


INITIAL EVALUATION

RE: Sharon Stephens

DOB: 02/29/1936

DOS: 03/18/2022

Harbor Chase MC

CC: New admit.
HPI: An 87-year-old in residence since 03/07/22 admitted from a skilled care facility where the patient was admitted post hospitalization and it is unclear. The patient not able to give me information and the information with her is prior to the hospitalization. Prior to hospitalization the patient was living in Accolade Avenue AL and appeared to function with a POA who was her previous neighbor then another POA came into place and currently she has a court appointed guardian attorney Stephanie Alleman. The patient has dementia moderately advanced. She has not been seen by a physician apart from the quarterly visits when she was in AL and then during hospitalization and SNF, but there was no focus on her cognitive state. It is unclear how long she has had dementia or the rate of progression. When I entered the patient’s room she has a personal of items all over the room boxes that are half open, plastic containers still closed and pictures and piles throughout her room. When I asked her what she was doing she said trying to put her life back together. I asked the patient about being a hoarder and she just laughed and I was informed later that in fact her house had been condemned by the health department which is why she was removed from there and moved to AL initially and then from there underwent the process to have her a word of the court. The patient was verbal and interactive. She could not give me any information. She would change the subject and a laugh here and there was her most common form of communication.

DIAGNOSES:  Alzheimer’s disease, major depressive disorder, hypothyroid, insomnia and GERD.

DIET: Regular.

ALLERGIES: Codeine, Cipro and azithromycin.

CODE STATUS: Full code.

MEDICATIONS: At admission lipoic acid 100 mg q.d, Lexapro 20 mg q.d,, *________* solution 2.5% o.u. t.i.d, latanoprost o.u. h.s., levothyroxine 50 mcg q.d., melatonin 6 mg h.s., MSM 900 mg q.d., and trazodone 25 mg h.s.
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PAST SURGICAL HISTORY: Tonsillectomy and right TKA.

SOCIAL HISTORY: She is single. No children. She had one year of engineering at o.u. worked for Bell Telephone 30 years. Religion is Baptist. Nonsmoker. Nondrinker.

FAMILY HISTORY: Her father committed suicide. Otherwise noncontributory.

REVIEW OF SYSTEMS: 
Constitutional: Baseline weight 130 pounds. She denies fever or chills.

HEENT: She wears reading glasses. She has native dentition and hearing is adequate. Denies hearing aids or dentures.
Cardiovascular: No chest pain or palpitations.

Respiratory: Denies SOB or cough.

GI: Denies abdominal discomfort and continent of bowel.

GU: Denies UTIs and continent of urine.

Musculoskeletal: Denies fall or use of assistive devices. Does not remember if she has had a fall. Ambulates independently and that was observed later on the unit. When I asked her about the tremor, she seemed to not understand what I was pointing out as though the tremor is something she lived with so long and she does not notice it any more.
Skin: She denies any rashes or easy bruising.

Neurologic: No history of seizures, syncope or vertigo.

Psychiatric: Denies depression or anxiety. She laughs off when asked about depression or anxiety and focuses back on being where she does not want to be and wanting to go home.

PHYSICAL EXAMINATION:

GENERAL: Thin elder woman who was quite tall noted to have a tremor in general about her head and upper extremities.

VITAL SIGNS: Blood pressure 146/79, pulse 70, temperature 97.3, respirations 17, and refused weight. Height 5’10.
CARDIAC: Regular rate and rhythm without M/R/G. PMI nondisplaced.

RESPIRATORY: Cooperated with deep inspiration. She had a normal respiratory rate and effort. Lung fields were clear. No cough and symmetric excursion.

ABDOMEN: Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema.

SKIN: Warm, dry and intact. No bruising or skin tears.

NEUROLOGIC: CN II through XII grossly intact. She knew that she was in Oklahoma, but she laughed of answering day, time or year. It takes her a bit of time to answer questions and even then she is evasive and not able to give information.
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ASSESSMENT & PLAN:
1. Refusal of medications I have limited medication to only those which would be considered essential, i.e., Lexapro, latanoprost and levothyroxine. The remainders are either discontinued or made p.r.n. and we will see how that turns out.

2. BPSD in the form of care resistance. ABH gel is ordered 125 mg/mL. We will do one half mL b.i.d routine to begin and q.6. p.r.n. and staff have the ability to apply it or it will be difficult to remove and on 03/23/22 we will start divalproex sprinkles 125 mg b.i.d. and hopefully they can place it in her ice cream or milk which she is fond of both.

3. Guardianship. Spoke with Ms. Alleman who has been the patient’s guardian since October 1, 2021, and she was not previously acquainted with the patient. She also makes it clear that the patient is not to leave the unit with anyone at this point in time and I will keep her updated if there are any changes she is aware of the patient’s care resistance and what my plan is going forward to treat her BPSD and she gives consent. She also has my phone number that she can contact me with any issues.

4. Tremor. This is a generalized upper body hopefully if we get the patient place of compliance then we can look at treating that and I think it would make the quality of her life much better than she realizes it started with the use of primidone.
5. Prolonged contact with guardian over 15 minutes.
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Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

