


INITIAL EVALUATION

RE: Patsy Knight

DOB: 12/14/1941

DOS: 02/09/2023
HarborChase MC

CC: New admit.

HPI: An 81-year-old in residence since 02/06 coming from her home in Edmond. She is here in Respite as she was living at home in Edmond with her husband who was her primary caretaker. He is hospitalized with the plan to undergo BKA. The patient’s son Lee Knight who resides in Tucson is undergoing the process of becoming the patient’s guardian and in speaking with him today at length to get history he states that the intention is that she will remain in a memory care facility and his father in AL whether it is here or elsewhere. He is pleased with the care that she has received to date. The patient has an involved medical history which I will go into in a moment on the unit she is verbal it can be random and out of context and then she can clearly make her needs known and talk about something in a lucid manner. She does not like to hear no or be redirected and makes that well known. Being independently ambulatory on the first day of admission she was able to quietly follow family members who were leaving the facility and get out into the lobby area before it became noted by the concierge that she was there and was returned to the facility without too much of a fuss. On the unit, she has been compliant with care with the exception of the fact that she has an ostomy and does not want staff assist even if it is clear that there is leakage. She comes out for meals, is taking her medication, will socialize with other residents though they are all talking about different things. She has been cooperative with taking her medications, sat down for meals, interactive with other residents, she remains private in the care of her ostomy and I will talk to the nurses about whether there is continued leakage there had been yesterday. She voices her needs and is still difficult to redirect.

PAST MEDICAL HISTORY: Ovarian cancer with recurrence, initial diagnosis, 03/2020 underwent x-lap, had perforated cecum due to adenocarcinoma metastasis, underwent BSO a total colectomy with ileostomy, peritoneum resection, and liver biopsy showing METS. Underwent 21 cycles of chemo and recurrence in 04/2022 status post chemo she is now on oral maintenance chemo. History of breast CA 2006 status post lumpectomy, RTX and Arimidex. Dementia noted in 2020 with progression initially attributed to chemotherapy but in the absence of the ongoing chemotherapy her dementia has progressed. HLD, GERD, and HTN.

SURGICAL HISTORY: As above.

Patsy Knight

Page 2

DIET: Regular.

ALLERGIES: NKDA.
CODE STATUS: Full code.

FAMILY HISTORY: The patient’s mother with late onset unspecified dementia.

SOCIAL HISTORY: Marriage and lived at home with her husband who was her caretaker and reported to be in denial about her cognitive impairment. She has three children all of whom live out of state son Lee Knight in Tucson is working on guardianship of mother.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Weight stable.

NEURO: Disordered sleep cycle wonders at night, progression of dementia noted in the form of being bossy or demanding and impatient with others and wanting to have her way. Difficult to redirect.

HEENT: Wears glasses. No hearing aids or dentures.

RESPIRATORY: No evidence of SOB or cough.

CARDIAC: No evidence of chest pain or palpitation.

GI: The patient changes her own ostomy bag and is very guarded about letting anyone else see it so will have to look into that.

GU: She has some urinary leakage and wears depends.

MUSCULOSKELETAL: Independent ambulation with no falls and reported to have had only a few over the past years that were without injury.

PSYCHIATRIC: No history of anxiety or depression.

PHYSICAL EXAMINATION:
GENERAL: The patient is well groomed, alert, and able to voice her needs to me when seen.

VITAL SIGNS: Blood pressure 158/83, pulse 102, temperature 96.9, respirations 16, and weight 140.2 pounds.

HEENT: She has short hair that is combed, corrective lenses in place with clear conjunctivae. Nares are patent. Moist oral mucosa.

NECK: Supple. No LAD.

CARDIOVASCULAR: Regular rate and rhythm without M, R or G. PMI nondisplaced.
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RESPIRATORY: She talks through the exam and difficult to redirect her to take a deep breath finally managed to some degree. Her lung fields are clear. No cough. Symmetric excursion with decreased bibasilar breath sounds.

ABDOMEN: Bowel sounds present. Ostomy toward the right of midline did not observe any leakage onto her clothing today and no odor.

MUSCULOSKELETAL: Independent ambulation steady and upright. No LEE. Moves arms in a normal range of motion.

PSYCHIATRIC: She continues to keep her belongings packed in plastic bags that she has by the front door of her room and does not like anyone being in her room. No evidence of depression, some of anxiety, and resistance to both being here and the expectation that she will be leaving.

ASSESSMENT & PLAN:
1. Dementia unspecified. She has early to moderate cognitive impairment but remains ambulatory and independent in her ADLs however as to personal care she could use assist, which she resists with time will see if she is more open to allowing assistance.

2. HTN. Today’s BP and HR elevated. She is on propranolol b.i.d. BP and HR ordered and will adjust medications as need indicated.

3. BPSD. We will start Zoloft 25 mg q.d. x1 week and then increase to 50 mg to see if that does not help with some of the repetitive behaviors and the anxious component in her behavior.

4. Social. Spoke with son Lee at length regarding how she is doing and set up of she will remain in memory care and his father in an AL setting if he is able and then how he can establish contact with her here and given phone numbers of the unit landline so that he can talk to her. I will also write a letter on his behalf for a letter of incapacity of patient.

CPT 99345 and prolonged POA contact 25 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

