


INITIAL EVALUATION
RE: Peggy Wellborn
DOB: 10/07/1934
DOS: 03/26/2024
Rivermont AL
CC: New admit.

HPI: An 89-year-old female seen in the apartment she shares with her husband. She was seated in a side chair. She made eye contact. She was quiet until spoken to. The patient’s husband was sitting next to her in another chair. He was attentive when I was addressing her and he would often listen quietly and then began correcting her answers and is that when on. She started becoming agitated and that progress to a point where she just out loud called him a dumbass. I redirected her and told her that she did not need to talk like that and that tempered that building anger toward him which was evident. The patient and her husband have spent the majority of their adult life in Texas and recently relocated to Oklahoma on the day they moved in on 03/11/24 to be near their son who lives in Norman. She does not seem aware of the help that they required in the decline overall in their medical state. The patient made eye contact as I spoke to her. She would also look at him as he answered on her behalf or would correct her and she was very emphatic as she spoke.

PAST MEDICAL HISTORY: Unspecified dementia moderate MMSC score 12/30, hypertension, hypothyroid, gait instability requires a wheelchair, ASCVD, hyperlipidemia, and history of constipation.

PAST SURGICAL HISTORY: Bladder suspension 2010, hysterectomy, bilateral cataract extraction, cholecystectomy, rectocele repair, hand surgeries bilateral, and trigger finger release.

MEDICATIONS: Going forward. Propanolol 40 mg b.i.d., levothyroxine 100 mcg q.d., and ASA 81 mg q.d.

ALLERGIES: CODEINE and PENICILLIN.

SOCIAL HISTORY: The patient married to Frederick 70 years. They have four boys. She was a homemaker. She did not work outside of the home. No history of smoking or drinking and has lived in Fort Worth majority of her life with recent move to OKC.
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FAMILY HISTORY: Noncontributory.

DIET: Regular with thin liquids.

CODE STATUS: Full code.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight is 140 pounds.

HEENT: She wears glasses and has a bridge. Hearing is adequate without hearing aids. Native dentition.

RESPIRATORY: Denies cough, expectoration or SOB.

CARDIAC: Denies chest pain or palpitations.

MUSCULOSKELETAL: She uses a manual wheelchair to get around. Her husband transports her. She does not propel for self. The patient is not able to self transfer. When asked about last fall, she stated that she had not had any falls. Her husband then agrees with that and shares that she had slipped out of the car and that it was tight parking spaces, so he was not able to get her up off the ground nor she could she get herself up. So, they had to call the fire department and I told him that qualified as a fall. The patient’s appetite is good. She denies difficulty chewing or swallowing. Husband notes that she does cough sometimes during meals and there are medications that we have discontinued as she had trouble swallowing the large pills. The patient has urinary leakage, wears the pants. She sleeps through the night. Denies pain. Appetite is good. The patient uses a wheelchair and has had it for about the last six months. When I asked husband about the patient’s agitation is seen during the interview, he acknowledges that it goes on and he just accepts it.

GI: History of constipation. She has not had a BM in about three days by her report and not currently on stool softener, so I told her that would change.

PHYSICAL EXAMINATION:

GENERAL: The patient seated in her recliner. She was alert and made eye contact. She was very sure of herself as she spoke.

VITAL SIGNS: Blood pressure 138/74, pulse 78, temperature 97.7, respirations 20, and O2 sat 98%.
HEENT: She has short gray hair combed back. Glasses in place. Sclerae are clear. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.
CARDIOVASCULAR: She had a regular rate and rhythm without murmur, rub, or gallop. PMI was nondisplaced.
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ABDOMEN: Protuberant and nontender. Hypoactive bowel sounds.

MUSCULOSKELETAL: She stayed seated in the side chair. She sat upright most of it and then started leaning in the direction of her husband, but could reposition herself. She moves her arms. She did not observe weightbearing. She has no lower extremity edema. Generalized decrease muscle mass and motor strength.
NEURO: CN II through XII grossly intact. She makes eye contact. Her speech is clear. She makes a point and many of those points were not valid. When husband corrected, she was clearly not liking it and was passive aggressively at him or make negative comments. Orientation is x 1 to 2. Affect varied from appropriate to clear watching things and being some passive aggressive and not only how she addressed her husband, but me as well.

SKIN: Warm, dry, and intact. Good turgor. No bruising, skin tears or breakdown noted.

ASSESSMENT & PLAN:
1. Unspecified dementia, moderate. The patient is going to require more assist in redirection and I have spoken to the husband that he does not need to be her caretaker and to ask for help when she needs it, either one of them can do so.

2. BPSD in the form of passive aggressive behaviors with verbal aggression. Depakote 125 mg q.d. We will monitor for benefit and any side effect. My suspicion is that this is an established pattern of behavior toward her husband and it may take more than one dose to temper that behavior.

3. Constipation. This is frequent issue for the patient. So, MiraLax q.d. and Senna Plus one tablet h.s. of both ordered for routine use and then MOM 30 cc p.o. q.d. p.r.n.

4. Occasional pain. Tylenol 650 mg ER one p.o. q.8h. p.r.n.

5. Pill dysphagia. I have discontinued four admitting supplements and we will continue with calcium, but I am ordering calcium gummies 600 mg b.i.d.

6. General care. Baseline labs CMP, CBC and TSH ordered. I have called her son/POA Gary Wellborn and left a VM. So, I will see if I get to speak with him today.

7. Advance care planning. Both the patients at this time are full code as there is no DNR form in their chart. Husband states that he thinks that there is a lot of paperwork that his son has that would include that in POA paperwork, so until I have that information, they remained full code. 
CPT 99345, direct family contact 30 minutes, and advance care planning 83.17
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
