


INITIAL EVALUATION

RE: Shirley Davis

DOB: 07/10/1933

DOS: 03/21/2023

Rivermont MC

CC: New admit.
HPI: An 89-year-old in residence since 07/13/22, previously followed by Daniel White, ARNP. The patient was seen in room today. Her daughter and POA Teresa Pope was present. The patient sat quietly through the interview as she was not able to give information, but was cooperative to exam. Daughter acknowledges dementia becoming evident in 2014. The patient had been living in Edmond while her daughter is here in Norman. The patient was moved to Rivermont IL where she was for two years and then to Silver Elm, which was closer to her daughter. She was fairly independent and drove up until 2019. At Silver Elm IL the patient began to stay in her room and not come out for meals and remained in pajamas most of the day. Her daughter’s response was to check on her frequently taking her to their home to become interactive with her children who were grown and grandchildren when they would visit. She would also take her mother along when they would do family vacations whether it was packing up in a vehicle and driving to Santa Fe or flying. She stated that it started becoming harder and harder as her mother required more care and attention as well as reassurance. And it was on a visit to see her mother in IL that brought clarity to the fact that she needed to be in memory care. She would let her mother know that she was going to be coming over to see her. When she arrived her mother was in her pajamas and trying to get out of the recliner which works by remote control and instead of using that she was trying to climb over the side arms. She forgot that daughter had called her to tell her that she was going to be coming over to pick her up for a doctor’s appointment so she was not dressed and things just began to go south from there on that visit and the hunt for memory care began. The patient did not give any significant resistance. It is not clear that she understood what was going to be happening.
PAST SURGICAL HISTORY: Tonsillectomy, bilateral hip replacement, TAH, right shoulder surgery and retinal tear repair right eye.

SOCIAL HISTORY: The patient was widowed in 2019 after a 67-year marriage. She and her husband traveled extensively throughout the 50 United States and several continents.

Shirley Davis

Page 2

FAMILY HISTORY:  The patient’s mother died at the age of 84 secondary to a CVA and she had late onset dementia. Her father died at 63 of an accident and she is an only child.

ALLERGIES: MACROBID, PCN, HCTZ and LISINOPRIL.

MEDICATIONS: Centrum Silver q.d., citalopram 10 mg q.d., and PreserVision one tablet q.d.

DIET: Regular with thin liquids.

CODE STATUS: DNR.

REVIEW OF SYSTEMS:
Constitutional: Weight has remained stable.

HEENT: She wears glasses. Adequate hearing. No difficulty chewing or swallowing.

Cardiac: No chest pain or palpitations.

Respiratory: No cough, expectoration or SOB.

GI: Good appetite and at times she states she is full and forgets after sitting in the table for a while and starts eating all over again per daughter. She has occasional incontinence of bowel and bladder, but can generally toilet herself or let some one know that she has to be toileted.

Skin: She has had no evidence of bruising rashes or pruritus.

Neuro: Positive for dementia. On 07/06/22 MMSE was 15 indicating moderately advanced dementia.

PHYSICAL EXAMINATION:
GENERAL: The patient is well-groomed and alert and cooperative, but does appear confused about what is going on.

VITAL SIGNS: Blood pressure 174/84, pulse 78, temperature 97.7, respirations 16, and weight 118 pounds. On 02/24/23 her weight was 124 pounds. On 03/10/23, 120 pounds and now 118 pounds.

HEENT: Her hair is combed. Corrective lenses in place. Conjunctivae clear. Nares patent. Moist oral mucosa. Native dentition in fair repair.

CARDIAC: Regular rate and rhythm. No M, R or G. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Symmetric excursion. Lung fields clear and no cough.

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

EXTREMITIES: Intact radial pulses. No lower extremity edema with decreased posterior tibial pulses.

MUSCULOSKELETAL: Nonambulatory and is in a manual wheelchair that she appears to have difficulty propelling and requires transfer assist. Trace ankle edema.

SKIN: Warm, dry and intact. Fair turgor. No rashes, bruising or skin breakdown noted.
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PSYCHIATRIC: A little confused, but cooperative and looks to the daughter who does the answering of questions.

GU: Daughter brings up concern about mother’s recurrent UTIs and unclear when the last was and she asks about prophylactic treatment. Actually last UTI was 03/13/23 and she received Keflex 500 mg b.i.d. x1 week.

ASSESSMENT & PLAN:
1. Dementia moderately advanced without behavioral issues. The patient appears comfortable in MC and her daughter visits frequently and I think she voices her mother’s needs. For now we will just get to know her assess what needs are and no new orders in that arena.

2. Recurrent UTIs. Prophylaxis with methenamine hippurate 1 g p.o a.m. and h.s.

3. BP check. Review over three weeks the trend has been for systolic pressure ranging from 138 to 186 and there are occasional low numbers, but the trend is the systolic are greater than 150 and diastolics range from 71 to 102. I am starting with Toprol 50 mg q a.m. and daily BP checks once has started and there is likely going to be needed to adjust the dose more likely upward, but we will see how she does initially.
4. General care. Baseline lab CMP, CBC and TSH ordered.

5. Urinary incontinence intermittent. Per daughter’s request, during day patient is to wear regular underwear with the poise pad inserted and at night depends can be applied.
CPT 99345 and direct POA contact is 25 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

