


ASSUME CARE NOTE
RE: Beverly Brown

DOB: 08/18/1931

DOS: 11/29/2024
Radiance MC

CC: Assume care.

HPI: A 93-year-old female who was seen in her room, she was lying in bed napping at about 1 o’clock, I was able to examine her, she did not resist, but she did not offer information. I did then later contact her daughter/co-POA Vicki Dixon and it happened that Ms. Dixon was here in the facility visiting her mother, so she came and met me and we were able to visit regarding her mother’s history. She then related that her brother Stephen Brown was also visiting and stayed in the room with their mother. I then joined the two of them and the patient demonstrated what daughter had talked to me about that she has high level of anxiety and assumes that she has had depression in her past if not currently. She tells me that the patient had also been resistant to showering that she would just really fight back and no one had been able to do anything to help make it a smoother event. She was able to give some additional background history, which will be covered in the H&P. Then, I went back with her to mother’s room to meet her brother. The patient was very anxious and said as much and just letting her talk and then reassuring her and explaining treating her depression and anxiety with non-habit-forming medication and both of her children were aware, her daughter agreed and the patient as I explained it, then stated that it sounded like a good idea compared to how she was always feeling anxious. Unspecified dementia diagnosed by PCP approximately 10-12 years ago, so in 2012 with the patient having symptoms of dementia about three years prior to diagnosis. The patient had been driving prior to her diagnosis and would get lost; going to the Penn Square Mall was something she liked to do and she got lost every time that she went there circling in the parking lot, not been able to get out as well as forgetting where she was parked. Eventually, that led to taking the patient’s car to avoid that recurring. Before she came here, the patient lived in Town Village Independent Living and seemed to do okay there; one night, she barricaded her room putting a chair under the doorknob, she just wanted to be safe and not let in the event somebody tried to get in while it turned out that later on she fell in her room, could not move and it was not until the next day when housekeeping came in and were not able to get into the room that the fire department was contacted, they broke into the room, the patient was on the floor and she had fractured her leg.
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After that, it was clear that she needed to be in a different type of environment, so she was brought here and was in AL and that lasted a few months because she then started exit seeking despite encouragement to stay in the building and knowing that she was being watched she would still try to get out. She has been back in memory care for just a matter of a couple of weeks and has not acclimated to it.
PAST MEDICAL HISTORY: Unspecified dementia advanced, history of ongoing depression, anxiety disorder, osteoarthritis with history of falls, thrombocytopenia, and allergic rhinitis.

PAST SURGICAL HISTORY: Fall with fracture of left leg, underwent ORIF, appendectomy and left hip fracture with repair.

MEDICATIONS: Tylenol 650 mg b.i.d., Depakote 125 mg q.i.d., Lexapro 20 mg q.d.; this will be discontinued when sertraline is started and Senna one tablet h.s.

ALLERGIES: SIMVASTATIN and PENICILLIN.
DIET: Regular.

CODE STATUS: Today, we discussed the patient’s advance directive, which indicates and requests no heroic intervention and I brought up the issue of DNR as she is in a facility and family is in agreement, so DNR form completed, order written for DNR.

SOCIAL HISTORY: The patient has been married and widowed x2. She has two children who are co-POA’s and they are Vicki Dixon and Stephen Brown who both live here in Oklahoma City. With her first husband who owned a funeral home, the patient would assist him in working in the funeral home; after he passed, to occupy her time, she purchased a gift shop and while by her own acknowledgment she did not make a lot of money, but she enjoyed going to markets in Dallas and just having the shop and meeting people through that. She was a social drinker and had asked her daughter moving in here to buy her a box of wine. She was a smoker starting in her early 20s. She has not smoked though in 35 years, so stopped at about the age of 60; but prior to that, smoked for 40 years, so she has about a 40 pack year smoking history.
FAMILY HISTORY: Noncontributory for dementia.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient has slowly lost weight.

HEENT: The patient wears corrective lenses, hears adequately without hearing aids. Denies any issues related to seasonal allergies at this time, so no allergic rhinitis or watery eyes. She has native dentition. No difficulty chewing or swallowing.
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CARDIOVASCULAR: She denies chest pain or palpitations.

RESPIRATORY: She denies cough. No SOB. Occasionally, when she gets anxious, she does have some shortness of breath and has to kind of get herself together and calm down.

ABDOMEN: She denies any dyspepsia or reflux. Her appetite is good. She has no constipation and generally can let someone know when she has to be toileted, but does have episodes of bowel incontinence.

GU: Urinary incontinence, wears an adult brief. No significant UTI history.

MUSCULOSKELETAL: The patient is weightbearing for transfers and she can self-transfer, but uses a manual wheelchair to get around and can propel the chair. She has good limb strength and is able to hold utensils, glasses, etc.

SKIN: She denies any rashes, pruritus, or breakdown.

NEURO: No history of seizure, syncope, or vertigo. Positive for memory deficits which she acknowledges.

PSYCHIATRIC: She acknowledges, she brought up straight out with me that she had a history of depression and that was a problem for her right now and she tended to be anxious and that was a concern for her at this time.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished female who was cooperative when seen earlier and the second time with her children present she was very open about being anxious and wanting them to stay there with her. She told me that she tends to have a lot of anxiety and, when I talked to her about help with that, she was very open.
VITAL SIGNS: Blood pressure 146/79. Pulse 84. Temperature 98.0. Respirations 18. We will have the patient weighed.

HEENT: She has full-thickness hair that is cut short. EOMI. PERLA. Anicteric sclerae. Corrective lenses in place. Nares patent. Moist oral mucosa. Native dentition in good repair. Carotids are clear. No LAD. Hearing adequate without HA’s
RESPIRATORY: Normal effort and rate. Her lung fields are clear. No cough. Symmetric excursion.

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

SKIN: Warm, dry, and intact with good turgor. No bruising, skin tears or breakdown noted.

MUSCULOSKELETAL: The patient can reposition self in bed and then is able to get self up with standby assist and transfer assist was needed today to get into her manual wheelchair. She can then propel it for short distances. She has trace ankle edema. Moves arms in a normal range of motion.
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NEURO: CN II through XII grossly intact. She makes eye contact. Her speech is clear and she goes back and forth with talking about the anxiety and depression and just wanting to be better in that regard and was receptive to receiving help for it. Affect is congruent, she did look anxious and she did at times look as though she felt depressed.

PSYCHIATRIC: Forthcoming about her children being all she has and wanting them to stay with her yet knowing they have their own lives to live.

ASSESSMENT & PLAN:

1. Depression. Zoloft 25 mg q.d. x1 week, then we will increase to 50 mg thereafter.

2. Anxiety. This will be helped with the Zoloft, but for the specific situations of personal care being showered and oral care where she can become very resistant and aggressive, Ativan 0.5 mg and I am going to give it in topical form in the event the patient would refuse taking it orally. Family is in agreement and it is a trial and error as to the dosage that will be required without complete sedation. Family did add though that she does like to sleep.

3. Gait stability with wheelchair use. There may be some benefit from physical therapy to have her strength and be stronger in doing self-transfers, it would also occupy some of her time which would also be helpful.

4. Advance care planning. She has an advance directive indicating no heroic measures. Daughter stated that she and her brother are in agreement for DNR, so that form is completed and placed in her chart.

5. General care. After she has had some time to settle in and become a little more comfortable, hopefully I will then draw baseline labs, but I will not hit her with everything all at once.

CPT 99345 and advance care planning 83.17 and met with direct co-POA’s 30 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

