


INITIAL EVALUATION
RE: Patsy Sanders
DOB: 06/27/1931
DOS: 03/02/2022
Rivendell MC
CC: New admit.
HPI: A 90-year-old who actually is admitted today. Her son and daughter who are co‑POA’s were present. So I was able to speak with them and then see the patient. The patient has dementia not formally diagnosed. However, her PCP per daughter has reportedly said at the last visit in the office a couple of months ago that her dementia had significantly progressed. The patient’s daughter Becky and son John were the source of information supplementing a hospital note from Norman Regional where she was inpatient 01/25/22 through 01/28/22. The patient had had a fall at home. She was diagnosed with hypertensive encephalopathy. She had lost her ambulation ability with recent increase in confusion and falls. Imaging of her right foot and ankle ruled out acute fracture. UA negative for UTI. Admit lab showed BUN and creatinine of 31 and 1.52 and followup on 01/26/22 after hydration showed BUN and creatinine of 26 and 1.29. From the hospital, the patient went to Brookwood SNF. She was there approximately three weeks and from there has been admitted directly to here. The patient’s son John was the primary caretaker for a number of years that the patient lived with him and his family with his sister Becky helping when she could. They both note increasing care resistance, disruptive behavior and a decline where she has become incontinent of bowel and bladder. She has lost her ambulation ability. Limited ability to be specific about what she needs, but with SNF regained the ability to feed herself. 
DIAGNOSES: Dementia, vascular in nature. The patient had a CVA two to three years ago where they noted cognitive and behavioral changes. She then underwent surgery, having been warned that anesthesia exposure could worsen her dementia which both POA state was quite notable. Hypothyroid, HLD, depression, CKD stage III, GERD, right femoral neck fracture with replacement several years ago and falls.

PAST SURGICAL HISTORY: Right hip fracture with replacement and bilateral cataract surgery.
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MEDICATIONS: List not currently available.

ALLERGIES: SULFA.

SOCIAL HISTORY: The patient is a widow, non-smoker and nondrinker. She worked in civil service and was a caretaker for her own grandchildren. POA’s are son John Sanders and daughter Becky Trepagnier.

FAMILY HISTORY: Noncontributory.

CODE STATUS: DNR. She has an advance directive and DNR in her trust which is not with POA’s, but they requested DNR.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: There has been weight loss; it is not quantified.

HEENT: She wears reading glasses. She is HOH, but does not wear hearing aids. She has dentures.

RESPIRATORY: No cough.

CARDIAC: She denies chest pain or shortness of breath.

GI: No difficulty chewing or swallowing, but incontinent of bowel.

GU: No history of recurrent UTIs and incontinent of urine.

MUSCULOSKELETAL: Not ambulatory at this point. She is in WC that she has trouble propelling.

NEURO: Progressive dementia. It remains verbal.

PSYCHIATRIC: Agitation and anxiety.

SKIN: No significant rashes or skin breakdown reported.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female, seated in her recliner, appeared irritated when spoken to.

VITAL SIGNS: Blood pressure 118/60, pulse 79, temperature 98.1, respirations 16, O2 sat 96%, height 5’2”, and weight 91.4 pounds with a BMI of 16.7.
HEENT: Her hair is in a turban. Conjunctivae clear. Nares patent. Moist oral mucosa. It was not clear that she had full dentures in place and would not let me examine further.

NECK: Supple with clear carotids.

RESPIRATORY: Anterolateral lung fields are clear. She only leans forward partially. Mid to upper posterior lung fields also clear. No cough.
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CARDIOVASCULAR: She has an irregular rhythm without M, R, or G. PMI nondisplaced.

ABDOMEN: Flat and nontender. Bowel sounds present.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. No edema. Intact radial pulses.

NEURO: She makes eye contact. She only said a few words. She becomes tearful as I start talking to her, so I back off and she calms down. Orientation x 1.

PSYCHIATRIC: She appears anxious which is reasonable given that this is her third new environment since January 2022.

SKIN: Warm and dry. Fair turgor.

ASSESSMENT & PLAN: 
1. New admission. We will review her medications next week. She had lab work done approximately six weeks ago which was reasonably normal. We will give her time to acclimate before drawing labs. I do not want to cause further anxiety through an invasive procedure. Family has been cooperative and a good source of information and will be contacted with any acute changes.

2. Advance care planning. Family would like a DNR that is signed. 
CPT 99328 and prolonged direct contact with two POA’s approximately 20 to 25 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
