


INITIAL EVALUATION
RE: Norma Johnson
DOB: 01/20/1935
DOS: 07/13/2022
Rivendell MC
CC: New admit.

HPI: An 87-year-old admitted 07/12/22 from St. Anthony’s Geri-Psych where she was admitted 06/25/22 and discharged 07/06/22. The patient was living at home with her husband and stepdaughter who is caretaker to both. Two weeks prior to being taken to Geri-Psych, there was a significant change in her behavior where she became more labile, disagreeable, increased aggression directed verbally and physically to the stepdaughter and verbally toward the husband. She had increased impulsivity and reckless behavior with paranoia directed toward the stepdaughter. I believe that the stepdaughter was trying to control the parents as well as their money. On admit to Geri-Psych, it was noted that she was aggressive, pressured and loud speech, distractible and expressed paranoia. She was given Versed in the ambulance, transporting to Geri-Psych due to aggressive behavior. The patient had been on Celexa started just prior to Geri-Psych that was stopped. She was started on Depakote and Zyprexa which she has tolerated it with benefit. Lab work showed an A1c of 4.9. FLP: TCHOL 173, HDL of 83 and LDL 82. CXR: No acute cardiopulmonary disease. During her stay, the patient also fell, fractured her left humerus which was splinted in the ED. That was removed prior to discharge from hospital. CMP showed BUN and creatinine of 53/1.80. CBC: H&H 10.4 and 32.3. COVID positive. Head CT: bilateral occipital lobe encephalomalacia consistent with remote occipital infarcts. Mild volume loss and mild chronic microvascular ischemic change. X-ray of right foot showed moderate OA of the toes with a flexion deformity and heel spurs. 
PAST SURGICAL HISTORY: Cardiac stents x 2, bilateral cataract extraction, lumbar fusion, tonsillectomy, adenoidectomy, and left upper extremity humerus fracture with surgery.

MEDICATIONS: Divalproex ER 250 mg b.i.d., olanzapine 2.5 mg b.i.d., Protonix 40 mg q.d., Zyrtec 10 mg q.d., lisinopril 10 mg q.d., asa 81 mg q.d., Plavix q.d., Lasix 20 mg q.d., levothyroxine 125 mcg q.d., meloxicam 15 mg q.d., KCl 10 mEq q.d., and Zocor 10 mg h.s.
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ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: The patient has an advance directive indicating no heroic measures, but lacks DNR.

SOCIAL HISTORY: The patient married to current husband since 1998. She has two sons from her first marriage. Russell has his ongoing medical issues, but his wife assists the family as needed. Other son Danny Huddleston is not at all involved in his mother’s care. She is a retired cafeteria worker, nonsmoker and nondrinker. She has three stepchildren from current marriage with Pat Johnson helping as caregiver. 

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient has lost weight over the last couple of months approximately 15 to 20 pounds.

HEENT: She wears corrective lenses. She has partial upper and lower plates. She has hearing aids which she does not wear. She hears adequately. The patient has an absent eardrum in her left ear. She has macular degeneration. She wears corrective lenses.

RESPIRATORY: Denies SOB, cough, or expectoration.

CARDIAC: History of HTN and CAD followed by Dr. Shakir in Midwest City.

GI: She has a history of bloating. She had abdominal CT as well as endoscopy while in Geri-Psych and there was nothing found of concern. The patient is reported to have intermittent explosive bowels that can be reported as black and tarry. In the past, she has taken iron supplements. 
MUSCULOSKELETAL: She ambulates with a walker. She has had some intermittent falls, most recently with being agitated resulting in a fall fracturing her left humerus. She is continent of bowel and bladder.

PHYSICAL EXAMINATION:

GENERAL: Well groomed, alert female sitting alone in the dining room having lunch.

VITAL SIGNS: Blood pressure 126/73, pulse 93, temperature 97.1, respirations 16, and O2 sat 98%. The patient is 5’3”, weighs 125.14 pounds, BMI 22.3.
HEENT: Hair is combed. Conjunctivae clear. Corrective lenses in place. Dentures appear to be well fitting.

NECK: Supple with clear carotids.
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RESPIRATORY: Normal effort and rate. Lung fields clear with symmetric excursion. No cough.

CARDIOVASCULAR: Regular rate and rhythm. No M, R, or G. PMI nondisplaced.

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

NEURO: CN II through XII grossly intact. She is alert and oriented x2. Speech is clear. She can give information. She has to think about some. She is cooperative.

PSYCH: She did not appear guarded or distractible, but was alert. She made eye contact and affect congruent with what she was saying.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN: 
1. Bipolar affective disorder. Depakote 250 mg b.i.d. and Zyprexa 250 mg b.i.d. Continue to monitor. This is also to address her aggression.
2. Neuro-cognitive disorder with memory deficits. Follow as above and when appropriate, consider adding Aricept to medication list. 
3. Hypothyroid. Continue with levothyroxine 100 mcg q.d. 
4. HTN: Continue with lisinopril 10 mg q.d. and Lasix 20 mg q.d., monitoring BP and HR 
5. Left upper extremity humeral fracture. Meloxicam 15 mg p.o. q.d. and Tylenol 650 mg q.8h. p.r.n. added.

6. Weight loss: Ensure 1.5 b.i.d. and we will monitor weight as well as TP and ALB.

7. General care: The patient has an ENT appointment 07/18/22 at 10:45 a.m. and an appointment with Dr. Shakir on 07/21/22 at 1:20 p.m. Stepdaughter Pat Johnson will transport the patient and be with her at appointment. 

CPT 99328 and prolonged direct contact with family 20 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
