


INITIAL EVALUATION

RE: Goldie Wood

DOB: 06/25/1942

DOS: 03/18/2022

Harbor Chase MC
CC: New admit.
HPI: A 79-year-old who is observed sitting in the dinning room. She was in a wheelchair though she would stoop forward and had kind of a scooted herself forward but not close to the edge of the chair and had her eyes closed. I spoke to patient. She did not open her eyes and I went to listen to her and was able to do so without resistance. I spoke to staff as to any sedating medications the patient had recently had she had not and she was in the wheelchair after having had a fall and placed in the wheelchair. It was unclear what she was doing when the fall occurred. Staff reports that she requires assistance with at least five of six ADLs. She will feed herself with setup and prompting, as to toileting they will ask her if she has to go to the bathroom and at times she can say yes and at times it is just a blank stare. She has had some urinary incontinence. Prior to admission here, the patient was at Valir of skilled care and from there was admitted to here. I spoke to patient’s daughter/POA Sarah Johnson who was able to give me information. The patient has been in residence since 03/07. There has been no behavioral issues and I believe that today was her first fall. The patient has a diagnosis of Alzheimer’s dementia made eight years ago by a neurologist at Mercy no longer in practice and her new neurologist is Dr. Butchee. Last visit was about 09/2021. POA acknowledges that there has been significant decline in most arenas of patient’s life to the extent that she cannot remain at home and her husband cannot be her caretaker on his own. She had been living at home as her husband was being her sole caretaker, however, earlier this month he had an MI and continues to be hospitalized and on discharge he will be admitted to this facility and join patient in her apartment in MC. Staff report that patient is compliant with taking her medications though it does take her some time to get them down and that she is quite frail and shaky when walking and holds on to other people when doing so not able to walk independently in a safe manner at this time.

PAST MEDICAL HISTORY: Alzheimer’s disease, HTN, HLD, and senile debility.
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PAST SURGICAL HISTORY: LASIK surgery bilateral eyes, corns removed, squamous cell carcinoma lesions from different parts of her face.

ALLERGIES: PCN and EGGS.

MEDICATIONS: Atropine ophthalmic drops four SL q.4h p.r.n, Docusate liquid 10 mg b.i.d p.r.n, lorazepam gel 1 mg per mL q.4h. p.r.n, promethazine 25 mg p.o q.4h. p.r.n.

CODE STATUS: DNR.

FAMILY HISTORY: Her mother had Alzheimer’s disease late onset. Father died of cancer unknown type.

SOCIAL HISTORY: The patient has been married 58 years to her husband. Husband was her caretaker. January 2022 came under hospice care. Nonsmoker and nondrinker.

REVIEW OF SYSTEMS: Limited secondary to patient’s dementia.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female seated on wheelchair leading forward.
VITAL SIGNS: Blood pressure 104/67, pulse 63, temperature 97.2, respirations 16, and weight 98 pounds.

HEENT: Her hairs cut short. Conjunctivae are clear. She kept her eyes closed most of the time. She has native dentition and fair repair.

NECK: Supple with clear carotid.

CARDIOVASCULAR: She had regular rate and rhythm without MRG.

RESPIRATORY: Does not cooperate with deep inspiration, but lung fields clear. Normal rate and effort. No cough.

ABDOMEN: Flat and nontender. Bowel sounds present without distention or discomfort to palpation.

MUSCULOSKELETAL: Generalized sarcopenia. Intact radial pulses. No LEE.

Did not attempt to propel manual wheelchair and later observed being assisted up from wheelchair to walk. She required two arm upward assist and then she was quite shaky and unsteady while ambulating.

NEUROLOGIC: CN II through XII grossly intact. Orientation x1. Minimal verbalization more utterance that was random.

PSYCHIATRIC: Appropriate for new memory care patient.
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ASSESSMENT & PLAN:
1. Advanced dementia. At this point, the patient is refusing medication and her blood pressure has been low end of normal while yet is a prescribed BP meds. We will discontinue nonessential medications and to include her BP med.

2. Frailty with gait instability. PT and OT for strengthening conditioning. We will see if she is able to ambulate, as daughter believes that she is. At this point, she should not be up walking by herself and wheelchair will be available for transport.

3. General care. CMP, CBC, and TSH ordered.

4. Hospice care. She is per daughter followed by Valir Hospice. If there is an issue regarding her PT and OT, it was also a part of her discharge orders from the previous skilled care facility that she was in and appears patient would benefit. So hopefully an exception will be made for that. 

CPT 99328 and prolonged contact with POA 20 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

