


INITIAL EVALUATION

RE: Shirley Kaplan

DOB: 09/15/1935

DOS: 09/25/2023

Rivermont MC
CC: New patient.

HPI: An 88-year-old in residence since 08/24/23. It is observed in the dinning room, she was sitting quietly at table with other residents when I told her that I was going to be meeting with her later today she thanked me for that and then later when seen in room she was quiet listening. She was very hard of hearing and she asked me to repeat myself or talk louder. The patient is not able to give any history and states she does not know why she is here. I was able to give some information to her regarding why she is here from a PCP note. She becomes tearful when I read to her that she would wander and not only with her family but the neighbors were concerned about her in the number of falls that she was having etc. Since her admission, staff report that she is compliant with coming out for meals, taking her medication, a little reluctant initially with personal care. Information in this note comes from a note when patient was seen at OU Senior Health Clinic. The patient has Alzheimer’s dementia previously diagnosed and has lived at home with her daughter Kathryn who is unable to attend this meeting due to her own health issues. The patient has two daughters who share care-taking responsibilities though the burden has a primarily fallen on Kathryn. The family note that patient’s cognition has worsened and not able to recognize family members faces or their names and significant short-term memory loss. She had been unable to dress herself forgetting how to bathe or shower. She had not showered for a week and was not allowing anyone to help her out. She would wear the same clothing and did not want to change. There was increased agitation. The family simply did not know how to approach her or what to do. They also stated that patient voiced paranoid thoughts that her family did not care about her and they were going to abandon her after they took all of her money. On 08/08/23 there had been an in home assessment through the OU Senior Health Clinic. The findings were concerned about patient being left home by herself for long periods and during that time she would wander. The police had been called on several occasions by neighbors due to patients wandering. An APS report had been filed due to this. The patient was noted to have weight loss as she was not eating. She was left home alone and did not know how to cook food or prepare something for herself. As she began to have falls had two within the previous three months and went to the ER for each fall. She had lacerations that required sutures. She had chipped one of her front teeth. The patient’s grandson who is at that visit stated she had not been taking her medications in five weeks prior to this appointment. 
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Overall families concerns that her health conditioning was worsening and they were not able to take care of her. There is a concern that she has depression that is not being adequately treated. I reviewed this information with patient and she became tearful in particular when she asked why her daughter Kathryn was not at that appointment and I read what was written which is that she was hospitalized due to complications related to cancer. The patient was not aware that she had that diagnosis much less complications. 

PAST MEDICAL HISTORY: Alzheimer’s dementia wandering, very hard of hearing, severe short-term memory deficits, history of anxiety and paranoia, and depression. Alzheimer’s dementia diagnosed 07/01/22 and hypothyroid and skin cancer, basal cell carcinoma of the left temple.
PAST SURGICAL HISTORY: TAH/BSO for dysplasia, right knee replacement, MOHS procedure for skin CA.

SOCIAL HISTORY: The patient was living with her daughter Kathryn who is her primary care taker. She currently has a diagnosis of cancer with complications and was no longer able to assist in her care. The patient is not able to give family history. We will have to get additional information from the patient’s POA. The patient is widowed and husband passed in 2016. Nonsmoker. Wine drinker with some regularity.

MEDICATIONS: Lexapro 10 mg q.d., Aricept 10 mg q.d., Haldol 0.5 mg one half tablet at 4 p.m.

DIET: Regular with thin liquids.

CODE STATUS: DNR.

ALLERGIES: CODEINE.

PHYSICAL EXAMINATION:

GENERAL: Petite older female seen initially in the dinning room. She was quite observant of others and had eaten about quarter of what was on her plate.

VITAL SIGNS: Blood pressure 119/54, pulse 59, temperature 97.5, respirations 18, and O2 sat 99%. The patient is 102 pounds which is five pounds increase since admit 08/24/23 and height of 5’2’.

HEENT: She has just about shoulder length strawberry longed hair. Sclerae clear. Nares patent. Moist oral mucosa with native dentition. She is very hard of hearing. She does not have hearing aids and wears glasses.

CARDIAC: She has a regular rhythm without murmur, rub or gallop. PMI is nondisplaced.
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RESPIRATORY: Normal effort and rate. Lungs fields are clear. No cough. Symmetric excursion.

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

MUSCULOSKELETAL: She is thin and moves all limbs in a normal range of motion. Ambulates independently. No lower extremity edema.

SKIN: Dry, thin and intact. No significant bruising, skin tears or other lesions.

NEUROLOGIC: Orientation x1. Clear. Short-term memory deficits. Unable to give information as to her work experience or whether she was divorced or widowed, but she could make her needs known and when she could not hear requesting me to speak louder.

PSYCHIATRIC: As I told her some of what in one notes said about her wandering behaviors and other peoples response to it became tearful stating that she did not know that all those people cared about her and that she was hurting them or worrying them. She was also tearful that her daughter is ill and that she did not know anything about it and added to her problems by her own illness. I reassured her that no one was holding her to blame for anything and the interest is for her to safe and get help.

ASSESSMENT & PLAN:
1. Alzheimer’s dementia advanced. The patient is now getting some insight into that she has a problem that a medical diagnosis that requires medical help and that she is getting at here and family just could not keep up with giving her what she needed.

2. Depression.  I think depression was some component of anxiety has not been adequately treated. For now we will stay with Lexapro and see how that works for her she may be better served by Zoloft but we will see. I am writing p.r.n order for Ativan 0.25 mg b.i.d. p.r.n anxiety 

3. General care. Baseline labs of CMP CBC and TSH are ordered. I did call her daughter Kathryn unable to leave a voicemail, as the mailbox was full. I called her daughter Julie and it is a non-working number. So, we need to get this clarified as to contact information. I will follow up on patient’s labs and we will see how she does with medications that she was on at this time.
4. The patient was due for repeat MRI in the setting of a presumed schwannoma and would clarify that once I can speak with family.
CPT 99345

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

