


INITIAL EVALUATION

RE: Billie Horn

DOB: 04/10/1930

DOS: 08/29/2023

Rivendell MC
CC: New admit.

HPI: The patient is a 93-year-old in residence since 08/23/23 coming from home where she lived with her son-in-law. Son-in-law Bill Atkins is also her POA. The patient’s daughter passed away last year and he is to assume full responsibility. History is obtained from POA as patient is not able to give information. He states that patient has had some changes attributed to age, but her cognitive impairment became notable over a year ago while her daughter was still alive. She was forgetful about basic things that she would normally know. She needed reminder about taking medication and she would repeat herself over and over. She also began having falls. She has eight in the last eight months all of them that required ER visits secondary to taking Eliquis. Her last fall was a week ago where she was taken to Mercy ER and admitted due to the Eliquis and was kept for couple of days prior to DC. He states that patient generally was able to communicate her needs and would spend time between being at Bill’s house and then being at the home of Bill and her daughter’s adult son and his wife and seemed to do well with that. On the recommendation for placement which came from the ER he stated that they had already noted that there was just more going on them they could take care of. The patient was agreeable to coming and although admitted being sad to leave her home or their home.

DIAGNOSES:  Dementia not formally diagnosed, HTN, atrial fibrillation, hyperlipidemia, DM II, CKD III, hypothyroid, history of falls with recent fall resulting in subarachnoid hemorrhage.

PAST SURGICAL HISTORY: She had a right arm proximal humeral fracture with ORIF in 2022. She had coccyx removal status post fracture when she was young,
ALLERGIES: Multiple, see chart.

DIET: Regular with Ensure one can q.d.

CODE STATUS: DNR.
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MEDICATIONS: Eliquis 2.5 mg b.i.d., Zetia 10 mg h.s., Lasix 20 mg q.d., levothyroxine 100 mcg q.d., melatonin 4.5 mg q.d., metformin 500 mg q.d a.c., pravastatin 40 mg b.i.d. albuterol MDI p.r.n, and Klor-Con 10 mEq q.d.

SOCIAL HISTORY: The patient has been widowed many years. She has two sons, one who lives Chandler with medical issues preventing vegetation and one in OKC who will visit. The patient worked for the school systems as a custodian, as cafeteria worker and she has a daughter who also passed she is aware of that.

REVIEW OF SYSTEMS:
Constitutional: Weight is stable.
HEENT: She wears corrective lenses and has hearing aids. She arrived on admit with two hearing aids and now has only one. She has native dentition. No difficulty chewing or swallowing.

Cardiovascular: No chest pain or palpitations, but diagnosis as above.

Respiratory: No cough, expectoration or SOB.

GI: No nausea or dyspepsia. She can toilet for BM.

GU: She has had few UTIs in the last year. She has urinary leakage and wears adult briefs.

Musculoskeletal: She has a walker that she can use for short distances and then wheelchair that she uses for distance. She self-transfers, but again her fall issue is a concern so we have encouraged her to ask for assist with any transfer.

Neurologic: She does not seem to understand her memory deficits or her diagnosis of dementia. She has a good appetite and sleeping through the night. Denies untreated pain and in the patient’s past she has been treated for mental health issues in her 40s. She received electroconvulsive therapy. POA believes that there is some component of depression remaining due to the death of her daughter. She is not on any antidepressant.

ASSESSMENT & PLAN:
1. Dementia. Unclear the patient’s true strengths and deficits. We will just let her to continue. Staff reports her is being cooperative and directable and she does ask for help so we will just continue to monitor this and we will further evaluate when I return. Also POA stated that staff here told him that she would qualify for hospice and I told him that that evaluation has not been determined and was inappropriate to be given on the part of staff. I told him we could revisit it at a time when it is appropriate.

2. Fall history with gait instability. She is to use a wheelchair or walker with staff being aware of both and have encouraged her to call for transfer assist. She has to my knowledge not had any recent PT and I am going to order focus on function for PT and OT.
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3. HTN. We will have BP monitored daily for the next couple of weeks and we will assess whether or not her current BP med doses are adequate.

4. DM II. A1c is ordered. We adjust medication as needed.

5. Atrial fibrillation on Eliquis. I told the POA that if falls continue to be an issue then discontinuing Eliquis will likely occur as risk becomes greater than benefit and he is understanding of that.

6. Hypothyroid. TSH is ordered.

7. Depression. We will start Lexapro 10 mg q.d. and will follow up in six weeks as to benefit.

8. History of lower extremity edema not present today. Continue on diuretic and we will assess in a couple of weeks.
CPT 99345 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

