


INITIAL EVALUATION

RE: Susan Downham

DOB: 08/25/1947

DOS: 12/26/2023

Town Village AL

CC: New admit.
HPI: A 76-year-old resident who moved in on 11/30/2023 coming here from St. Ann’s. The patient was seen in room. She was dressed and ready to go to dinner, but she stated it was a little early, so she would talk with me. She was quite bubbly. She would begin talking and it would be tangential. When she asked me what I did and I told her that I was the physician who would be following her. She then told me that she was an NPH and then just went on, so not really sure what all she was talking about. The patient was at St. Ann’s Skilled Care with initial visit 05/17/2023 and it was for, according to her, recurrent falls with displacement of her left shoulder, nonsurgical, healing. Also, listed anxiety disorder, alcohol abuse and other seizures and acute pancreatitis and conversion disorder. The patient was seen in the ER on 11/21/2023 taken from St. Ann’s to Mercy with complaints of seizure that reportedly lasted a minute and a half and it was per EMS that the patient was postictal on arrival. The patient told me that she had been diagnosed with seizures after she abruptly quit drinking and stated that she did not realize that you had to go through withdrawal. At that time, she was seen by Dr. Tribbey who started her on Dilantin and, when she said the name Dilantin, she stuck her tongue out. She then stated after having to go back to the hospital because of seizures that she saw Dr. Travis Kanaly and he put her on Keppra, which she likes much better. The patient gives history that does not at all match up in a timeline. She states that she was going through divorce in 1999 and began drinking quite heavily and when she then quit drinking that is when she had her first seizure and states that she has not drunk in 20 years. She was tangential in history that she gave; fortunately, there was an ER note and then other information from St. Ann’s that helped put it together.

PAST MEDICAL HISTORY: Past history of alcohol abuse/dependency, anxiety, depression, seizure disorder, hypothyroid, and history of pancreatitis.

PAST SURGICAL HISTORY: Appendectomy and bilateral retinal detachments and EGD secondary to increased reflux.

ALLERGIES: ERYTHROMYCIN, PCN and MERCURY.
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MEDICATIONS: Colace one tablet q.d., metoprolol 50 mg q.d., Keppra 1000 mg b.i.d., Lexapro 10 mg q.d., MVI q.d., Prilosec 40 mg q.d., oxybutynin 5 mg b.i.d., trazodone 50 mg h.s., Synthroid 75 mcg q.d., MiraLax q.d. p.r.n., KCl 10 mEq q.d., and HCTZ 5 mg h.s.

DIET: Regular.

CODE STATUS: Full code.

FAMILY HISTORY: Respiratory disease in father and cancer unknown type in both parents.

SOCIAL HISTORY: The patient was divorced in 1999. She has five children. Her son William Todd Downham is her POA. She states that she worked as a med tech supervising a lab at Oklahoma Spine Hospital. She then got her BS in Allied Health Education, but states she really did not put it to use after that. In review of one of her ER notes where she had a seizure that led to the ER, she deferred having imaging stating that she was stressed and had not slept and thinks that that was the cause of her seizure and requested Vistaril to help her get sleep and both of those issues were agreed upon by the ER physician and also in review of the ER note there is a Keppra level that is 74.8 which is abnormal; the range is 10 to 40. Toxic levels are not well established.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient states her weight is what currently is her normal.

HEENT: She wears reading glasses. She has normal hearing and native dentition.

CARDIAC: She denies chest pain or palpitations.

RESPIRATORY: No cough or shortness of breath.

GI: She is continent of bowel. No difficulty chewing or swallowing. She does have heartburn, but that is treated.

GU: Denies urinary incontinence.

MUSCULOSKELETAL: Independent ambulation. Her last fall she states was probably 20 years ago when she had her shoulder dislocation. I brought up possibly any during her seizures and she stated she did not recall, but does not think so. Also, she is left-hand dominant and, then when asked about her last seizure, she stated that she has had two of them since admission here; the first was about three weeks ago and she found herself on the floor and then the most recent was a few days ago and she did not report it to anyone and she does not view being on the floor from a seizure as falling.

PHYSICAL EXAMINATION:

GENERAL: Well-groomed, alert female who was very engaging.

VITAL SIGNS: Blood pressure 150/80, pulse 60, temperature 97.1, respirations 16, and O2 sat 96% and weight 155 pounds.
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HEENT: Her hair is combed. She is wearing a hat. Sclera clear. Nares patent. Moist oral mucosa. Glasses were not in place.
NECK: Supple without LAD and clear carotids.

CARDIOVASCULAR: She has a regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Her lung fields are clear. No cough and symmetric excursion.

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

SKIN: Warm, dry and intact with good turgor.

MUSCULOSKELETAL: She was ambulating independently when first seen and then came and sat down without difficulty. Moves arms in a normal range of motion. She has notable edema of both legs, which she also points out and states bothers her. She has 2+ on the dorsum and ankle going to 2-3+ on the distal pretibial area and intact radial pulses.
NEURO: The patient is oriented x2, has to reference for date and time. Her speech is clear. She goes from one topic to the other without my even asking a question. She was difficult to redirect or to keep on topic to specific questions. Her affect at time was just kind of smiley even when it was inappropriate and just unusual demeanor.
PSYCHIATRIC: Just an unusual demeanor, she would kind of seemed to be in her own little world or she would give answers that just contradicted what she had just stated and she did not seem aware of what she had just stated.

ASSESSMENT & PLAN:
1. Seizure disorder. I will have to get clarification and we will contact her POA later this week. She is currently on 1750 mg of Keppra which generally high end of normal is 1500 mg. I am ordering a Keppra level and we will go from there.

2. Hypertension. We will monitor BP’s daily and assess any changes needed in her blood pressure medication.

3. Bilateral lower extremity edema. Torsemide 40 mg q.d. x1 week and then we will decrease to same dose at Monday, Wednesday, and Friday schedule. The patient has compression hose and encouraged her to wear those.

4. Insomnia. The patient has trazodone, but it is p.r.n. and she does not think about asking, so making it trazodone 50 mg h.s. routine.

5. General care. CMP, CBC, TSH and Keppra level ordered.

6. Social. We will contact her son as noted and elaborate on more history. We will also get check with what her actual medication record is.

CPT 99345

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

