


INITIAL EVALUATION

RE: Carol Wynn

DOB: 05/20/1947

DOS: 04/20/2022

Rivendell MC

CC: New admit.

HPI: A 74-year-old in residence since 04/13/2022, seen today in room. She was sleeping in bed, but did awaken and engage in conversation ending with wanting to know when she was going to be able to go home. Leading up to admission, the patient had lived with her husband at home where he was her caretaker. On 03/26/2022, the patient was found at home after someone placed a welfare check request. The patient was found in her home with the body of her deceased husband. It was unclear whether he had been there several days or a week, but there was evident decay. The patient was taken to St. Anthony’s Hospital for medical clearance as she had recently been diagnosed with cancer and completed chemo last fall, but it is unclear the current status. She was dehydrated and in poor nutritional state. The patient’s gait was also noted to be unstable required a wheelchair for safe transport. After medical clearance, then went to SSM Geri-Psych with diagnoses to follow. On 04/11/2022, CBC showed an H&H of 8.9 and 27.8 with normal indices. Iron studies, folate, A1c and FLP WNL. TSH at 0.668. I had CT. No acute findings, but stable moderate microangiopathy in the white matter. She also had x-rays of both feet due to pain complaints and there is no fracture or dislocation.

PAST MEDICAL HISTORY: Major neurocognitive disorder multifactorial, BPSD, bipolar affective disorder I, anxiety, fibromyalgia and HTN.

PAST SURGICAL HISTORY: Appendectomy, cholecystectomy, port placement, colonoscopy with polypectomy and other surgery where hardware implanted.

MEDICATIONS: Depakote 500 mg b.i.d., Namenda 5 mg b.i.d., Zyprexa 10 mg b.i.d., D3 1000 units q.d., Ensure q.i.d., lorazepam 0.25 mg b.i.d., Ambien 5 mg h.s. p.r.n., Tylenol 650 mg q.4h. p.r.n. The patient has been on Exelon patch 4.6 mg, however, it is not covered by insurance and is cost prohibitive. So, that will be discontinued.

ALLERGIES: ASA.

DIET: Regular.
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CODE STATUS: Full code.

SOCIAL HISTORY: The patient lived at home with husband who is her caretaker. A nonsmoker and nondrinker. The patient was raised by a neighbor. She did not complete high school. She is now widowed, unemployed and has one daughter Mary Minichino.
FAMILY HISTORY: Family is out of state. She has a daughter Mary and a sister-in-law Carol residing in Texas and Florida respectively. They have been in touch with facility regarding the patient’s status.

PHYSICAL EXAMINATION:

GENERAL: Small elderly female lying in bed interactive.

VITAL SIGNS: Blood pressure 107/69, pulse 90, temperature 97.2, respirations 18, and O2 sat 99%.

ABDOMEN: Soft. Bowel sounds present.

NEUROLOGIC: Orientation x 2. Clear speech. Makes eye contact. Voiced her needs. Poor insight and judgment clear. No recollection of where she has been prior to here or what happened to her husband.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She requires transfer assist and has a wheelchair. No edema.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. New resident with significant psychiatric disease combined with dementia. Right now, her medications appear to manage her and not compromise her baseline cognition or alertness and we will encourage coming out onto the unit more.

2. Generalized weakness. Discussed PT with the patient and she stated that okay. So, we will consider giving it a trial just to help her regain some strength as she did not have rehab and wheelchair currently used.

3. Insomnia. She appears to be sleeping okay. No issues there.

4. Social. Family is aware of what is going on and check on her regularly.
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Linda Lucio, M.D.
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