


INITIAL EVALUATION
RE: Carolyn Ward
DOB: 09/23/1937
DOS: 03/13/2024
Harbor Chase MC
CC: New admit.
HPI: An 86-year-old female in residence since 03/01/2024. She is seen today for initial visit. The patient was admitted here from Norman Regional Hospital where she was hospitalized 02/21/24 until admission here on 03/01. The patient was admitted for new bilateral hip pain impeding previously independent ambulation. The patient denied any falls though family knew that she did have them, husband was not able to give information in that regard. She had progressive worsening of bilateral hip pain into low back pain. She was needing assist with ambulation with getting up and sitting down. She was taking OTC Tylenol and ibuprofen without pain relief. On admit, a lumbar spine CT was done that showed cortical fracture along anterior aspect of bilateral sacral ala and S1 segment of the sacrum. Pelvic CT also showed acute fracture of the bilateral sacral ala, but no evidence of femoral neck fracture and during hospitalization she was found to have an E. coli UTI and treated accordingly. Physical therapy worked with the patient, but she was limited and what she could do secondary to pain as well as her cognitive impairment interfering with her understanding of direction. EKG was normal sinus rhythm. CBC initially WBC count of 14.7 normalizing to 7.7 and an H&H of 9.8 and 30.2. Total protein was 5 and albumin was 2.6. The patient is on B12 p.o. and her B12 level is greater than 1500.
DIAGNOSES: Dementia became notable after knee surgery approximately two years ago and diagnosis made recent hospitalization. Head CT done 02/26/24 showed age-appropriate parenchymal volume loss with prominent sulci and ventricles and white matter hypodensities. No acute changes. Continue on PMH after dementia then hypertension, atrial fibrillation on Eliquis, valvular heart disease with mitral regurgitation, depression, arthritis, insomnia, overactive bladder and urinary retention during hospitalization with Foley placed, which remains in place.
PAST SURGICAL HISTORY: Knee replacement left side two years ago, hysterectomy remote.

ALLERGIES: NKDA.
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MEDICATIONS: Eliquis 2.5 mg b.i.d., B 12 1000 mcg q.a.m., Toprol 25 mg q.d., MiraLax q.d., Zoloft 25 mg q.d., Telmisartan/HCTZ 80/12.5 mg one p.o. q.d., trazodone 100 mg h.s., alprazolam 0.25 mg p.o. b.i.d. p.r.n., Tylenol 500 mg q.d. p.r.n., and tramadol 50 mg p.o. q.6h. p.r.n.
CODE STATUS: DNR.

FAMILY HISTORY: Noncontributory.

SOCIAL HISTORY: The patient is married approximately 65 to 67 years. Husband currently lives in their home and he has his own medical issues limited in assist, he can give to wife, they have two sons Scott and Grant who share POA responsibility. The patient was a nonsmoker, nondrinker and she worked as a secretary for a phone company approximately 40 years and also the patient was in an assisted living facility July 2023 into February 2024 as her care needs were more than her husband could assist her with and this is independent of the most recent hip pain with sacral ala fracture.

ROS:

CONSTITUTIONAL: The patient is 5’6”. Her weight was 138.6 pounds on 02/24.

HEENT: She has readers, does not wear them. Adequate hearing without hearing aids. Native dentition. Denies difficulty chewing or swallowing.

CARDIOVASCULAR: History of HTN and atrial fibrillation on chronic anticoagulation with Eliquis. Recent echocardiogram showed normal LVEF with mitral regurgitation.

RESPIRATORY: No cough, expectoration, or SOB. Exertion has been limited, however.

GI: She requires feeding assist and prompting to chew and then swallow. She is continent of bowel, can be toilet it.

GU: Currently, has a Foley catheter in place secondary to urinary retention during hospitalization. It was also noted that there was a yellow green discharge vaginally and no evidence of pain and that is new over the past 24 hours.
MUSCULOSKELETAL: The patient is in a Broda chair, which is limited her attempts to get up. She had a fall earlier today once they had gotten her from Broda chair to bed, she complains of pain, cannot be specific. When I palpated her lower back, she identified that area as part of it. I have not observed transfers in her ability to weight bear, but is an two-person transfer assist.

SKIN: She denies pruritus or rashes.

NEURO: Positive for dementia and limited ability to give any information.
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PHYSICAL EXAMINATION:

GENERAL: The patient reclined in her Broda chair, she is just looking about conversing with the gentleman sitting at the same table she is and was agreeable to talking with me.

VITAL SIGNS: Blood pressure 104/52, pulse 91, temperature 97.1, respirations 18, O2 saturation 98%.

HEENT: She has short hair that is groomed. Her sclerae are clear. Her nares are patent. She has moist oral mucosa and native dentition in fair repair.

NECK: Supple. No LAD. Clear carotids.

CARDIOVASCULAR: She had regular rate and rhythm with a soft SCM. No rub or gallop noted. PMI non-displaced.
RESPIRATORY: Normal effort though limited given Broda chair. Lung fields clear mid to upper airway. No cough and no conversational dyspnea.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
SKIN: There is no significant bruising. No noted skin tears or abrasions. She has no lower extremity edema.

NEURO: CN II through XII grossly intact. The patient makes eye contact, is spontaneously verbal, random comments. Speech clear, unable to give specific information, focus was on wanting me to call her son so that she could go home. She was able to be redirected, but eventually would come back to the same topic. Her daughter-in-law came in to visit while I was with her, the daughter-in-law said hello to her and sat with her. The patient did not seem overly enthusiastic and it is unclear that she even recognized who she was.
PSYCHIATRIC: She was not agitated. She seemed to enjoy talking even if it was not reciprocated by other residents.

ASSESSMENT & PLAN:
1. Acute fracture of the bilateral sacral ala with no involvement of the femoral neck, diagnosed on 02/21 with preceding pain. I have ordered a followup sacral x-ray PA and diagonal views and will let family know results.
2. Pain management Tylenol 500 mg two tablets at 8 a.m. and 2 p.m. and 50 mg of tramadol at h.s. will monitor benefit and make adjustments as needed.

3. Foley catheter for right now leave it in place and in the next week to 10 days to remove it and see if she voiced spontaneously and if so will leave it out.

4. Vaginal discharge, color and odor consistent with bacterial vaginosis, so metronidazole 500 mg one p.o. q.12h. x7 days ordered.
5. General care. CMP, CBC, and TSH ordered.
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6. B12 adjustment given level of greater than 1500 mg decreasing the dosage to one tablet MWF.

7. Social. I spoke with the patient’s DIL and her husband reviewed all of the above, I was able to get some information and the patient’s husband was also with son so he was able to listen in to our conversation. He gave him minimal input. They are all in agreement with the above as noted for orders.
CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

