


INITIAL EVALUATION
RE: Carol Ketchum
DOB: 10/30/1935
DOS: 09/09/2022
Rivermont, AL
CC: New patient.

HPI: An 86-year-old in residence since 06/29/22 moving here from her home in Norman where she had lived alone for the last seven years following the death of her husband. The tipping point was the patient’s daughter/POA Karen Gay going to the patient’s residence and finding that the gas burner was on and had been for some time in the home clearly smelled of gas. Relating a story today the patient makes slight of it stating that somehow the thing got hit and turned on and she does not how and that her smell never worked good anyway and that her daughter was just making a big deal out of it. Since her admit here, the patient has been a behavioral issue, most recently accused of male maid aide sexually violating her. There were other people around who validate that that could not have happened given different time frames the patient then retracted her story and then told a different story to each of the DON, ADON, and ED. When I spoke with the patient today what she tells me is that she had someone had come to help her go from bed to bathroom and that she did not want to wait so long so she started to walk out the door and she just got out of there when the aide came in and then a different version later was that she had fallen trying to get out of the room and it took a while before anyone came to help her and she identified that it was a black woman that came to help her get up at no point did she talk about anything else occurring. Speaking with the patient in the living room, it was just two of us she saw another resident walked by and she pointed him out and stated that she wanted him gone because she did not like him and then started to talk about him and I redirected her to completion of her history. Staff report that yesterday and into this morning the patient reported that she suddenly could not walk and so she was staying bed-bound and they had to take food to her in her room. When I saw her, she was walking on a walker slowly, but still on her own seemingly forgetting that she was not able to walk. There was never any mention made of that on the patient’s part. Following the insinuation of sexual violation, she was seen a day or so ago at Dr. Wiesner’s office in Norman who was her PCP previously. Exam was finished in the patient’s room. She was cooperative, but at point she would overreact as though she was uncomfortable with the stethoscope placement or my coming to position myself so I could hear her wondering what you doing what you doing and realizing that there was not going to be reaction for myself or the ADON. I had a lengthy conversation with the patient’s daughter and essentially the patient has been in her words mean, selfish and never joyous always enjoying chewing other people out and was always in conflict with her daughter who passed in 2010 and to this date her living daughter continues to receive verbal and emotional abuse from her mother.
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DIAGNOSES: MCI, MMSE completed today is 24, obesity with BMI of 36.71, esophageal reflux, hypothyroid, lymphedema, venous insufficiency with LEE, atypical Parkinson’s diagnosed 2022 by Dr. Galis.
PAST SURGICAL HISTORY: Cataract extraction, vagotomy, hammertoe repair right big toe, bladder suspension, partial TAH, cholecystectomy, appendectomy, arthroscopic knee surgery, tonsillectomy, breast biopsy, right TKA, and hernia repair.

MEDICATIONS: Dexilant 60 mg b.i.d., Prevagen one q.d., vitamin C 1000 mg q.d., magnesium 200 mg q. a.c., D3 5000 units q.d., Singulair q.d., levothyroxine 125 mcg q.d., candesartan 8 mg q.d., B12 1000 mcg/mL 1 mL IM q. month, Lasix 40 mg q.d. p.r.n. along with KCl 10 mEq q.d. p.r.n.

ALLERGIES: MORPHINE, CODEINE, SULFA and TRAMADOL.

CODE STATUS: Full code.

DIET: Regular.

SOCIAL HISTORY: The patient widowed x7 years, married 61 years. She had two daughters, one passed away at the age of 52 due to breast cancer in 2010. Her other lives here in Norman and is her POA, widowed seven years ago. The patient worked in retail and is a secretary, nonsmoker and nondrinker.
FAMILY HISTORY: Father deceased at 61 years CVA. Mother deceased 86 years DM-II, MI, HTN, and CHF. No known history of cognitive impairment.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Weight is stable, has been obese for many years.

HEENT: Wears corrective lenses. Native dentition. Denies difficulty chewing or swallowing.

RESPIRATORY: No cough, expectoration or SOB.

CARDIAC: No chest pain or palpitations. Dr. Crook is her cardiologist.

MUSCULOSKELETAL: She uses a walker. She has not had a fall other than the one she reported a few nights ago though not witnessed and actually did not occur.

GI: Continent of bowel.

GU: Continent of urine with some leakage.

NEURO: Insomnia and sundowning for the past few months prior to admission per daughter which was not treated. No history of seizure, syncope or vertigo. Recent diagnosis of Parkinson’s.
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PHYSICAL EXAMINATION:
GENERAL: Obese female appearing slightly unkempt and initially testy during discussion.

VITAL SIGNS: Blood pressure 140/78, pulse 68, temperature 97.9, respirations 18, and BMI 33.5.

HEENT: Her hair is kept short. Corrective lenses in place. Conjunctivae clear. Nares patent. Slightly dry oral mucosa. Native dentition. Fair repair.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds secondary to body habitus. Symmetric excursion without cough.

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

ABDOMEN: Obese. Bowel sounds present, unable to palpate for masses. No tenderness.

MUSCULOSKELETAL: She has a combination of lymphedema and soft tissue swelling about the ankles and distal pretibial area, left greater than right and improved from what is baseline per the patient. Observed ambulating with a walker. She goes slow and it seems to be intentional as opposed to necessary keeping people waiting on her.
NEURO: She makes eye contact. Her speech is clear. She makes her point. She reports understanding of communicated information. CN II through XII grossly intact. Facial expression was gruff and tone often critical or sarcastic.
PSYCHIATRIC: The patient displaces fault for whatever it is on to other people, is demeaning of those around her, but clearly changes are storied to meet her own agenda specifically around a patient that she “wanted out of here”.

SKIN: Thin and dry, but intact.

ASSESSMENT & PLAN:
1. MCI. Review of MMSC is actually a score of 23 so in range. She is able to communicate her needs and reports understanding given information.
2. Behavioral issues. The patient is abrupt with others demeaning to suit her own needs and continuation of longstanding verbal and emotional abuse to people around her. Depakote 125 mg b.i.d. started and we will titrate to benefit versus side effects.
3. Gait instability. The patient forgot this morning that she was not able to walk and is doing fine. She is receiving PT and OT and stated she finds it beneficial.
4. Chronic venous insufficiency/lymphedema. Lasix 40 mg along with KCl 10 mEq MWF and q.d. p.r.n. for edema.
5. General care. CMP, CBC and TSH ordered.

6. Social. 20 minutes direct POA contact.
CPT 99328
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
