


INITIAL EVALUATION
RE: Edna Devitt
DOB: 08/05/1939
DOS: 12/31/2024

The Harrison MC
CC: New admit.
HPI: An 85-year-old female admitted to facility on 12/30/2024, arriving from Behavioral Health Center at Porter Health Village, a behavioral health inpatient facility, part of the Norman Regional HealthPlex System and based in Norman. The patient was admitted there on 11/27/2024 and discharged 12/30/2024. The patient is admitted to Memory Care likely due to not knowing what her mental health stability is and giving her time to acclimate to a new environment where she is aware she will be for the unforeseeable future. She was seen in her room. She was pleasant and cooperative. She was quite verbal and able to give information. Toward the end of our visit, one of her daughters came in and joined and visited. The daughter focused in on something the patient had already brought up to me, which was generalized edema that the patient attributes to the behavioral health medications that she was started on. She is not requesting that things be changed or discontinued, but just states that she feels uncomfortable, her clothes are tight, her shoes do not fit right and this was also a concern of the daughter. Reassured both of them that she would be started on a diuretic that would be of benefit. Review of the H&P from BHC admit is the source of some information with remainder coming from the patient and her daughter. Her admit note to the facility stated that family brought the patient to them as she had been acting bizarre, seemed more confused, was walking in the normal areas that she would walk, but getting lost and would adamantly decline any family assistance. It is noted that she has a past history of depression. The patient apparently spent today inpatient at the hospital just to rule out any physiologic abnormalities contributing to the behavioral changes noted and hospital noted that she had increased confusion, paranoia and inability to care for herself. Police had had to be contacted due to the patient’s confused erratic behavior. Shortly after admit to BHC, the patient had a fall in her room and there was concern noting that she hit her head for the development of a hematoma. She was then taken to the ER and from there admitted to the ICU for observation. NES was consulted. MRI done in the ER, which was of concern, was repeated by NES and deemed that what was seen previously was artifact and she was medically cleared.
PAST MEDICAL HISTORY: Bipolar disorder, schizophrenia, hyperlipidemia, hypertension, mild cognitive impairment and mood instability.
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PAST SURGICAL HISTORY: Aortic valve replacement eight years ago, bilateral cataract extraction with right eye lens unstable causing visual problems, partial hysterectomy, left wrist fracture with ORIF remote, left breast cancer with lumpectomy and no further intervention required and history of collarbone fracture; she does not know which side, remote.

MEDICATIONS: Quetiapine 300 mg h.s., Depakote ER 250 mg b.i.d., mirtazapine 15 mg h.s., fluoxetine 20 mg q.d., Aricept 5 mg h.s., Lipitor 20 mg h.s., ASA 81 mg q.d., and lisinopril 20 mg b.i.d.
ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: Full code.
SOCIAL HISTORY: The patient is widowed since June 2001, after 30 years of marriage. She has five daughters and one son. Daughter Wendy is the POA. Prior to recent events, the patient has had lived at Village on the Park, an independent living for five years and then was in AL at the Mansions unknown amount of time. Nonsmoker. Rare social ETOH use. The patient states that she did have secondhand exposure to cigarette smoke and believes that she has COPD.
FAMILY HISTORY: She does not know whether there has been any history of dementia or mental health issues. Her daughter who came in later when I re-posed the question stated she did know of any history of those issues either.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight is 135 pounds and attributes her weight gain to retained fluid.

HEENT: She wears glasses. She has native dentition. No difficulty chewing or swallowing. Her hearing is good. Does not use hearing aids. Vision adequate to get by, but states that she often has to stop and blink trying to get her right lens back into place.

CARDIAC: She denies chest pain or palpitations. Not aware of how her blood pressure runs.

RESPIRATORY: She denies any regular cough. Does have shortness of breath that she attributes to her years of secondhand smoke exposure and wears O2 at h.s. set at 1 L per nasal cannula and then later when the patient got up from where she was seated and went to her dresser and returned, it was noted that she was clearly short of breath and it took her a few minutes to recover from that small amount of activity.
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GI: She is continent of bowel. Denies dyspepsia and has a fairly good appetite.

GU: No history of recurrent UTIs. She does have urinary leakage.
MUSCULOSKELETAL: She ambulates independently. No significant fall history. She has no difficulty falling asleep and states that she generally wakes up rested, states that she slept so good here that this morning they had to come in and wake her up; generally, states at home, she would awaken on her own between 6 and 7 a.m. While she does have independent ambulation, she had a fall right after she went into the Geri-Psych facility, fell, hit under her right eye and had some sutures placed in the lateral upper lid area and denies any significant pain or visual change. General Care: She denies any significant pain.
PHYSICAL EXAMINATION:
VITAL SIGNS: Blood pressure 171/97, pulse 74, temperature 98.4, respiratory rate 16, and weight 151.2 pounds. In her BHC notes, one note dated 11/27/2024, her weight was 144.6 pounds, which is a weight gain of 6.6 pounds in just under five weeks and the patient is 5’2”.
HEENT: The patient has shoulder-length hair that is styled and combed. EOMI. PERLA, Anicteric sclerae. She has black eye under her right eye and there are sutures in place due to a laceration on her right eye lateral edge. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple. Clear carotids. No LAD.

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

RESPIRATORY: She has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion. After a period of minimal exertion and evident SOB, her lung exam, she did have some inspiratory wheezing, no cough and symmetric excursion.

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

MUSCULOSKELETAL: Independently ambulatory, goes from sit to stand without assist. Moves arms in a normal range of motion. Intact radial pulses. She has +1 to 2 pitting edema the dorsum of both feet and ankles and then +1 pitting edema of the distal pretibial area bilateral. She does have trace pitting edema of the dorsum of both hands and forearms.
NEURO: She makes eye contact. Her speech is clear. Affect congruent with situation. Evidence of short and long-term memory deficits. Insight is poor into why family took her to a behavioral health facility and why that facility captured the length of time that they did. She does not have any understanding that any of her behaviors were inappropriate enough to require inpatient help.
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ASSESSMENT & PLAN:
1. Bipolar disorder. At this point, appears to be stable and is compliant with taking her medications. They will continue as they are; the Depakote and fluoxetine.
2. Schizophrenia. Seroquel high dose at h.s. appears to be effective without any sedating effect.
3. Hypertension. BP today and on admit yesterday were both elevated; some could be anxiety with a new move. We will have her BP monitored b.i.d. x 1 week, then q.d. for two weeks. I will review and make any adjustments as needed in her BP meds.
4. Neurocognitive disorder of Alzheimer’s type. Continue with Aricept h.s., give acclamation time and then in a week or so, we will do either SLUMS testing or an MMSE.
5. Generalized edema. It is feasible that some is in part attributable to her psych meds. Torsemide 40 mg q.a.m. routine to be started and for five days, torsemide at 20 mg will be added at 1 p.m. and thereafter the 40 mg daily will continue with KCl 20 mEq x 5 days, then decrease to 10 mEq on MWF.
6. Advance care planning. We will speak with POA regarding DNR status.
7. General care. Baseline labs will be ordered to include TSH, A1c, CBC and CMP.
8. Right eye upper lid area laceration with sutures; I will remove these next week.
9. Social. We will contact her daughter/POA Wendy and answer any questions or address concerns and I will also review her history with daughter.
CPT 99345 and direct family contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

