


INITIAL EVALUATION

RE: Shirley Kramer

DOB: 12/21/1936

DOS: 08/10/2023

Harbor Chase MC
CC: New admit.
HPI: An 86-year-old female admitted to the facility on 08/07/2023 from her home in Oklahoma City where she lived alone, but was next door to her great niece/POA. Since admit to facility, the patient has generally been quiet and observant of what is going on around her and she is slowly eased into sitting with a couple of other residents randomly and engaging in conversation. She has been cooperative with medications and general unit directions. I spoke with her niece/POA Shelley Irvin who informed me that they had a camera in her room and that she has seen that. She generally gets up at 3 o’clock in the morning and then sit in a bedside chair in the dark and do nothing and this has not been reported by staff. When I met patient on the unit, she agreed to sit with me but seems suspicious of my intent. She allowed me to examine her but she was not able to give any information and it is unclear how much she understood of what I actually said to her. The patient is hard of hearing and has a history of dry eye syndrome, which may affect vision. Information I was able to get from POA this patient lived all of her adult life in Dallas and made the move to OKC in 2015 buying the house next door to her great-niece and had family assist for everything. Prior to her move here different family members would alternate going and checking in on her staying there with her for a period of time and getting to any needed appointments. The patient made the move to OKC in 2015 purchasing a home next to her POA and from there they would assist her in whatever she needed it as well as checking in on her throughout the day. In 2019, the patient put food on the stove forgetting about it and it set off the fire alarm allowing the fire department. The patient became quite upset about that and so was taken to the ER for evaluation and head CT was done and the diagnosis of dementia was made at that time. The patient then continued driving and started getting lost during the day time and then in the evening would go to the casino and get lost on her way home and was unable to do basic tasks to take care of her home and herself. POA noted that she was starting to dress in layers and one time when she went to get her for some appointment noted that she had two bras on went on appropriately and then the other on but facing backwards and she had to have all meals taken to her as she was no longer able to make basic things for herself.

PAST MEDICAL HISTORY:  Advanced Alzheimer’s disease, HTN, hyperlipidemia, allergic rhinitis, anxiety, GERD, and insomnia.
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PAST MEDICAL HISTORY: The patient had stage I breast cancer was treated with radiation therapy unknown which breast that is..

PAST SURGICAL HISTORY: Bilateral breast implants and shoulder fracture due to fall with ORIF and bilateral LASIK surgery.

MEDICATIONS: Trazodone 50 mg b.i.d. with the daytime dose meant to address her anxiety or agitation, Lipitor 20 mg h.s, ASA 81 mg q.d., Aricept 10 mg h.s., omeprazole 40 mg q.d. There were other medications mentioned on her intake sheet however those are discontinued after speaking with POA as she could not swallow the medication or would refuse it routinely.

ALLERGIES: Phenylephrine and guaifenesin and there is a question as to that being a true allergy per the POA.

CODE STATUS: DNR.

FAMILY HISTORY: She has two sisters who died secondary complications of dementia and a brother who died with dementia.

SOCIAL HISTORY: The patient was married multiple times. The last two husbands passed away. She had a son who died as a young adult. No other children. The patient worked for many years and retired from a Dallas Manufacturing Company and she worked in clerical. The patient was a smoker, but quit many years ago and social alcohol use. POA is great niece Shelley Irvin and the family in Oklahoma is her remaining relatives.

REVIEW OF SYSTEMS: 
Constitutional: Baseline weight was around 136 pounds.

HEENT: She has had problem with dry eye syndrome. POA attributes to post LASIK surgery and history of allergic rhinitis for which Flonase nasal spray was prescribed, but she refused to use it and as she found it uncomfortable. She is hard of hearing and has had hearing aids in the past that she loses and reassured them they did need to be reordered. She has an upper plate. She has dysphagia to several pills, but no difficulty with chewing or swallowing food.

Cardiac: HTN and no chest pain, palpitations and has not seen a cardiologist since sometime.

Respiratory: No history of shortness of breath are noted and routine cough.

GI: She is incontinent of bowel. As to her bowel habits she also would wipe front or back with her hand and has to be prompted to use toilet paper.

GU: Incontinent of urine.
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Musculoskeletal: Has a walker and cane at home that she never really used and has ambulated independently and it has been years since she had a non injury fall.

Skin: She has a long history of being picking at her skin in different areas with no preceding issue.
PHYSICAL EXAMINATION:

GENERAL: Petite elderly female who was agreeable to seeing me, but was clearly guarded and on the watch.

VITAL SIGNS: Blood pressure 93/50, pulse 80, temperature 98.1, respirations 18, and weight 126.6 pounds.

HEENT: She has short curly hair that is strawberry blonde. She has blue eyes. Conjunctivae mildly injected. Nares are patent. Moist oral mucosa.

NECK: Supple. No LAD. Clear carotids.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Does not understand deep inspirations. So just regular respirations. She has decreased bibasilar breath sounds. She had few wheezes at the right mid lung field. No cough. Symmetric excursion. No SOB when speaking or walking.

ABDOMEN: Flat and nontender. Bowel sounds present.

MUSCULOSKELETAL: Ambulates independently. She has fairly steady posture. Intact radial pulses. Her skin is thin and dry. No evident areas of picking, but limited skin exam done and will be addressed at next visit.

NEUROLOGICAL: CN II through XII grossly intact. She makes eye contact. She appears guarded. She is observing of what is going on around her. Appears to limit what she will say. Affect guarded. She did appear bit more relaxed at end of talking and gave a brief smile.

ASSESSMENT & PLAN:
1. Advanced Alzheimer’s disease. Per POA, the patient can become quite irritated and agitated. The trazodone 50 mg q a.m. was intended for that given by an NP. I will discontinue the a.m. trazodone dose and will add Lamictal 25 mg b.i.d. for mood stabilization and see if that is of benefit.

2. Insomnia. This is a long-term issue. We will increase trazodone to 100 mg h.s and add melatonin gummies 10 mg. This was taken at home and was noted to be of benefit by family and they will supply. POA will monitor her sleep pattern per in room camera and hopefully that will improve.

3. History of dry eye syndrome post LASIK surgery. Refresh tears one drop per eye q.d.

4. Pill dysphagia. Medication crush order is written and in addition I am discontinuing four medications that were either not of benefit or difficult for her to swallow at home.
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5. HLD. She will finish the remaining Lipitor supply and order will be discontinued after that.

6. Baseline labs. CMP, CBC, TSH, and A1c ordered.

7. Social. All of this was discussed with POA who is in agreement. 

CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

