


INITIAL EVALUATION

RE: Evelyn Dokter

DOB: 07/12/1940

DOS: 06/15/2023

HarborChase MC

CC: New admit.
HPI: An 82-year-old in residence since 06/08/23. She was seen in room. Her husband and daughter who are co-POAs were present and gave information. There was also some information in chart from Village on the Park for patient was in residence prior to admission here. The patient was well groomed and sitting upright in a chair in her room. She made eye contact. She was now resistant to exam and I did not interrupt during family giving information. The patient is verbal, but it is word salad which has been a change that they have noted for some time. To date the patient has been sleeping at night. She comes out for meals and will feed herself. Family visit regularly and she has not been tearful or resistant when they leave. The patient had a thorough neuropsych evaluation at OUMC on 05/02/23 and that information is reviewed in her chart. Summary of clinical exam was severe impairment across all cognitive domains most prominently speech and memory. Her tolerance for testing and questioning resulted in irritability and tearfulness.

DIAGNOSIS: Mixed dementia of the Alzheimer’s and vascular neurocognitive type and it was noted that the severity of her deficits made it difficult to identify a definite etiology. Symptoms of dementia began approximately 10 years ago with decline in speech beginning four years ago and accelerated over the last six months. Head CT showed atrophy and small-vessel ischemic disease. In addition to mixed dementia, Alzheimer’s/vascular dementia, anxiety, HTN, HLD, GERD, and depression.

MEDICATIONS: ASA 81 mg q.d., Os-Cal q.d., omega-3 q.d., Bystolic 10 mg b.i.d, HCTZ 25 mg q.d., D3 2000 units q.d., Crestor 10 mg q.d., Wellbutrin 150 mg q.d., Norvasc 5 mg q.d., Levsin one tablet p.o b.i.d. p.r.n. lorazepam 1 mg t.i.d routine, lisinopril 40 mg q.d., Protonix q.d., KCl one tablet q.d., and Docusate p.r.n.

PAST SURGICAL HISTORY: Cholecystectomy, appendectomy, bilateral hip surgery secondary to fracture, pacemaker implant. Battery was recently changed. She has had right wrist surgery secondary to fall related fracture and right upper arm surgery secondary to fall related fracture.
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SOCIAL HISTORY: The patient is married to LuVern her husband of 61 years. They have one child their daughter Amy and Amy and her father share POA responsibility. The patient has a child that passed at the age of two years and still brings that up and can become upset. She was a realtor. She has a greater than 50-pack year smoking history and is a recovering alcoholic sober greater than 20 years. The patient and her husband were living in independent living at Village on the Park for one year and then she was moved to Memory Care secondary to progression of known disease. Her care needs exceeded what they felt she was receiving at BOP and so transferred here.

FAMILY HISTORY: The patient’s mother maternal aunt had late onset Alzheimer’s disease.

05/12/23 labs CBC WNL. CMP sodium of 132. Otherwise WNL. Lipid profile WNL TSH and A1c WNL. A1c was 5.6.

REVIEW OF SYSTEMS: Limited secondary to the patient’s dementia provided by family.

HEENT: She had reading glasses that she no longer wears and has a full upper plate and partial lower plate that she takes out on her own for nightly cleaning.

GU: Urinary leakage and wears depends.

GI: No difficulty chewing or swallowing of food or medication and continent of bowel.

Musculoskeletal: She walks on her own. She does have a cane that she will occasionally require prompting in use. Last fall was in 2020.
Psychiatric: The patient is generally compliant to care and will try to communicate seemingly unaware of verbal deficits. At home she would get up and wander at night, but no exit seeking. No BPSD, i.e., no physical aggression or care resistance. The patient at one point weighed 300 pounds. She then lost 150 pounds using weight watchers and settled into a baseline weight of 160 pounds. Husband thinks that she has gained about 30 pounds over the last five months.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert, well groomed and cooperative.

VITAL SIGNS: Blood pressure 126/82, pulse 63, temperature 98.1, respirations 16, and weight 203.6 pounds.

HEENT: She has short hair and just had it styled in a beauty shop. She wears make-up that she applies herself. Dentures are secure and fit.

NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: Regular rate and rhythm. No M, R, or G. PMI nondisplaced.
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RESPIRATORY: Cooperates with inspiration and expiration. Lungs fields are clear. No cough and symmetric excursion.

ABDOMEN: Obese and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. She moves her arms as part of her talking. She has thick calves, but no significant LEE perhaps trace ankle edema. Did not observe weightbearing on ambulation.

SKIN: Warm, dry, and intact with good turgor.

NEUROLOGIC: Oriented to self and seems familiar with her family. She is quite verbal, but word salad. Repeats numbers a lot. Numbers are used as words and whatever she is stating and not able to verbally communicate needs, but demonstrates them such as rubbing her forehead or lower abdomen if she is having a headache or abdominal spasm. Daughter states that rubbing her forehead is cue that she wants icy-hot to use and rub across her on forehead.

PSYCHIATRIC: She appeared comfortable and secure and cooperated to exam.

ASSESSMENT & PLAN:
1. Advanced mixed dementia Alzheimer’s/vascular type. Family is aware the natural progression of disease which is part of what they have seen prompting need for placement.

2. Communication issues. While she is verbal it is not clear what she is trying to communicate. She does gesture and so I asked family just talk to the nursing staff about what certain gestures mean and what has worked to give her in the past, i.e., a Tylenol and icy-hot when she rubs her head or her lower abdomen. Order is written for icy-hot to be used p.r.n.

3. Gait instability. The patient needs to be monitored for her gait and prompt to use a cane.

4. Social. All the above was reviewed with family who are in agreement with current medications and plan to monitor her BP and heart rate, etc.
CPT 99345 and direct POA contact 30 minutes. The patient responds.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

