


INITIAL EVALUATION

RE: Barbara Embry
DOB: 10/11/1933
DOS: 03/07/2022
Autumn Leaves
CC: New patient.

HPI: An 88-year-old in residence since 02/28/22. The patient has been a behavioral issue since she has been here, refusing medications, stating that people are pumping her up with psychedelic medications and she knows it because she cannot walk or do things for herself; states that she gets shaky. When I spoke with the patient, I just let her talk and say what she needed to. She has a lot of focus on religion and that she got safe so she does not need these medications and what people are trying to do to her. She is also a widow and her stepdaughter and stepdaughter’s two daughters are now the guardian and co-guardians respectively. It is very upsetting to her and she did perseverate on that. She has a lot of distrust of anyone and authorities, believing that people are trying to cause harm and that her step family as she calls them are simply trying to take everything that she possesses. She was cooperative in the time that I spent with her and just let her talk if she needed. She was hospitalized at St. Anthony’s Geri-Psych on 02/15/2022 and their approximately one week. It was there that she stated they tried pumping her up with psychedelic drugs. Here because of behavioral issues, ABH gel was started recently. She has cooperated with that being placed. I am not even sure that she knows it is being placed and it has apparently had some calming effect on her.

DIAGNOSES: Alzheimer’s dementia with BPSD, osteoarthritis, seasonal allergies, chronic constipation, GERD, and depression.

PAST SURGICAL HISTORY: Cholecystectomy, appendectomy, and left hip replacement.

ALLERGIES: NKDA.

MEDICATIONS: The patient does take Zyrtec 10 mg q.d., tramadol 25 mg b.i.d., MiraLax q.d., ASA 81 mg q.d., docusate b.i.d., and she has an order for Flonase, which she states she is not getting so that order will be rewritten.
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DIET: Regular.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient’s first marriage was 18 years to an alcoholic who was abusive. She had five children with him then remarried the father of the people who are now her POAs; they were married 32 years and she stated it was a very good marriage and she was happy with him. The patient worked as teaching watercolor and states she wanted me to know that she had talent and could do things and so I gave her a lot of accolade for that. She also told me about being raped by her father as a child and the hurt that that caused her.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: She states her weight is stable. She has not lost nor gained.

HEENT: She wears corrective lenses. Denies hearing deficits. Native dentition and no problems chewing or swallowing.

CARDIAC: She denies chest pain or palpitations.

RESPIRATORY: Denies shortness of breath, cough or expectoration.

GI: No nausea or vomiting. Constipation is an issue that is addressed with current medications. She is mostly continent, but states there are times she cannot get to the bathroom.

GU: Some urinary incontinence but she can toilet. Staff reports that she is fully incontinent of bowel and bladder.

MUSCULOSKELETAL: She has a wheelchair that she uses to get around stating that she only needs it now because of the psychedelic drugs that she has had pumped into her.
NEURO: She denies having memory problems or anything else wrong with her including depression.

PSYCHIATRIC: Denies depression.
PHYSICAL EXAMINATION:
GENERAL: Chronically ill appearing female, initially guarded, who warmed up and was cooperative.
VITAL SIGNS: Blood pressure 142/74, pulse 101, temperature 96.8, respirations 18, O2 sat 96%, and weight 145.6 pounds.
HEENT: Her hair is unkempt and stringy, but it is off her face. Her conjunctivae are clear. She has corrective lenses in place. Nares patent. Moist oral mucosa. Native dentition in poor repair. NECK: Supple. She does have an infraauricular node that is slightly tender and she states that it is from having had a sinus infection a while back.
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RESPIRATORY: Clear lung fields. Normal effort. No wheezing, rales or rhonchi.

CARDIAC: She has an irregularly irregular rhythm without M, R or G. PMI nondisplaced.

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

MUSCULOSKELETAL: She is able to self transfer, weight bears, and propels her manual wheelchair. No LEE. Intact radial pulse.

NEURO: CN II through XII grossly intact. She makes eye contact. Her speech is clear, but she does have some paranoia to her affect, but did become more animated as we talked.

PSYCHIATRIC: Appropriate affect for initial contact. There is a perseveration on religiosity.

SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN:
1. Dementia with BPSD. She has refused olanzapine and Lexapro and is currently receiving ABH gel 125 1 mg/mL 0.5 mL b.i.d. routine and q.8h. p.r.n. The twice daily dosing appears per staff report to have taken the edge off some of her agitation and resistance. We will continue as long as we can. She also again was in Geri-Psych at St. Anthony’s in early to mid February.

2. Chronic seasonal allergies, controlled on current medication with which she is compliant.

3. Chronic constipation treated with the two stool softeners with benefit.

4. General care: We will contact her guardian at my next visit and just review any issues that they have questions or concerns about.
CPT 99328
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

