


INITIAL EVALUATION

RE: Kathie Ann Berg
DOB: 09/09/1946
DOS: 07/26/2022
Town Village
CC: New admit.
HPI: A 75-year-old who moved in on 07/21 from The Timbers Rehab Facility where she was admitted 07/20, received PT and OT after hospitalization due to fall. The patient’s fall was at the end of June. She sustained, she states, five right side rib fractures. The patient was unclear about her history prior to that documentable event, telling me that she had lived at Oklahoma Christian Apartments for 8 to 10 years with her dog who she no longer has and that is because she is told she cannot take care of it anymore and then had an aide who was giving her Xanax and gave her more than she should have taken, which led to a fall and the hospitalization and somewhere in there is also what she described as a stay at she thinks one of those psychiatric facilities for older people, i.e., Geri-Psych and when I mentioned some names, Autumn Leaves is what she thought it was and it was because of the Xanax, so it was a very unclear history and to some degree appeared to be intentionally unclear. The patient acknowledges that she took too much of the Xanax, but it was the only thing that works for her anxiety and she has always had anxiety and states that now she is aware she cannot get any because of what she did. I asked if she ever saw anyone for mental health issues and she states that she had a psychiatrist, but no longer does because in her words “she fired me” and, when I asked why she was fired, she states that it was because she took too much of the Xanax. The patient brings up that she had a fight with her daughter in her apartment earlier with her daughter telling her that she is disrupting her life with calling her all the time and I asked the patient if she was not calling her all the time and she stated that she was, but that it was her only living relative and she needed her to do things for her like get her TV working. In looking at her past medical history, the patient wanted to go back and forth between different events or different occurrences that led to here. She had to be redirected, the limit was set, we are going to go from one topic to the next and that there would not be any going back and forth.
PAST MEDICAL HISTORY: Unspecified dementia, recurrent depressive disorder, atherosclerotic heart disease, HTN, GERD, osteoporosis, mixed HLD, gait instability with injury falls, allergic rhinitis, controlled substance abuse.

PAST SURGICAL HISTORY: Three-vessel CABG, cardiac stents, history of MI though dates were not clear, appendectomy, left ankle injury post MVA.
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ALLERGIES: ASPIRIN, CODEINE, SULFA.

MEDICATIONS: Eliquis 5 mg q.12h., Fosamax 70 mg q. Monday, Lasix 40 mg MWF, 20 mg Tuesday, Thursday, Saturday and Sunday, Toprol 50 mg q.d., MVI q.d., oxybutynin 5 mg q.d., Protonix 40 mg q.d., Plavix q.d., Risperdal 1 mg h.s., Crestor 40 mg h.s. and Trelegy Ellipta q.d.
DIET: Regular with health shakes t.i.d.

CODE STATUS: Full code.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Weight stable.

HEENT: She wears readers and has top dentures.

CARDIAC: Denies chest pain or palpitations.

RESPIRATORY: No cough, expectoration or SOB.

GU: Urinary leakage, which has decreased with oxybutynin.
GI: Continent of bowel.
MUSCULOSKELETAL: Ambulates with a walker. Recent fall due to excess intake of Xanax. A new complaint of lower extremity edema.

NEURO: No history of seizure, syncope or vertigo.

PSYCHIATRIC: Positive, has been under some form of psychiatric help by her report for a while, which is not defined.

PHYSICAL EXAMINATION:

GENERAL: Alert, well-groomed female seated on her bed, verbal and able to give some information.

VITAL SIGNS: Blood pressure 124/62, pulse 71, temperature 97.3, respirations 16, and O2 sat 97%. She is 4’11” and weighs 111 pounds.
HEENT: She had long hair, clean and combed. Conjunctivae clear. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. No LAD.
CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields clear with symmetric excursion. No cough.
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

SKIN: Warm, dry and intact. Good turgor. No bruising or breakdown noted.
MUSCULOSKELETAL: I did not observe weight-bearing or gait, but she was positioned on her bed and repositioned herself. She does have trace edema at the ankle and distal pretibial area. She views and describes as a lot of swelling that she has never had before. She has fair muscle mass and motor strength. Intact radial pulses and moved freely without assist and had good balance holding herself upright on her bed.
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NEURO: Made eye contact. Speech was clear, was able to give information, but was vague and had long-term and some short-term memory deficits. CN II through XII grossly intact.

PSYCHIATRIC: The patient would give information followed by pause and appeared to be waiting for my reaction and my reaction would then determine whether she would continue and she would repeat to me things that I had stated changing things around so that it sounded like I disagreed with her or contraindicated her and I pointed out that those were not my responses, was manipulative and I pointed out to her that she was trying to make me a bad guy if I did not give her what she wanted, but the good guy if I did give her what she wanted and she remained quiet. She brought up in her words “fight” that she had with her daughter today in the patient’s room. Her daughter in her words told her that she was interrupting her life by calling her so much and when I asked the patient if she called her a lot, her response was yes, but as she was the patient’s only living relative she needed to help her get things done starting with her television working. There is no clear empathy for the other things that her daughter may have to attend to.
ASSESSMENT & PLAN:

1. Dementia unspecified. I think that as time goes on we will get to see that there may be a difference in how the patient actually recalls and functions. At this point, my sense is that she tends to want others to take care of everything for her. We will see.
2. Recurrent depressive disorder. She is on citalopram and she stated that she thought there was something else that worked better for her, I brought up the name Zoloft and she stated she had taken it before, but did not think it did anything for her, ultimately it was Xanax that worked better for her, but then she recalled that she probably would not get it because of she taken too many and I told her we would give citalopram a trial and take it one step at a time.
3. Lower extremity edema. She does have trace edema that could be alleviated with elevating her legs or some short compression stockings OTC. We will adjust her diuretic to increase on MWF at 40 mg and this was explained to her.

4. Insomnia. This is a long-standing history per the patient. Melatonin 10 mg h.s. ordered.

5. Gait instability with falls, PT and OT ordered. She is also followed by Amedisys Home Health who are providing psych nursing.

6. Social. I left a VM for her daughter/POA Angie Hayes with a call back number.
CPT 99328
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

