


INITIAL EVALUATION
RE: Ruthanne Wright (Betsy)
DOB: 10/06/1931
DOS: 02/17/2024
Jefferson’s Garden AL

CC: New admit.
HPI: A 92-year-old female in residence since 02/14/2024, seen today for initial contact. The patient had a slip on ice at the end of January, by daughter/POA Ellan was taken to OUMC, diagnosed with fractured tailbone and taken home by daughter. Daughter quickly found that she was not able to do the continual lifting and adjustment of mother when she was in bed or on the chair that was needed and the patient was not able to assist in her own transfers. So, daughter took her back to Mercy ER where she was evaluated and the ER attending told POA that she needed skilled care, as she was unable to provide for her own needs. Arrived at Parc Place on 02/02/24, discharged from there to here on 02/14/24. Since arriving at Jefferson’s Garden, the patient repeatedly states throughout the day that she wants to go home and there is no talking to her about this as she repeatedly states “I want to go home.” She does come out for meals, has not come out for activities, is cooperative to taking medications and allows assistance for personal care needed. Seen in room, she made eye contact, was a bit hesitant when I told her who I was and what I would be doing. She then started telling me about wanting to go home and why, so I simply listened. She has understanding that she is not able to care for herself and she stated this after telling me that she wanted to go home and she stated “I am staying here, aren’t I?” and I told her “yes.” Throughout getting her history what she could contribute, she asked me twice where she was.
MEDICAL EVENTS: The patient had a slip and fall on ice end of January with subsequent fracture of sacrum; family states it is a tailbone fracture, from hospital she went to her Parc Place where she was 12 days and is now here. The patient was given a walker during her SNF stay, but she has not used it here.

Additional hospitalization that occurred in October 2023, the patient had diarrhea that was complicated by AKI, CT showed enteritis, the patient was low on magnesium, treated with Cipro and Flagyl with improvement. The patient has taken colestipol routinely for her issue of chronic diarrhea, but acknowledged that she had not been taking it and there was no specific reason. At that time, she demonstrated significant fatigue and poor appetite, but no falls.
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PAST MEDICAL HISTORY: Atrial fibrillation/sick sinus syndrome diagnosed 02/20/22, cardiologists Dr. Baber and Dr. Beckman; she is status post pacemaker placement and on Eliquis 2.5 mg b.i.d., HTN/HLD on Lipitor 10 mg h.s., lisinopril 2.5 mg q.d., Toprol XR 50 mg q.d. and had been on HCTZ 25 mg q.d., chronic issue, unsure of when last FLP checked, diarrhea; chronic issue of soft loose stool x2 daily, she has urgency at that time, the diarrhea resolves with colestipol, the issue at home her forgetfulness to take, Parkinson’s diagnosed in 2021 by a neurologist at OU, POA could not remember her name and the patient has an upcoming appointment 05/20/24, does not recall the last appointment. The patient is on Sinemet, cooperative to taking it. CKD, last creatinine 02/02/24 1.09 with a BUN of 38.
PAST SURGICAL HISTORY: Appendectomy, total abdominal hysterectomy and small bowel obstruction secondary to adhesions requiring surgical intervention.
MEDICATIONS: Lipitor 10 mg h.s., Sinemet 25/100 one-half tablet t.i.d. q.d., colestipol 1 g tablet b.i.d., Aricept 5 mg h.s., Eliquis 2.5 mg b.i.d., Norco 5/325 q.4h. p.r.n., lisinopril 2.5 mg q.d., Toprol 50 mg q.d. both medications with parameters when to hold.
ALLERGIES: PCN and SHELLFISH.
DIET: Regular.

CODE STATUS: Now DNR.
SOCIAL HISTORY: The patient is widowed since 08/2010 per daughter. The patient had stated it was 08/2022. She was married 59.5 years. She has two children; daughter Ellan who is POA and son Bob, several grandchildren and great-grandkids.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her baseline weight is 130 pounds per her input.

HEENT: She had LASIK surgery in the past, does not require glasses, adequate hearing, no hearing aids, has native dentition. Denies headaches.

CARDIAC: She denies chest pain or palpitations.

RESPIRATORY: Denies cough, expectoration or SOB.

GI: The chronic diarrhea issue and problematic when she does not take colestipol, but here it is given routinely.

MUSCULOSKELETAL: She wants to ambulate independently, but has to be placed with the walker, which she uses safely and we will do.
NEURO: Evident dementia.
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PHYSICAL EXAMINATION:

GENERAL: Well-groomed and alert female who looked tense, but was receptive to being seen.
VITAL SIGNS: Blood pressure 160/90, pulse 84, temperature 97.5, respirations 18, weight 124.4 pounds.
HEENT: She has thin short hair that is groomed. Sclera clear. Nares patent. Moist oral mucosa.
NECK: Supple without LAD. Clear carotids.
CARDIAC: She has an irregularly irregular rhythm. No murmur, rub or gallop could be appreciated.
RESPIRATORY: Normal effort and rate. Lung fields are clear. Symmetric excursion. No cough.
ABDOMEN: Soft. Bowel sounds present. No distention. Mild tenderness with random palpation.
MUSCULOSKELETAL: Intact radial pulses. She has no lower extremity edema. She goes from sit to stand without assist when seen, however, she was a bit wobbly on the getting up with a walker, which I observed. She seems to walk at a quicker pace and head down, but no fall.
SKIN: Thin, dry, warm and intact. No bruising, skin tears, etc., noted.
PSYCH: The patient is anxious, is able to state why she repeatedly asked to go home because she wants to go home unable to see herself objectively and what her care need assist is and, when other issues that have occurred at home are brought up, she does not seem to either acknowledge or understand that she is not able to safely care for herself.
ASSESSMENT & PLAN:
1. New admit with resistance to admission. The patient is cooperative to care. She is a bit reluctant to voice her care needs and, throughout my conversation with her, she politely tells me why she wants to go home and, when I bring up the reasons why it is not safe for her at home, she is quiet and states looking at me, “so, that means I am staying here” to which I said “yes.”
2. Parkinson’s disease. The patient is taking medication routinely. Her mobility does not seem severely impacted nor does general movement. For safety reasons, of course, due to falls, the walker should be used for distance; in her room, she holds onto things. Next neurologist’s appointment is 05/20/24 and daughter will find the name of the neurologist and let us know.
3. Chronic diarrhea. Continue with b.i.d. colestipol routine, document if she refuses and I think we should keep an eye on her BMs for the first couple of weeks. She was not able to tell me if she has had a bowel movement and if so what the quality was.
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4. Hypertension. Today’s BP is elevated. BP to be checked b.i.d. for the next two weeks and any medication adjustment needed will be done. Daughter had requested an antidepressant after the patient’s admission and the patient states she may be depressed and does not know it and is receptive to treatment.

5. Pain management. The patient has Norco p.r.n., but has not requested, most likely does not remember or know how to and pain due to a sacrum and coccyx fracture is not unexpected and per staff’s observation she is clearly having pain walking which is part of why she does not come out of room often as well, so Norco 5/325 will be given routinely q.a.m. and one tablet at h.s. and the p.r.n. order will continue.

6. Adjustment anxiety. Lorazepam 0.25 mg at noon and 5 p.m. with an additional x2 p.r.n. dose available. I have spoken with daughter about this and she is in agreement.

7. Code status discussion. POA states that a DNR was to be signed as part of her trust and somehow that was not done, but she wants it done and has discussed with her mother who agrees, so I am signing the physician certification of DNR form with additional information. Daughter is in agreement.

CPT 99345, direct POA contact 30 minutes and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

