


INITIAL EVALUATION
RE: Ruth Upchurch
DOB: 12/19/1932
DOS: 04/27/2022
Rivendell MC
CC: New admit.
HPI: An 89-year-old in residence since 04/26/2022, arriving from Providence Place AL in Woodward where she moved in on 03/18/2022. The patient has had in the last two months quite a lot of change; she fell in her home, fractured her right femur requiring ORIF, from there went to SNF at Valir where she was two weeks and then went to Bellevue and then from Bellevue returned to Woodward and was placed in AL where they determined they were not able to meet her care needs and so she is now in our facility. On admit, the patient had an MMSE with a score of 14, which indicates moderate dementia. In speaking with Mark, the family ties much of her cognitive decline to the fall and thereafter. However, he was able to reflect back and states that there was a noted change in how the patient was taking care of her own person i.e. personal care as well as upkeeping her house and that her interest had declined to simply sitting and watching TV. He states that she would watch Gunsmoke and Andy Griffith all day long. He also states that she has had an ongoing UTI since her hospitalization post fall until just recently. Family is involved in her care is agreeable to doing what is in her best interest and understand that there has been change though there is a family stand together and tell her that if things improve that they are looking at taking her home, which they actually have no intention of doing. The patient has not been taking her medications or eating routinely since her admission. She reportedly slept through last night, has required one to two person assist in the manual wheelchair that she is in. It is actually a transfer chair and she is not propelling it, but has to be transported. When I spoke with the patient, she was quiet, she made intermittent eye contact, would give answers and it was random as to what she would answer, but when it came to discussing her blood pressure being elevated without her medication she relates believing that she could get her blood pressure under control by getting her thoughts together. She has not been physically or verbally aggressive and family is aware of the behavioral changes.
PAST MEDICAL HISTORY: HTN, diastolic CHF, DM II though not on medications for same, moderate dementia, right femur fracture approximately two months ago with ORIF, osteoporosis, seasonal allergies and HLD.
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PAST SURGICAL HISTORY: Bilateral knee replacement, bilateral cataract extraction, TAH and right femur ORIF.
MEDICATIONS: Going forward, Norvasc 10 mg q.d., Lexapro 10 mg q.d., PreserVision one tablet q.d., metoprolol 25 mg q.a.m. and metoprolol 12.5 mg p.r.n. with parameters.
ALLERGIES: NAPROSYN.
DIET: Regular.

CODE STATUS: The patient has an advance directive indicating no heroic measures, DNR form will be signed.
FAMILY HISTORY: Both parents died at advanced age of cardiac disease. No known dementia.
SOCIAL HISTORY: The patient is widowed for three years after 59 years of marriage. She worked as school secretary. Her husband was the school principal for several decades. So, they worked together. She has four children. Her son Mike is local and her contact person.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: There has been no weight change per the patient.

HEENT: She does not wear corrective lenses, dentures or hearing aids.

CARDIAC: Positive for HTN and diastolic CHF. No recent hospitalizations for same.

RESPIRATORY: She denies shortness of breath, cough or expectoration.

GI: She denies abdominal pains. She states she is continent of bowel though she has had episodes of incontinence.

GU: Recent occurring UTIs. She states she is continent of urine though she is incontinent.

MUSCULOSKELETAL: Previously ambulatory, did not use mobility aid. No known previous falls.

NEURO: There was noted memory and behavioral changes prior to the fall acknowledged by son.

PSYCHIATRIC: No history of depression or anxiety, but son acknowledges seeing both in her now. Mike’s wording is that they had known she was becoming slow in her thoughts.
PHYSICAL EXAMINATION:
GENERAL: The patient was initially seen in dining room and then cooperative with going to room in her wheelchair that had to be transported. She sat quietly, made intermittent eye contact, generally had a flat affect, but was cooperative to answering some questions.
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VITAL SIGNS: Blood pressure 130/74, pulse 93, temperature 97.8, respirations 18, O2 saturation 97% and weight 146.6 pounds.

HEENT: Her hair is groomed short. Conjunctivae clear. Nares patent. She has moist oral mucosa.

NECK: Supple. Clear carotids with no LAD.

CARDIOVASCULAR: She has an irregular rhythm without MRG. PMI is nondisplaced.

RESPIRATORY: She does not cooperate with deep inspiration despite prompting times three. So, she has decreased bibasilar breath sounds secondary to effort. Lung fields are clear with symmetric excursion and no cough. No conversational dyspnea.

ABDOMEN: Protuberant. Nontender. Bowel sounds present.

MUSCULOSKELETAL: She moves her arms slightly. No attempt to move her legs. She has trace ankle edema likely secondary to being in a dependent position as well as the Norvasc. Intact radial pulses.

SKIN: Warm and dry. She has areas of excoriation, pretibial area left leg and then medial to tibia left leg. She has resolving bruise with a palpable subcu likely blood blister benign and no tenderness when I palpated it. Otherwise, no significant bruising or skin changes noted.

PSYCHIATRIC: She is guarded. She has a flat affect. She seems very cautious in giving any information. She does not appear to comprehend given information and her explanation for things that she is doing for health reasons i.e. controlling BP with her thoughts and that she sees a lot of ifs ands or buts into what she will do, but could not explain that any further.
ASSESSMENT & PLAN:
1. Moderate dementia, new diagnosis. Family will be given information and explained to son that it was multifactorial as to what we are seeing now and that once the acute medical issues were addressed i.e. her UTI whether there would be improvement or maintenance of where she currently is, but told them that time will tell.
2. BPSD in the form of care resistance. Explained to her that she is withholding doing things that are in her best interest particularly as it relates to her cardiac issues and so hopefully she will be taking her blood pressure medication. We will begin b.i.d. BP checks with p.r.n. metoprolol. I have adjusted her routine medications to be metoprolol 25 mg routine q.a.m. and lisinopril 20 mg h.s. routine. We will hold the Norvasc and the other scheduled lisinopril. There are other p.r.n.’s that are also being held for two weeks to see if there is a behavioral turnaround and they can be restarted. ABH gel 1/12.5/1 mg/mL and we will start with 0.5 mL b.i.d. routine and slowly advance as needed.
3. DM II. A1c is ordered and we will see whether there is need for medication and initiate if so.
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4. Right femur fracture with decreased mobility resulting, some of it is certainly anxiety, but the patient acknowledges that she just has no strength in her right leg. Talked to her about PT. PT and OT have been ordered and I encouraged her to work with them so that she can get some of her strength back, which would also give her a bit more freedom.
5. Code status. Physician certification for DNR signed to uphold her AD wishes.
6. Social. Spoke with son Mark, reviewed all of the above. He states that he and his siblings are all on board in whatever needs to be done for the patient.
CPT 99328 and advance care planning 83.17 and also prolonged contact with family 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

