


INITIAL EVALUATION

RE: Sylvia Avery
DOB: 07/18/1934

DOS: 03/23/2024
HarborChase AL

CC: New admit.

HPI: An 89-year-old female admitted to assisted living on 03/14 from her son’s home where she had lived approximately six years. The patient has a wheelchair that she arrived with which was used for transport over distance. Daughter denied that she needed it for getting around her apartment. The patient has a history of cognitive impairment, which has not been formally diagnosed. In looking at the patient it is clear that she is confused and when I asked daughter if this was her baseline and if so for how long she stated since mother lived with her son that daughter was unaware of any recent changes. She did acknowledge that the level of the patient’s care was increasing and her isolation was also increasing and concern to family in general. The patient had made the comment to them recently that she did not want to take care of herself anymore.

PAST MEDICAL HISTORY: Cognitive impairment, gait instability with injury falls increasing, chronic seasonal allergies, GERD, recurrent UTIs was diagnosed 10 days prior to admit placed on antibiotic, Keflex 500 mg q.i.d. for 10 days and has completed this antibiotic. Macular degeneration with visual impairment, gait instability with falls will not use assistive devices such as wheelchair or walker, incontinence of B&B, and recent agitation/anxiety.

PAST SURGICAL HISTORY: Dental implants 2011 and fix dentures upper and lower in place and right leg fracture secondary to fall underwent ORIF with intramedullary rod placement.

MEDICATIONS: Xarelto 15 mg q.d., omeprazole 20 mg q.d., juice plus b.i.d., Colace q.d., Zyrtec 10 mg q.d., calcium 600 mg q.d., Lasix 40 mg q.d., and D3 2000 IU q.d.

ALLERGIES: PHENERGAN.

CODE STATUS: Currently full code.

DIET: Regular.
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SOCIAL HISTORY: The patient has been married and widowed twice. Her first marriage with whom she had her three children lasted 35 years until he passed secondary to lung cancer. She then remarried and was married for 26 years until he passed. Her three children, her daughter is her POA. She resided with her youngest son and his wife in their home. They had a mother-in-law suite so that she had her privacy, which daughter states really more isolated her from family. Her oldest child a son passed in 2011 the age of 58 due to pancreatic cancer, which is referred to as a traumatic event for the patient. The patient worked out of the house as a church secretary.

FAMILY HISTORY: Noncontributory. Her father passed away at the age of 91 secondary to pneumonia. Mother lived to long age dying of natural causes.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Unclear of baseline weight.

HEENT: She wears glasses and has full dentures. Hearing adequate without hearing aids.

CARDIAC: She denies chest pain, pressure or irregular heartbeat.

RESPIRATORY: No cough or SOB with basic activity. She denies shortness of breath when asked.
GU: History of recurrent UTIs recently treated for same. The patient began requiring adult briefs following the December fall that was mentioned secondary to incontinence of bowel.
MUSCULOSKELETAL: Fall between Christmas and New Year’s Eve of 2023, overall cognitive change in patient per daughter and her confidence seemed to diminish so she was less confident in standing and trying to walk it would result in falls. She would sit up on the side of the bed and just slide out of the side of the bed not knowing how to position herself.

NEURO: Cognitive decline again beginning the later part of 2023. She was still able to recognize family but did not necessarily remember their names. Appetite used to be good, family stated that she is pickier and will only eat small portions of what is on her plate, they have tried Boost and that something she seems to enjoy but will only drink small amounts at a time. No evidence of choking or difficulty chewing.

SKIN: Family denies that she has had any rashes or easy bruising, does not pick at her scan.

NEURO: There has been recent upper extremity shaking family unclear what may have precipitated it and cognitive decline became more notable after events at the end of December. Daughter states that her mother’s confidence in herself overall just declined. She still recognizes family but does not necessarily know their names or the relationship. Appetite is fair. She has to be encouraged to eat and Boost as a supplement is added.
Pain, the patient has recently had evidence of pain though she does not express it or seek medication.

Sleep, the patient sleeps through the night and will nap during the day.
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PHYSICAL EXAMINATION:
GENERAL: Older female well groomed who makes brief eye contact, is quiet.
VITAL SIGNS: Blood pressure 132/87. Pulse 77. Temperature 96.8. Respirations 18. O2 saturation 94%. Weight not obtained.

HEENT: Her hair is groomed. Sclerae clear. Glasses in place. Nares patent. Moist oral mucosa. Dentures secured.

NECK: Supple. No LAD and clear carotids.

CARDIOVASCULAR: She has an irregular rhythm at a regular rate. No murmur, rub, or gallop noted.

RESPIRATORY: Normal effort and rate. She has to be asked to take deep inspiration but it is somewhat limited. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Flat, nontender, and bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses and mild shakiness to both hands noted. She was observed weightbearing but was holding on to something. She appeared a bit unsure of herself. No lower extremity edema. She can go from sit to stand but uses the walker for support.

SKIN: Warm, dry, and intact with fair turgor.

NEURO: CN II through XII grossly intact. She makes brief eye contact and gave brief answers when asked specific questions. She is just a bit withdrawn but pleasant and orientation to self and Oklahoma.

PSYCHIATRIC: She appears unsure and a little apprehensive but is cooperative.

ASSESSMENT & PLAN:
1. New admission with cognitive impairment. We will do an MMSC to assess level of care need and go from there.

2. Gait instability with fall history. The patient is to use either her walker and will try to obtain a wheelchair that she can use until family secures one. She just appears unsure of herself standing and it has been the position that usually results in fall.

3. History of UTIs. We will monitor for this, encouraging hydration and if it starts to become a pattern so I need to dated for 03/21 not the original date that I gave.

4. Atrial fibrillation. We will monitor the Xarelto because of falls become more frequent then we are going to discontinue this as the risk is greater than the benefit and will review that with family.

5. Code status. We will address this with daughter as well and go from there.

CPT 99345, direct POA contacts 30 minutes and advance care planning daughter did consent to DNR so form is completed and placed in chart 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

