


INITIAL EVALUATION

RE: Mary Doyle
DOB: 06/18/1938

DOS: 07/13/2023
HarborChase MC

CC: New admit.

HPI: An 85-year-old with diagnosis of unspecified dementia approximately 10 years duration. The patient was observed in the unit. She was in a wheelchair that she propelled around readily. She was animated and engaged talking to other residents. Her speech is very fragmented and garbled every now and then there will be one clear word out of context but she seems to be happy. I observed her watching an activity and she seemed to be very attentive and when I approached her smiled and let me lead her to sit down where I could look at her and examine her. She was verbal directing it toward me again it was word salad. I spoke to the patient’s daughter Pam Scott who was able to give me additional information.

After diagnosis of dementia 10 years ago, the patient remain in her home and then was moved to Willow Wood Memory Care where she was in residence five and half years while there she had a fall on 06/24/23 hit her head, was taken to the ER where there was a normal CT and returned to the facility and had another fall and daughter had noticed both in the ER and once back at Willow Wood the patient’s gait was now shuffling. A staff member told her that the shuffling began after there was a change in her medication. She had been on Xanax 0.5 mg and it was increased to 1 mg t.i.d. The patient had six falls in five days ended up again being admitted to the ICU for two days due to a subdural hematoma. From that hospital discharge, she then went to Emerald Care where she was for several months and then moved here.

PAST SURGICAL HISTORY: She has four NSVD live births, hysterectomy, hip fracture status post fall right side and has been in a wheelchair since, right knee arthroscopy.

FAMILY HISTORY: Negative for dementia.

SOCIAL HISTORY: The patient is widowed. She has four daughters who are all co-POAs. Nonsmoker and nondrinker.
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MEDICATIONS: BuSpar 10 mg t.i.d., probiotic q.d., Norvasc 2.5 mg q.d., ASA 81 mg q.d., bethanechol 10 mg b.i.d., Celexa 20 mg q.d., Ketotifen eye drops OU b.i.d., Protonix 40 mg q.d., and Flomax q.d.

DIET: Regular and purred with thin liquid.

ALLERGIES: PCN.

HOSPICE: Legacy Hospice began service on 07/13.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her baseline weight is about 160 pounds and daughter notes that she appears to have lost significant weight.

HEENT: She wears glasses and has top dentures that she wears has not been wearing her bottom dentures since the fall with subdural hematoma, which was recent.

CARDIAC: She was diagnosed with bradycardia in the hospital and has no history of either brady, tachy or hypertensive heart disease.

RESPIRATORY: No history of cough, expectoration or SOB.

GI: She has some bowel incontinence, can indicate that she has to go the bathroom but not always easy to interpret.

GU: Urinary incontinence and has had UTIs with noted behavioral changes.

MUSCULOSKELETAL: Gets around in a manual wheelchair that she propels without difficulty and has not walked since her hip fracture, which was about a year ago.

NEURO: The word apraxia began about two years ago per daughter with the acceleration of cognitive decline beginning after 2016. Family states they are not certain she really knows who they are but she is pleasant with them.

PHYSICAL EXAMINATION:
GENERAL: The patient is very alert and animated, getting around in her wheelchair.
VITAL SIGNS: Blood pressure 118/76. Pulse 85. Temperature 98.1. Respirations 16. Weight was 126.8 pounds.

HEENT: She has a long curly hair with bangs. Daughter tells me that she always wore it short and styles so this is very different. She makes good eye contact. Nares are patent. Moist oral mucosa.

NECK: Supple with clear carotids.

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

RESPIRATORY: She had a normal effort and rate, did not follow directions for deep inspiration but she had no cough and symmetric excursion.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.
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MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. She has fair muscle mass and motor strength. Moves her arms in a normal range of motion. Propels her wheelchair quite readily. She is a one person transfer assist and she can weight bear.

NEURO: CN II through XII grossly intact. She makes eye contact. Smiles, leans into start talking, which is random and out of context but primarily word salad, but she is pleasant and takes direction.

ASSESSMENT & PLAN:
1. Moderately advanced dementia. The patient has not exhibited behavioral issues and appears to have acclimated to the facility. We will just give time and see what her additional care needs are.

2. Nonambulatory and wheelchair dependent. We need to make sure she has a transfer assist and she is able to propel herself going forward. She is also receiving physical therapy with mobile therapy, which comes here and sees her twice a week. Daughter participates and sits watching in all the sessions.

3. HTN. We will monitor BP and heart rate given hospital diagnosis of bradycardia, which has not been seen here. If able we will discontinue Norvasc.

4. Agitation. During personal care, she can be resistant and so she has hydroxyzine 50 mg we will have that ordered as premed prior to showering and request that she be showered in the evenings and then just put to bed.

5. Social. I spoke with her daughter at length and she was able to help with the history just her mother’s background.

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

CPT 99345 and direct POA contact 25 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

