


INITIAL EVALUATION
RE: Maxine Payne
DOB: 03/09/1929
DOS: 06/09/2022
HarborChase AL

CC: New admit.

HPI: A 93-year-old in residence since 06/02/22. She arrived here accompanied by daughter and two granddaughters. Prior to arriving here, the patient had lived alone, was independent and drove herself around. She had a fall in her garage on 04/21/22. She was down for about 10.5 hours. When found, taken to OU ER and admitted to OUMC where she was for approximately 10 days. I spoke with the patient’s granddaughter Angie Peden who is her POA and she was not able to give me the diagnoses for which she was kept that duration of time. She did go from there to Landmark Skilled Care Facility. She was there approximately two weeks. POA was not happy with the lack of progress. So took her mother to Accel at Crystal Park. While at Landmark, the patient was sent to the ER for UTI and kept overnight. The patient is now in a wheelchair which she can propel readily but is anxious about standing up and has not wanted to attempt walking since her fall. When seen today, the patient appeared confused and anxious. She was not able to give information and clearly had memory deficits which she acknowledged, complained of back pain and when I asked her about specifics, she could not give me any information if she has ever had an x-ray of her back. I told her that we would try treating her with routine Tylenol. She then said “why? What is it the matter? This is what happens when you get old.” So she does have a sense of humor. POA states that she is now seeing how her grandmother had hidden her memory impairment from her and there had been neighbors within a community the patient lived for 25 years that she knew well and they had begun to tell the POA that the patient’s behavior and cognition was significantly declining. That has become evident here, but the patient seemed to become a bit more oriented and comfortable the more she talked during our visit. 
DIAGNOSES: Dementia unspecified moderate, gait instability, wheelchair bound, anxiety, HTN, hypothyroid, and GERD.
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PAST SURGICAL HISTORY: Sinus surgery prior to recent events. The patient had not been hospitalized in 50 years.

MEDICATIONS: Eliquis 5 mg b.i.d., oxybutynin 5 mg b.i.d., Senna b.i.d., amlodipine 10 mg q.d., omeprazole 20 mg b.i.d., Flonase two sprays b.i.d., hydralazine 25 mg t.i.d., levothyroxine 50 mcg q.d., losartan 50 mg q.d., and MiraLax q.d.

ALLERGIES: NKDA.

SOCIAL HISTORY: She was living at home, a widow x 23 years, retired secretary from Tinker. She has two children, one deceased and one with a history of mental health issues. She was living independently and drove until 04/21/22.

CODE STATUS: Full code.

DIET: Regular.

REVIEW OF SYSTEMS: Deferred due to the patient’s memory deficits and anxiety.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female, seated in wheelchair, appeared anxious.

VITAL SIGNS: Blood pressure 104/62, pulse 78, temperature 97.4, respirations 17, and weight 110.8 pounds.

HEENT: Hair groomed. Conjunctivae clear. Moist oral mucosa.

NECK: Supple with clear carotids.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

CARDIOVASCULAR: Regular rate and rhythm without M, R, or G. PMI nondisplaced.

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

MUSCULOSKELETAL: Good neck and truncal stability. Manual wheelchair which she propelled using her feet. No lower extremity edema. She moved arms in a fairly normal range of motion.

NEURO: CN II through XII grossly intact. She made eye contact. She was verbal, orientation x 2. She perseverated on the same topics – her back pain and getting old, but did cooperate.

PSYCHIATRIC: Appropriate affect and demeanor for situation.
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ASSESSMENT & PLAN: 
1. Dementia, unspecified. MMSE will be administered later this week by DON to give us an idea of what her needs are.

2. HTN. She is on multiple BP medications. We will have BP and heart rate checked daily for the next two weeks and adjust medications as needed. In the interim, I am discontinuing amlodipine. 
3. History of constipation. We will continue with MiraLax and changing Senna to b.i.d. p.r.n.

4. GERD. This is a diagnosis incurred during the recent medical events. Decrease Prilosec to 20 mg q.d. and we will monitor, may be able to discontinue it and just use Tums p.r.n. 

5. Polypharmacy: Multiple medications that were just added during different hospital stays as well as skilled care stays have been streamlined. 
6. Social: I spoke with granddaughter Angie Peden and reviewed my conversation with her grandmother and answered questions. She does need a letter for long-term care insurance policy and we will address that. It is clear that the patient is not capable of living independently. She is now wheelchair bound, unable to cook for herself, clean, do laundry, and given her limited ability to stand, requires assistance for bathing and dressing.

CPT 99328 and prolonged direct contact with POA 30 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
