


INITIAL EVALUATION
RE: Josie Harris
DOB: 01/11/1926
DOS: 04/03/2023
Jefferson’s Garden
CC: New patient.
HPI: A 97-year-old in residence since 03/13/2023, admitted here from Epworth Villa SNF where she was in residence approximately three weeks. She presented to the ER on 02/11/2023, complaining of lower extremity swelling and difficulty walking. She was treated for presumptive cellulitis with doxycycline and torsemide, but told the ER physicians that she only took homeopathic medications prescribed by a Chinese acupuncturist that she has seen in Norman. She re-presented to the ER two days later with no improvement, was started on IV ABX and it was felt that chronic venous insufficiency was more likely the cause of the edema and the erythema. She returned to Epworth SNF on oral ABX and diuretics. Memory issues became more of an issue and were already notable to facility staff. As her stay has continued, behavioral issues have become more prominent. She is very slow to answer questions and does not like being interrupted. While she is able to ambulate with a walker when PT is with her, she would not walk otherwise and want staff to transport her and help her to get around in her wheelchair. She has also stated that the only medications that she will take are the long list of Chinese herbs for which she also has diagnosis that they treat, but she does have admit medications, which she has been taking. She is in her room with the exception of meals and has managed to create conflict at the dinner table to the point that the group that she was sitting with have requested that she no longer sit at their table and that has been enacted. She has become verbally abusive to staff and then tells them that she wants to pray for them, then later will tell them that they are all going to hell. When I saw her, she would intentionally take her time answering questions and when I told her that she needed to be more timely in her answers, she then became argumentative and accusatory that I was not taking time with her etc.
PAST MEDICAL HISTORY: Dementia with behavioral issues, care resistance, argumentative and agitation and verbal abuse of both staff and other residents, gait instability, requires wheelchair or standby assist for walker use, HTN, GERD, iron-deficiency anemia, history of breast CA and poor skin integrity with pressure changes.
PAST SURGICAL HISTORY: Left breast reduction multiple right knee replacements, left breast lumpectomy secondary to CA followed by oral chemotherapy, skin cancer excisions, and bilateral cataract extraction.
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ALLERGIES: CODEINE, TRAMADOL, and GLUTEN.
DIET: Regular gluten-free.
CODE STATUS: DNR.

SOCIAL HISTORY: POA is daughter Kelsey Grubitz who lives in Houston. The patient has a degree in Art Education and was a member of the Warr Acres City Council. She also has a Social Work degree. A nonsmoker and nondrinker. She lived at home alone until move here.
FAMILY HISTORY: Positive for DM II, CVAs, and CHF.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: Weight stable.

HEENT: She wears corrective lenses and has a history of dry eyes.

CARDIAC: Positive for HTN. Denies chest pain or palpitations.

RESPIRATORY: Denies cough or expectorant, but has SOB with mild exertion.

GI: Requires gluten-free diet. No difficulty chewing or swallowing. She is very slow to eat and is continent of bowel.

GU: History of UTIs and urinary leakage, wears adult brief.

MUSCULOSKELETAL: She has polyarthritis, which limits her weight bearing. She requires assist to transfer and to walk using walker has to have standby assist for the duration and her endurance and tolerance are limited. The patient has poor balance requires transfer assist at all times.
NEURO: Orientation x 2. She is verbal and readily expresses her need, but it extends then into argumentativeness, care resistance and verbal abuse of staff and she is difficult to redirect. She will then deny any of the aforementioned behaviors. She is also paranoid that medications given to her rather than herbs are in an attempt to hurt her or do her harm and she cannot explain the reasoning behind that. She has clear delusions in addition to the paranoia.
PHYSICAL EXAMINATION:
GENERAL: Well-developed patient lying in bed in no acute distress.
VITAL SIGNS: Blood pressure 119/47. Pulse 64. Temperature 97.0. Respirations 16. O2 sat 97% RA. Weight 129.5 pounds.
HEENT: Hair is groomed. Conjunctivae clear. EOMI PERLA. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD. Clear carotids.

CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.

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

RESPIRATORY: Normal effort and rate. Symmetric excursion. Clear lung fields. No cough.
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SKIN: Decreased skin integrity with dryness noted.

NEURO: CN II through XII grossly intact. Orientation x 2. Speech clear. She clearly voices her needs. She takes long pauses before answering questions or between the answers and request to move things along results in agitation and worsening of the pauses. The patient becomes passive aggressive when not getting a way and accusatory of staff attempting to harm her.
PSYCHIATRIC: Clear long and short-term memory deficits with clear behavioral issues. She is difficult to redirect, is invested in things being her way only.
ASSESSMENT & PLAN:
1. Dementia with BPSD. At this point, she is very cautious about what she will take and denies that the admit medications ever existed and that we have imposed them on her so she is tending to pick and choose what she will take and she has the Chinese herbs in her room that she is self-administering and it comes to about 70 of the Chinese herb pills daily. For BPSD, I have spoken with the patient regarding the inappropriateness of calling people names telling them they are going to go to hell and then the reality that an hour to two hours cannot be spent with her when I am there to see her. She has lack of awareness that there are other people that also need time.

2. Gait instability. She is not safe standing on her own. She tries to get around in room at times and manages to self-transfer, but has also incurred injury such as tearing her skin sustaining a laceration and then she is really not able to maneuver her wheelchair in her room, gets stuck and staff then have to help her, so therapy for gait stability, ability to assist in her own transfers and hopefully able to propel her manual wheelchair outside of her room.
3. HTN. We will monitor BP and heart rate adjusting medications as needed, parameters for when to hold medication as well.

4. Chronic pain. We will monitor and address as needed. She has Tylenol p.r.n. and is clearly able to make her needs known.

5. Social. The behavioral issues as well as cognitive impairment have been communicated to daughter and, at this point, it appears that the patient would be better suited to Memory Care than Assisted Living. Facility staff have made that assessment for themselves and then we will look at when it would be appropriate to transfer her, most likely to Rivendell MC.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

