another time.

PHYSICAL EXAMINATION:
GENERAL: The patient is pleasant, seated in the wheelchair, and when I came in this other female was combing her hair for her, which is kept short. She is alert, pleasant, and provided what information she could recall.
VITAL SIGNS: Blood pressure 134/74. Pulse 75. Temperature 98.1. Respirations 18. O2 saturation 92%. Weight was 137.6 pounds.

HEENT: Hair is short and groomed. Sclerae clear, was not wearing glasses. Nares patent. She seemed to hear without difficulty. Native dentition in good repair. Moist oral mucosa.

NECK: Supple. No LAD. Clear carotid.

CARDIOVASCULAR: She had a regularly irregular rhythm at a normal rate. No murmur, rub, or gallop noted.
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ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

SKIN: Warm, dry, and intact with good turgor. No breakdown noted. She does have mild trace edema left lower extremity. She was in a sitting position throughout the time when I saw her and she had transfer assist going from wheelchair to the armchair when I examined her.

PSYCHIATRIC: She makes eye contact and she appears to be attentive. She asked questions that are appropriate. She seemed to understand things that I was asking. However, there was also distraction the patient’s friend that was visiting her had called the daughter to ask her some the questions that I needed answered but the patient was not recalling so is an appropriate call but daughter was talking very loud going on and on and angry and adjust it was just very difficult to continue talking to the patient with that is the background and this other woman seemed to sense that and went out into the hallway as daughter was all worked up talking about her experience at skilled care, etc. The patient seemed to kind of relax and tension seemed to go out of her face. I said a couple of things that she thought were funny and she laughed so she is just a very amicable.

ASSESSMENT & PLAN:
1. Left hip fracture status post ORIF proximally four years ago we will get the exact date. She has been through skilled care she is able to weight bear but requires transfer assist. She is in a wheelchair and she did tell me that she did not know she was going to be able to use the rolling walker. And admitted that she felt safest right now in the wheelchair and I told her then we would go with the wheelchair for now and if she chose to we could also get additional therapy helping her to learn how to use the walker and for her to be using it with therapist working with her.

2. Pain management. We will continue with the Tylenol, however again everything is to be administered by daughter and she does not want us giving her any medication which is strange if it becomes in the patient’s best interest to get medications apart from the times of the daughter has set up for then we will do that.

3. Depression. I will be watching for that because she has had some significant changes here in the last four to five weeks of fall having to move from her new established home after her husband’s death and then the upcoming three year anniversary of her husband who she was married to for 50 years his death and I think that there may be some overbearing this she experiences from her daughter that is my impression.

4. Hypothyroid. We will check a TSH.

5. Atrial fibrillation/hypertension. We will monitor BP and heart rate and go from there.

CPT 99345 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

