


INITIAL EVALUATION
RE: Virginia Chandler
DOB: 11/29/1928
DOS: 04/18/2023
Jefferson’s Garden
CC: New patient.

HPI: A 94-year-old in residence since 04/12/23, coming from her home in South OKC. The patient has blended into the community I am told and I observed her engrossed in conversation with another female resident at her table to the point that they were the last ones left in the dining room. She was cooperative then to finally speaking with me, we went into her room. I told her apartment was very comfortable and she tells me that she liked the way that it was decorated. The patient was very limited in information that she could give. I later contacted her daughter/POA Connie Cook and Connie filled in a lot of gaps to include that her mother’s cognitive impairment has been gradual, but progressive over the last couple of years and that though she did move here from her home in South Oklahoma City, she had been moved from her home into independent living which was the only type facility she would move to and was there nine months and then without daughter’s knowledge arranged to have herself move back into her home in South OKC, but was unaware that her home was being prepared to sell. So, the house was a bit disheveled and daughter was upset that she walked into that without letting anyone know she was coming to her home and it was a short time of being home. Again, she was not able to even manage her own medications. She burned things on the stove leaving the stove on and unattended and was just eating frozen food. She still remembered how to use the microwave. After she was moved here, there was a lot of medication that was found unopened or not taken from the pills saver, so she was not taking her medications to include her Coumadin with any regularity and it reflected on her initial INRs being subtherapeutic. Her long-standing history of lymphedema was exacerbated by not elevating her legs, not taking diuretic and her hygiene and self-care diminished, so that her legs would swell, weep, and then rupture to open sores and become secondarily infected. Daughter states that there was a point where there was a bedbug infestation in her home and the daughter had to deal with that. The patient had, when she was not getting her way, made phone calls to her daughter which were recorded and she was threatening harm to her daughter as well as her children and the patient denies that or did not recall it.
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DIAGNOSES: Alzheimer’s disease moderately advanced despite an MMSE of 29, gait instability; uses walker, glaucoma with legal blindness, CKD III, history of right lower extremity DVT with PE and has a Greenfield filter in place in addition to Coumadin, insomnia, and depression.

PAST MEDICAL HISTORY: Alzheimer’s dementia, lymphedema bilateral lower extremities, chronic venostasis ulcers bilateral lower extremities, insomnia, gait instability; requires walker, glaucoma with impaired vision, HTN, hypothyroid, depression, and history of RLE DVT with PE.

PAST SURGICAL HISTORY: Lumbar facet release, lumbar spondylosis with surgical stabilization, multiple breast biopsies for suspected CA, hysterectomy, placement of Greenfield filter, ESI of lumbar spine.

MEDICATIONS: Levothyroxine 75 mcg q.d., Prozac 10 mg h.s., Lasix 20 mg q.d., KCl 10 mEq q.d., spironolactone 50 mg b.i.d., Ambien 5 mg h.s. p.r.n., azelastine nasal spray b.i.d., latanoprost eye drops OU h.s., dorzolamide one drop OU b.i.d., Biotin 1000 mcg b.i.d., Os-Cal b.i.d., magnesium 400 mg at noon, MVI at noon, diclofenac gel b.i.d. p.r.n. to knees, mineral oil 5 mL q.d. and Coumadin 6 mg on Wednesday and 4 mg the other six days of the week.

ALLERGIES: FORTEO.
DIET: Regular.

SOCIAL HISTORY: She is widowed since 2000. She was married 55 years. She has two children. Her daughter Connie is her POA. She retired from Southwestern Bell after 30 years starting as an operator and worked her way up the corporate ladder as she said. A nonsmoker, lived in South OKC alone after her husband died, spent nine months at Village on the Park IL, then returned home and came here. Her daughter moved her into Jefferson’s Garden.

FAMILY HISTORY: Her father died of old age. Mother, she is not sure how old she was or what her health history was. She has a younger sister who is in NMC Facility for dementia and an older sister who is actually in good health.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Weight is stable.

HEENT: She wears reading glasses and per her daughter has very compromised vision, near legal blindness. Hearing adequate. Denies dentures.
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CARDIAC: No chest pain or palpitations.

RESPIRATORY: No cough, expectoration or SOB.
She does have a history of RLE, PE with DVT; a Greenfield filter in place and is on Coumadin. She ambulates with a Rollator. Denies falls. She states that she sleeps through the night. She has Ambien which is really not preferred for her age group and we will likely transition that to something else non-habit-forming. Appetite good and daughter reports that her bilateral lower extremities are the best that they have looked in some time since she has been here and is getting her medication routinely and elevating her legs.

PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed and alert, cooperative to being seen.
VITAL SIGNS: Blood pressure 116/65, pulse 69, temperature 97.5, respirations 18, and weight 131.6 pounds.

HEENT: She has short hair that is well groomed. Conjunctivae clear. Nares patent. Moist oral mucosa.

NECK: Supple without LAD. Clear carotids.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

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

ABDOMEN: Slightly protuberant and nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: She ambulates with a walker. She has bilateral lower extremities in compression wraps. Left edema greater than right, but actually do not appear significantly large and the patient comments that they are better than they were when she was at home. Palpation of both legs not particularly tender and no evidence of seeping through the wrap. She moves her arms in a normal range of motion.

SKIN: Otherwise, warm, dry and intact.

NEURO: Oriented x2. She was able to tell me the year, but not the date. She has decreased short and long-term memory recall and minimizes the long-term memory deficits. She has clear boundaries that she sets for herself of being in her space or taking time with her has limits.

ASSESSMENT & PLAN:
1. Bilateral lower extremity lymphedema. She goes to wound care at INTEGRIS every Monday; daughter transports her and then on two days of the week, she has care here in the facility. Continue with diuretics and encouraged her to elevate her legs when in room.
2. Glaucoma with impaired vision. We will need to monitor the patient so that we can assess what her actual abilities are to navigate in the face of compromised vision.
3. Dementia. Again, I think the patient minimizes the degree to which she needs assist or needed assist prior to coming here and so we will monitor and check in on her and encourage her to ask for help as needed.
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4. History of DVT with PE. PT and INR are monitored through the Coag Clinic at INTEGRIS.

5. HTN. We will monitor, appears to be well controlled since admit.

6. CKD. I am ordering baseline labs so we can also assess her renal function.

7. Hypothyroid. TSH is ordered.

8. Social. I spent a longtime speaking with her daughter/POA Connie Cook and she will supply additional information regarding her surgical history etc.
CPT 99345 and direct POA contact 20 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
