


ASSUME CARE
RE: Patricia Stull
DOB: 07/21/1936
DOS: 09/01/2022
HarborChase
CC: Assume care.
HPI: An 86-year-old in residence since 01/13/2022 previously followed by Community Physician they are requesting that I now see her. Present when seen was her daughter Carol and son Mark. The patient was seated on her couch, she made eye contact. It became clear after a bit that she had dysarthria with word apraxia due to dementia. The daughter gave most of medical information with son adding to it as well. The patient sat quietly, I spoke directly to her and when asked if it was okay to have her kids give me information she was able to get out of a yes. When patient moved into the facility, she was living in AL with her husband, he passed away three weeks ago and moved to memory care has been since his passing. So, she has had a lot of big change in a very short period of time and I acknowledged that to which she got tearful. She was appropriate and just doing some weeping and just wanted to acknowledge what she has been through. Family have been visiting daily to just keep her company, give her support, and let her know that she has not been forgotten and I would assume it is of comfort to her. Her PO intake is fair. She sleeps off and on through the night, but there is a history of poor sleep pattern.

DIAGNOSES: Dementia diagnosed about five years ago, but symptoms apparent 10 years ago with just forgetfulness and early beginnings of word apraxia, then speech impairment, word apraxia has progressed to the point that now she is only able to get out a few words at a time, her children have learned to read what she wants to say and interpret for her, hypothyroid, she is status post thyroidectomy due to CA and is on replacement therapy, depression, CKD, hyperlipidemia, gait instability has wheelchair with last fall on 08/31/2022 and no injuries.

MEDICATIONS: Diltiazem 240 mg q.d., Docusate 200 mg q.d., HCTZ 25 mg MWF, levothyroxine 88 mcg q.d., MVI changed to gummy form, Protonix 20 mg b.i.d., sucralfate 1 g q.i.d., Phillips Cohen Health q.d., KCl pill discontinue changed to Effer-K 10 mEq q.d., and discontinue pravastatin and spironolactone.
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ALLERGIES: Multiple see chart.

CODE STATUS: DNR, but not in chart. Family request that I signe of physician certification.
PAST SURGICAL HISTORY: TAH, thyroidectomy secondary to CA, cervical and lumbar back fusions, bilateral foot surgeries to include bunionectomy and right rotator cuff repair.

FAMILY HISTORY: Her mother died at 53 of a brain tumor and her father died at 91 natural causes.

SOCIAL HISTORY: The patient is a widow x3 weeks after 68 years of marriage. She has four children, two boys and two girls daughter Sheryl Butler is her POA. The patient was a homemaker and a secretary, non-smoker and nondrinker and son points out that she was very tidy in her housekeeping. The patient wears dentures and corrective lenses and recognizes family but may not be able to say their names.

REVIEW OF SYSTEM:

HEENT: She wears corrective lenses and has dentures.

MUSCULOSKELETAL: Unsteady gait due to her recent fall she is now having some tailbone pain. Lidocaine patch was attempted to be placed, but difficult to keep in position. X-ray of hip and pelvis taken, there is no evidence of fracture or dislocation with lumbar spine and sacral fusion hardware in place with only mild demineralization noted. Her weight has gone up since admission, which they are very happy about she is incontinent of bowel and bladder, has a history of recurrent UTIs, does not sleep properly and that has been a lifelong issue. She has hearing aids which she does not wear.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert, quiet, and appear to pay attention to what was being said.
VITAL SIGNS: Blood pressure 106/69, pulse 70, temperature 98.4, respirations 18, O2 sat 96% and weight 114 pounds.
HEENT: Hair is short and combed. Wears corrective lenses. Conjunctivae clear. She has dentures.

NECK: Supple.

CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI is nondisplaced.

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

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

Patricia Stull
Page 3
MUSCULOSKELETAL: She moves limbs in a normal range of motion did not observe weight bearing and no lower extremity edema.

SKIN: Warm and dry intact with good turgor.

NEURO: Orientation to self seems comfortable with family present and clear word apraxia. She is only able to get out a couple of boards and then not clearly enunciated.

ASSESSMENT & PLAN:

1. A code status discussion patient is DNR.

2. Pill dysphagia. I have adjusted medications discontinuing pills that are difficult for her to swallow and putting them in gummy or orally disintegrating.
3. Depression while this is evident there has been nothing started. I am going to start her on citalopram 10 mg q.d.
4. Recurrent UTIs. D-mannose 1 g b.i.d.
5. Lower extremity edema. She is doing actually quite good and given her decreased PO intake I am discontinue spironolactone and changing HCTZ to MWF.

6. General care. She has no baseline lab in her chart, so CMP, CBC, and TSH ordered.

CPT 99328 and prolonged POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

