


INITIAL EVALUATION
RE: Rose Welch
DOB: 03/27/1929
DOS: 09/16/2022
HarborChase, MC
CC: New admit.

HPI: A 93-year-old in residence since 09/02/22 seen today with her son/POA Kelly present who wanted to speak with me. I sat down with he and his mother and we went over her medical history. She sat quietly in her wheelchair. She was awake for part of it and then just dozed off and we let her do so. It was clear that she did not understand what we were doing. She is HOH to some degree so things had to be said louder initially. She was not able to give any information. The patient is from Parsons, Kansas where she was living alone. She did have a sitter that would come in daily and spend the majority of the day with her putting her to bed and returning the next morning. The sitter was quite familiar with her and there were a couple of episodes one in January where the patient had some slurring of speech. She was taken to the ER, diagnosed with dehydration and returned home with no education changes. On 08/03/22, aide noticed some slurring of speech. She was taken to the ER. Head CT ruled out any acute neurologic event, but CXR showed aspiration pneumonia. She was started on IV antibiotic and eventually required intubation spending two weeks on the ventilator. She was found to be septic. Abdominal CT suggested cholangitis, further evaluation ruled that out. No clear etiology for sepsis. Underwent thoracentesis with 300 cc of fluid removed. No information on culture results. The patient went to SNF at the villages at Southern Hills in Tulsa where her daughter lives. The patient had one non-injury fall at Southern Hills and prior to hospitalization had three falls at home with minor injuries. She had a swallow study at SNF resulting in modified diet due to dysphagia. Med-aide reports the patient is having difficulty swallowing medications. She is taken to chewing them up. Reassured son and explained to the patient as well be able to crush her medications giving them an applesauce or pudding. She is also now in a wheelchair where previously she ambulated and she has not resisted it. Occasionally, she will try to stand and has to be reminded to sit. Prior insomnia has changed to sleeping through the night. When asked if she had changed in a negative way cognitively, he stated that she was more pleasant as before she was in general argumentative. Son requested medication review which I did with him and we have discontinued three nonessential medications.
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DIAGNOSES: Unspecified dementia with progression, loss of ambulation, dysphagia with modified diet new, incontinence of bowel and bladder progression, HOH, GERD, atrial fibrillation, and hyperglycemia during hospitalization in SNF.

PAST SURGICAL HISTORY: Skin CA excised from right tricep area, bilateral carpal tunnel release, and lumpectomy benign.

MEDICATIONS: Probiotic b.i.d., Protonix 40 mg q.d., Mucinex 200 mg q.12h., metoprolol 25 mg b.i.d., amiodarone 200 mg q.12h., and DuoNeb q.8h. were ordered but are not being done, we will discontinue.

ALLERGIES: NKDA.

DIET: Mechanical soft diet with nectar thick liquids.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient has been widowed 12 years after 50 plus years of marriage. She has two children, Kelly Welch and Laurie Smith who are co-POAs, nonsmoker and nondrinker, worked as a homemaker and then became a teaching assistant when her kids were older.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her weight has remained stable in fact son states he thinks she has gained weight.

HEENT: She wears reading glasses. She is HOH without a chase and native dentition. She has a history of cerumen impaction.
CARDIOVASCULAR: HTN and atrial fibrillation which is new onset.

GI: New dysphagia per swallow study with modified diet which the patient is doing well with. She can be toileted, but has some incontinence.

GU: Urinary incontinence.

MUSCULOSKELETAL: Weight bears for transfers and is generally transported in a wheelchair given the length of time it takes her to propel herself.

NEURO: Confusion greater than pre-hospitalization. Dementia symptoms have been present for three years. She has not been formally diagnosed and sends notes that her symptoms have worsened. She had UTI about a year ago which was the accelerating point. He states that she speaks less. Her voice is soft and hard to hear. She is now sleeping through the night where is before she had insomnia. She does not argue about things whereas before she did. 
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PHYSICAL EXAMINATION:
GENERAL: The patient is pleasant older female who seated quietly in her wheelchair, dozes off napping and when I did speak to her it was hard for her to understand and she was unable to give information.

VITAL SIGNS: Blood pressure 116/70, pulse 90, temperature 97.4, respirations 18, O2 sat 96% and weight 113.6 pounds.
HEENT: She has short groomed hair. Conjunctivae clear. Nares paint. Moist oral mucosa. Native dentition in good repair.

NECK: Supple. Clear carotids.

RESPIRATORY: It took her a while to get the hang of deep inspiration but she did. Lung fields actually relatively clear with symmetric excursion. Decreased bibasilar breath sounds secondary to effort. No cough and no evidence of nasal congestion.

CARDIOVASCULAR: She had an occasional irregular beat without M, R, or G. PMI nondisplaced.

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

MUSCULOSKELETAL: Intact radial pulses. No LEE. I did not observe weightbearing. Initially she tried to propel her chair, but it was just taking too long.

EXTREMITIES: On her lower extremities, she did have +1 to 2 pitting edema from the dorsum of her feet to mid pretibial.

NEURO: CN II through XII grossly intact. She is oriented to person. She recognizes son. She is soft-spoken, unable to give information. She will smile but then just falls asleep and is HOH.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. Unspecified dementia with staging due to acute medical events. We will give her time to acclimate to facility and in two weeks we will do an MMSC so we know what level of function she is in the information that we can provide her son.
2. Dysphagia. She is tolerating the dietary modification and does require feed assist.
3. Incontinence. This is new. She has some irritation of her buttocks so Calazime is ordered to her buttocks and periarea t.i.d. and p.r.n. with a brief change.

4. Hyperglycemia during hospitalization and SNF with no prior diagnosis of DM-II. A1c ordered. I have discontinued sliding scale and pending lab results. We will decide whether oral medication needed.

5. Pill dysphagia. I have discontinued two pills and one DuoNeb as the patient was not receiving them and medication crush order for remaining medications.
6. Order Lasix 40 mg q.d. x5 days then 20 mg MWF.
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7. Code discussion. We discussed DNR. She has in her advanced directive request that no heroic measures be undertaken so physician certification of DNR signed.

8. HTN. BPs monitored daily, hold lisinopril if systolic less than or equal to 110.
9. General care. CMP, CBC and TSH ordered and spoke at length with her son answering questions and reviewing what has happened from the time she was in Kansas to current.

CPT 99328 and direct prolonged POA contact 30 minutes and advance care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
