


INITIAL EVALUATION
RE: Helen Bowen
DOB: 08/01/1941
DOS: 06/29/2022
Rivendell MC
CC: New admit.
HPI: An 80-year-old admitted on 06/25/2022 from Ignite Rehab Facility. She was admitted there on 06/14/2022 after hospitalization at Norman Regional Hospital x5 days for bibasilar pneumonia. The patient was seen in room, she was in bed. She appeared disheveled and smelled as though she had had a BM in her brief though she denied being incontinent. She became agitated told me she wanted to sleep so to leave her alone. She has been here 24 hours. Staff reports that since admission she does not want to get up to eat or take her medication, which is fortunately limited. She has been irritable with staff. Her daughter Stacy came in this afternoon and I was able to get additional information from her. She states that her mother had been living with her and her husband who are renting a home and rented a larger home because it was clear that her mother was coming to the place that she could not live on her own. She noticed that for some time there had been a decline in her personal care. She was not keeping up her house and was not bill paying. The patient had lost weight simply because she did not have the ability to prepare anything and Stacy would have to persist in getting her to be seen by a doctor over concerns about how she was doing. The patient has a history of asthma and had an exacerbation prior to the pneumonia hospitalization appeared weekend overall from those two things when she was transferred to Ignite. At Ignite she was started on Remeron and she has seen what she considers a decline in her mother that she forgets what she is saying and she is speaking that she has just become more lethargic and her affect has become blunted. She states her mother can be irritable, but has never seen her be physically aggressive.
DIAGNOSES: Dementia unspecified diagnosed at NRH, hypothyroid, gait instability now in wheelchair, limited continence of bowel and bladder, and dysphagia.
PAST SURGICAL HISTORY: Empyema removal many years ago and bilateral cataract extraction.

ALLERGIES: AMOXICILLIN, CEFTIN and ROCEPHIN.
MEDICATIONS: Thyroid NP 105 mg q.d. and Remeron 15 mg h.s.
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SOCIAL HISTORY: The patient is divorced, but remained friendly with her ex-husband who is the father of her children. She is a retired LPN worked at the allergy clinic long-term that it was while working there that other nurses started to note her the patient’s forgetfulness and started changing what her responsibilities in the clinic were. She has four children. Daughter Stacy is now become POA. The patient’s other daughter Kelly will visit and she has two sons one who is in a halfway house with schizophrenia and the other one who is estranged from the family.

FAMILY HISTORY: Noncontributory as to dementia or pulmonary disease.

DIET: Modified on 06/14/2022 to a mechanical soft with ground meat, regular thin liquid.
CODE STATUS: Full code.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight about 125 pounds, but the patient has had decreased p.o. intake and is down a couple of pounds at 123 pounds.

HEENT: She wears corrective lenses. She has native dentition. No hearing aids or hearing deficits.

CARDIOVASCULAR: No chest pain or palpitations.

RESPIRATORY: Chronic cough that she has had most of her life not improved with MDIs. Recent pneumonia treated.

GI: Modified diet. Limited continence of bowel.

GU: Urinary incontinence. No UTI history.

MUSCULOSKELETAL: Ambulated independently. Now in wheelchair or walks with a walker and standby assist for a short distance.

NEUROLOGIC: Behavioral issues and memory deficits.

PSYCHIATRIC: No new diagnoses.

PHYSICAL EXAMINATION:
GENERAL: Unkempt appearing female in bed, did not want to talk or get up.
VITAL SIGNS: Blood pressure 135/78, pulse 73, temperature 97.5, respirations 20, O2 saturation 89%, and weight 123 pounds.
HEENT: Her hair is greasy. Glasses in place. Poor oral care.

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

ABDOMEN: Bowel sounds present. No distention or tenderness. Odor consistent with having a BM.

RESPIRATORY: Would not sit up, routine exam so anterolateral lung fields examined. She does have a few scattered wheezes bilaterally greater on the right mid to lower side. No cough.

SKIN: Intact. No bruising. Trace ankle edema. I did not observe repositioning in bed.
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NEUROLOGIC: CN II through XII grossly intact. Oriented x1-2. She know she is somewhere in Oklahoma. She only spoke a few words and poor eye contact.

PSYCHIATRIC: Appropriate for initial contact.
ASSESSMENT & PLAN:
1. Dementia, new diagnosis, but symptomatic for many years prior in the form of memory deficits. We will allow the patient rest today so that hopefully she is at her baseline cognition tomorrow and we will see whether or not we need to start any BPSD meds and I think at this point that Aricept or Namenda are not indicated.
2. Poor hygiene. I am going to write for Ativan pre-medicate, given daughter’s description of her resistance to showering. We will do the Ativan 0.25 mg prior to shower would like her to be on the list tomorrow.
3. Hypothyroid. We will check a TSH and general care. CMP and CBC ordered and will discontinue Remeron as daughter feels that she has declined on it.
CPT 99328 and prolonged contact with POA 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

