


ASSUME CARE NOTE
RE: Carol Crockett
DOB: 05/29/1953
DOS: 11/08/2024
Radiance AL
CC: Assume care.
HPI: A 71-year-old female in residence since 07/26/24 is seen today in her room. The med aide who is familiar with the patient opened the door and remained present during exam. She also commented that the patient is generally independent, able to get up, move around using her walker sometimes and not the others _______ interact with other residents including staff, but she does not understand why she is in bed and not talking today. The med aide also tells me that the patient having requested a few days back that she come into her room and so she did and the patient was acting anxious and had both of her fists clenched stating that she could not open her hands and did not know what was wrong. The aide then tried to open them and stated that thence when she realized that the patient was doing it on purpose and was resisting having her hands opened. After I examined the patient, I placed a call leaving a VM with her brother/POA Scott Crockett and he did return the call and was helpful in giving additional information. Scott states that memory deficits were noted starting about five years ago. She would forget things easily and get lost with driving. There was a slight decline in care of home and person, but she remained able to live alone up until one year ago when she quit driving. She was seen by INTEGRIS Neurology 3 to 4 years ago and their comment was that she had a decline, but nothing more specific. _______ POA states that the patient is able to walk and talk _______ lunch within this last week and that she used her walker during this outing. He states that she was conversant at lunchtime, but a little quieter than usual. He took her on a drive to see their old family home and she was quiet, did not have comments when he talked to her about that. He questions whether there is attention-getting that motivates this behavior. I told him that very well could be a psychiatric issue involved as opposed to dementia by itself.

DIAGNOSES: Memory decline without dementia diagnosis and history of GI bleed requiring hospitalization.
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PAST SURGICAL HISTORY: Hysterectomy.
MEDICATIONS: Keppra 250 mg b.i.d., this was started on 10/25/24; diagnosis for this, there is not one, so unclear why it was started by the PA and to date there has not been noted an adverse side effect. POA questions the use of this medication as she has no seizure history and staff deny noting any type of activity that could be interpreted as seizure. Hydrocortisone cream 0.5% applied sparingly to face lesions q.d., MiraLax MWF and p.r.n. Tylenol 500 mg q.6 hours p.r.n.
SOCIAL HISTORY: The patient has been married and divorced x2, has no children. She is a graduate of OU and, upon graduation, worked for John A Brown as a buyer and then later worked as a lanman in Oklahoma. The patient has one sibling, her brother, Scott, who she still recognizes. The patient has had friends here in Oklahoma City, has one that still visits, a couple have moved on or passed away. Her brother calls her daily and last took her out on 11/05.
FAMILY HISTORY: Her mother passed away 20 years ago and her father passed away 18 years ago at the age of 78 and he had a diagnosis of dementia and was living in memory care at the time of death.
REVIEW OF SYSTEMS: Briefly, the patient is able to ambulate, uses a walker to do so, has had no falls. She is generally verbal, clear speech, articulate and coherent in nature. She is able to perform 6/6 ADLs independently, but recently has been resistant to personal care. No complaints of chest pain, SOB, or GI distress.
PSYCHIATRIC: Increased confusion and isolation _______ and not making eye contact with responding to verbally staff that she has previously interacted with.

PHYSICAL EXAMINATION:

GENERAL: A well-developed and nourished female, lying quietly in bed. Her bed was neatly made with blanket pulled up to her chest and underneath that she was fully dressed in street clothes.
VITAL SIGNS: Blood pressure 93/55, pulse 58, temperature 97.3, respirations 18, and weight 118.5 pounds.

HEENT: She has full-thickness hair that was combed back and no makeup on. Nares are patent. Moist oral mucosa.

NECK: Supple. No LAD.

CARDIOVASCULAR: She had a regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Anterolateral lung fields were clear. No cough. Symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
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MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. She has fairly good developed muscle mass and adequate motor strength. She did not move any of her limbs while I was present and it is reported that she can reposition herself and get up on her own.

SKIN: On her face, she has scattered patches that are consistent with small areas of psoriasis. No vesicles or evidence of abrasion or bleeding. Skin on extremities appears healthy and intact. No lesions noted on her abdominal wall.
NEURO: CN II through XII difficult to assess as she did not open her eyes or speak. Her facial expression appeared calm and no evidence of distress and as she did not move in the time that I was with her, which was 15 minutes at least.

PSYCHIATRIC: Question the psychiatric component to this behavior. I think it is clearly behavior as opposed to an actual state and most likely there is a secondary gain as staff attend to her trying to get her to do things.

ASSESSMENT & PLAN:
1. Cognitive concerns. The patient has a diagnosis of forgetfulness and memory loss, but not quantified objectively such as with an MMSE. She has not been on dementia medication nor was a diagnosis given per a neurology evaluation.
2. Behavioral issues. There may be attention-getting efforts via staying in bed and having staff try to coax her into getting up, eating, etc., and the fact that she was able to maintain a flat facial expression for the time that I was seeing her despite what was going on around her was remarkable.
3. Psychiatric issues. This may be a possibility. It is noted that in August she was started on citalopram 10 mg and then it was increased to 20 mg and unclear when it was stopped and then she was started on Keppra 250 mg b.i.d. on 10/25; the reason for this is unclear and I do not find documentation to support it. I am going to titrate off the Keppra starting with 250 mg once daily for a week, then MWF for a week and then discontinue.
CPT 99345 and direct POA contact 20 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
