


INITIAL EVALUATION
RE: JoAnn McVey
DOB: 01/02/1941
DOS: 06/05/2024
Rivendell AL
CC: New admit.
HPI: A 83-year-old female seen in room. One daughter was present initially and was right at bedside when I began to see the patient and in fact this daughter had been walking hallways earlier and was looking for me and I told her that I would be seeing her mother, but not until I got to that hallway and then later her other daughter joined us and she was verbal and engaging, but did not seem as reactive to everything or as emotional about things related to her mother and would redirect her sister when she began to do those things. They do seem to generally have a good relationship. So, when I saw the patient, she was in her bedroom lying on her bed. One daughter was present and then gradually the other daughter arrived and saw and came and joined us. The patient’s two son-in-laws were setting up in her apartment and this was the second apartment they were setting up for her as she had been in another hallway and the daughter has requested that she be closer to the dining room. So, the second move was made. The patient was well groomed, lying on the bed, made eye contact, soft-spoken and would just say a few words at a time. She then started deferring to her daughter stating that they had better recall than she did. The patient moved into facility on 05/31/24 and since then her daughters have spent every night here with her and one informed me that tonight would be their last night as they were told they cannot stay any more nights even if they paid form which they asked about. I told them that she needed to acclimate to the facility and to being here and would not do it as long as they were always there providing care. One daughter understood. The other daughter started to do the “oh, oh and…the ah!” and then was corrected by the first daughter.

PAST MEDICAL HISTORY: Parkinson’s disease followed by Dr. K, chronic seasonal allergies, dry eye syndrome, pain management, vasomotor symptoms treated with Premarin, bilateral macular degeneration and depression.

PAST SURGICAL HISTORY: Tonsillectomy, hysterectomy, appendectomy and surgery on her left thumb.
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MEDICATIONS: Amitriptyline 25 mg q.a.m., Sinemet 25/100 mg one tablet at 8 a.m., one-half tablet at 12 noon, one-half tablet at 4 p.m. and one tablet at h.s., AREDS Icaps two q.d., KCl 10 mEq q.d.,. Premarin 0.3 mg tablet q.d., tramadol 50 mg q.6h. routine, Claritin 10 mg q.d., and Systane eye drops OU t.i.d.

ALLERGIES: AMOXICILLIN, CODEINE and PCN.

SOCIAL HISTORY: The patient is a widow 21 years. She has two daughters who are co-POA’s. Nonsmoker and nondrinker. She was a homemaker.

DIET: Regular. Daughters ask about diet modification and I told them that would be addressed.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: They do not know her baseline weight, but think that she looks as it is stable.

HEENT: She wears reading glasses. She has good hearing without aids and has native dentition. No difficulty chewing or swallowing. The patient has macular degeneration. She receives Avastin injections q.6 weeks. I am not sure which eye and ophthalmologist is Dr. Lance Scott.
RESPIRATORY: No cough, expectoration, or shortness of breath.

CARDIOVASCULAR: No chest pain or palpitations.

MUSCULOSKELETAL: The patient is weightbearing. She has both a walker and a wheelchair, but has been staying in her room to include for meals and has been charged for each meal that she is in room as that is policy. The daughters asked me if that was a true policy and I said it is and explained to them the liability of the patient’s eating in their rooms and should there be any choking hazard occurs and then pointed out their mother’s dysphasia with her advanced Parkinson’s. The patient has long history of myalgias and arthralgias. Both daughters notes that when her mother takes tramadol 50 mg that it just seems to change her mood and she looks more comfortable and relaxed and is willing to do things whereas when she does not take it, she is stiff and it is evident that she hurts, so she just wants to lie in bed. I reassured them that we would address the tramadol so that she could be more physically comfortable and active.

GI: History of chronic constipation and that is a concern that was discussed and I told them that we would look at setting up medication so that we can address that.

GU The patient does not have a history of recurrent UTIs.
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ENDOCRINE: She has vasomotor symptoms diagnosed a few years back and successfully treated with low dose Premarin. So, we will continue with that and she also has hyperlipidemia.

NEURO: Diagnosed with Parkinson’s disease in 1999 and does have shuffling gait and resting tremor noted in both hands, but the right greater than the left.

PSYCHIATRIC: History of recurrent depression. Amitriptyline has helped as well as it addresses insomnia.

PHYSICAL EXAMINATION:

CONSTITUTIONAL: The patient was well groomed, made eye contact, seemed a little bit hesitant, and then seemed relax.

HEENT: NCAT. EOMI. PERRLA. Nares patent. Moist oral mucosa. Dentition in good repair.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: She has good respiratory effort at a normal rate. Lungs are clear. No cough. Symmetric excursion.

CARDIOVASCULAR: She has regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. She repositions in bed without assistance and is able to get herself up so that I can listen to her breathing. She has decreased muscle mass and motor strength and last fall was a year and half ago.

NEURO: CN II through XII grossly intact. She has a shuffling gait. When she sits up or stands, she tends to have a little bit of a stoop to her posture. Resting tremor of both hands right more notable than the left.

SKIN: Warm, dry and intact with fair turgor. No bruising, breakdown or skin tears noted.

PSYCHIATRIC: She seems reluctant to have her daughters leave and by herself as she sees it and I just encouraged her to meet other people, come out for meals and daughters then say that she is quiet has always been kind of to herself and I just told them that it is never too late for improvement which can mean change.

ASSESSMENT & PLAN:
1. Advanced Parkinson’s. Continue with medications as prescribed by Dr. K and clarified the dosing time of her Sinemet.

2. Generalized muscle weakness with gait instability. I am ordering PT and OT for the patient to start with evaluation on Monday. I spoke with daughters about this and they think it is a good idea. I did not say anything to the patient, but I think it will also help her get out of her shell to some degree.
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3. Depression. She has amitriptyline that she is actually taking at h.s. due to insomnia, but they have noted that she has benefit when she is taking it in the morning. So, I am going to write for it to be a.m. and h.s. and we will see how she does.
4. Dysphasia. She will be on a regular diet with minced meat and gravy on the side. We will see how she does with that and monitor how she handles liquids which today is not a problem per family.

5. Pain management. Tramadol 50 mg q.i.d. routine.

6. Chronic constipation. The patient will start with Mag citrate a half bottle on arrival and she will drink a half bottle that time and hold the other half bottle for p.r.n. Family also request that she get prunes in the morning. They will provide that if staff person can just come and get it out for her in the morning, so that order is written. Once e get a normal bowel pattern going after the Mag citrate then we will start with MiraLax q.d. and start on Saturday and go from there.

7. General care. CMP, CBC, and TSH ordered.

CPT 99345 and direct POA contact an hour and 20 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
