


INITIAL EVALUATION

RE: Barbara Gay

DOB: 11/17/1939

DOS: 10/05/2022

Rivendell MC

CC: New admit.
HPI: The patient is an 82-year-old in residence since 10/03/22 arriving from her daughter Sherry Jenson home in Minco where the patient was living since hospitalization in September. Events leading to placement here are patient had been living at her home independently in Ardmore and then was hospitalized in July for SOB with respiratory collapse found to have a PE and was started on Eliquis that continued until admission when her PCP discontinued it. At that point due to recurrent falls and generalized weakness with deconditioning patient then went to live with her daughter in Minco and was re-hospitalized 09/04/22 because of continuing debility with falls increased confusion and found to have hyponatremia. There are no labs accompanying a PCP note. Hospitalization was at SSM. She received IV fluids and then went to SNF in Ardmore and was started on Aricept and Namenda. She had GI side effects. So, those medications were put on hold and not restarted. It was noted that she had a weight loss of 10 pounds in the last two weeks of August into early September. She was also hypotensive so some of her BP meds were held and she had home health while at daughter’s home. Daughter was no longer able to meet the patient’s care needs and it was financially prohibitive to have a full time nursing care. I spoke with daughter at length regarding patient’s history. She adds that during the September SSM OKC hospitalization that CT of her chest showed bilateral PEs with pneumonia and they checked her legs and that she had DVTs in both legs, but did not start anticoagulant. When patient was living on her own in Ardmore, she would call her sons at all times of day requesting that they come over and daughter stated it would be for things like I am stuck on the toilet come and help me get off and wipe me or she would say she needed their help and it was urgent they would get there and she needed their help hooking her bra those kinds of things which gave them indication that cognitively there was a lot more decline than simply forgetting to put out the trash. The patient was no longer able to take care of personal business and her personal hygiene began to decline. They had a caretaker that would come in from late afternoon until the night and stay with patient that caretaker reported to daughter coming home and finding one day when it was raining that the patient was sitting in her car in the driveway with all the doors open and told her to hurry and get in and patient wanted to drive somewhere which did not occur.
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Repeatedly, the patient wanted to drive a vehicle. She had car keys until they finally took them away from her realizing that she was not safe to drive. The patient also retired in May 2022 and she had worked as a nutritionist at OSU and after her retirement daughter found out that everyone there noticed a decline in her cognition and they changed her work assignments, but did not want to hurt the families feelings by bringing up what they were seen at work. The patient would do things also like to tell people at church that her kids were neglecting her and avoiding her. Daughter needed some reassurance that it was not unrealistic to place her so that she would get care needed.

PAST MEDICAL HISTORY: Alzheimer’s dementia advanced, MMSC on 10/03/22 score of 10, degenerative joint disease, degenerative disc disease, left arm torn rotator cuff recurrent, HTN, hypothyroid, BPSD in the form most recently playing with feces has not demonstrated that since admit, macular degeneration, bilateral lower extremity DVTs with bilateral pulmonary PEs and we will restart Eliquis, gait instability uses a cane. Last fall four weeks ago.

PAST SURGICAL HISTORY: Bilateral knee replacements, left hip replacement, C-spine fusion due to DDD, and hammertoe repair. She had CABG.
SOCIAL HISTORY: The patient is divorced and has six children. Her daughter Sherry Jensen is POA. The patient has an advanced directive that indicates no heroic measures but recently daughter states patient has said that she wants everything done. The patient was a non-smoker and nondrinker. Worked for Uniroyal 30 years, then at OSU as a nutritionist for 18 years and retired May 2022. Growing up her parents had a restaurant in Ardmore and she worked at the restaurant as a kid and then in summers until she went off to college.

MEDICATIONS: MiraLax q.d., docusate two tablets q.d., MVI q.d., PreserVision one q.d., metoprolol 25 mg b.i.d., Eliquis 5 mg b.i.d., FESO4 q.d., levothyroxine 112 mcg q.d., and Lipitor 20 mg q.d. She will use remaining supply then discontinue order.

ALLERGIES: NKDA.

DIET: Regular with thin liquid.

CODE STATUS: Full code.

REVIEW OF SYSTEMS: 

Constitutional: She has had a gradual weight loss due to daughter states poor p.o intake. 

HEENT: She wears readers and has adequate hearing.
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Cardiac: No chest pain or palpitations. Positive for HTN. Unclear what the management has been.

Respiratory: No cough, expectoration, or SOB.

GI: Previous playing with feces and has not happened here. She can let some known when she has to toilet. She does have an adult brief on which is how daughter got her to stop doing the inappropriate stool issue at home prior to coming her.

GU: She has had UTIs. Most recent was during one of her early hospitalizations and she has mixed urinary incontinence.

Musculoskeletal: Ambulates with a cane. Last fall four weeks ago. Does have a wheelchair for transport, which daughter stated that she likes not having to walk if she can get away with it.

Neurologic: Noted decline on part of the family over the past six months, however, most likely in place long before.

Psychiatric: History of depression.

PHYSICAL EXAMINATION:

GENERAL: The patient is lying in bed. She was awake and verbal, but kept eyes closed.

VITAL SIGNS: Blood pressure 123/59, pulse 64, temperature 97.3, respirations 18, and O2 sat 96%. Weight 115 pounds and weight gain of 2 pounds since September.

HEENT: Full thickness hair. Readers at bedside. Dentition native. Appears in good repair.

CARDIOVASCULAR: Regular rate and rhythm without MRG.

ABDOMEN: Flat and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. No LEE. She has generalized decrease muscle mass. Did not observe repositioning or weightbearing.

NEUROLOGIC: She is alert and oriented x1-2. Clear speech and can give some information, but when asked what she had done for career she could not tell me. CN II through XII grossly intact.
PSYCHIATRIC: Impatient can be abrupt and continues though oriented to facility. She does make her needs known.

ASSESSMENT & PLAN:
1. Dementia with BPSD. We will simply monitor for now. She continues to orient.
2. Bilateral DVTs with bilateral PEs. Restart Eliquis 5 mg b.i.d .

3. HTN. Continue with metoprolol 25 mg b.i.d as it was scheduled to be discontinued by her previous PCP.

4. Gait instability and right shoulder rotator cuff tear with limited ROM focus on function ordered to address those issues.

5. Macular degeneration. We will assess what her visual deficit needs are.

6. Hypothyroid. TSH ordered.

7. FESO4 anemia. CBC ordered.
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8. General care. All of the above was discussed with daughter/POA and orders written and discussed with unit nurse. Also a CMP, CBC, TSH ordered.

CPT 99328 and advanced care planning 83.17 and POA contact 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

