


INITIAL EVALUATION
RE: Viola Hewett
DOB: 09/14/1932
DOS: 10/18/2022
Rivermont MC
CC: New admit.
HPI: A 90-year-old in residence since 10/05/22. She was sitting in her room. She was quiet. I approached her as I could hear her whimpering so I stayed at a distance and told her who I was. With kind of a cheerful voice, she said do I need a lawyer and I explained to her that I was just there to make sure that she was doing okay and see if she needed anything. She then just said that she wanted to call her son first before she talked to anyone. Staff reported that she is verbal; that she had been out of room using her walker; that she did go to dining room for meals; took her medications; allowed staff assist in her personal care. She would have periods spontaneously where she would become weepy and afraid and want her son and it was best to just reassure her and then leave her alone. I observed her and talked to her for just a little bit. Asked her couple of questions which she gave answers for that I in getting her history from son found to be accurate answers. So my time with her as far as history went was limited. I spoke to her son Bob Hewitt who gave medical information and apologized stating they must have caught her at a bad time. He stated he had visited her earlier today and that she was interactive with him but that she generally is. 
DIAGNOSES: Alzheimer’s disease with MMSE 19, osteoarthritis, polyneuropathy of bilateral lower extremities – the patient had been treated with gabapentin; however, it made her confused so she is now receiving benefit from altering Tylenol and ibuprofen, hyperlipidemia, gait instability – requires walker, and history of UTIs.

PAST SURGICAL HISTORY: Right hip fracture in May 2022.

MEDICATIONS: Extra Strength Tylenol 500 mg two tablets q.4h. during the day, D3 1000 IUs q.d., Macrobid 100 mg q.d., Advil 400 mg two capsules q.4h. during the day, docusate 100 mg q.d., melatonin 20 mg two tablets h.s., and Tums two tablets p.r.n.

ALLERGIES: NKDA.
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DIET: Regular with thin liquid.

CODE STATUS: DNR 
SOCIAL HISTORY: The patient had been living in Georgia in her home independently. Two of her sons Robert included had noted that when they would call, she would not know who they were and conversation would drift and random. She would have forgotten things they had just discussed at their last conversation and that continued to get worse. Robert contacted his aunt who lives next door to his mother who stated she had been told not to say anything to him regarding his mother’s health, but she thought she had signs of dementia. So, two brothers flew there, saw her and it was clear to them that there had been a decline, that there was dementia with progression and that she just was not safe to live at home. The patient agreed to go to an assisted living facility, diagnosed with Alzheimer’s disease 09/20/21 by her PCP. She at the assisted living facility, fell and broke her right hip, underwent ORIF and then skilled care. She returned to AL, but had to have sitters round-the-clock and that continued for three weeks until her son went there and decided that she needed to be closer to family. So she has been in Oklahoma about three weeks. When she arrived for admission, she was on antibiotic as she had been diagnosed by her PCP at home. The patient was widowed in 1978 at the age of 45. She had four sons whom she raised on her own. At the age of 50, she became the County Tax Assessor and served in other public service offices until retirement. Robert is her POA. Nonsmoker and nondrinker.

FAMILY HISTORY: Her brother died at the age of 92, endstage dementia Alzheimer’s type. She has a brother also in his 90s who has dementia, but is still interactive with family members.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Weight has been stable. She is currently 136 and goes between 135 and 145 pounds per son. She has to be coaxed for her PO intake which is minimal, but no evidence of coughing postprandial.

HEENT: Vision and hearing appear adequate. No difficulty chewing or swallowing.

RESPIRATORY: No cough, expectoration or SOB.

CARDIAC: No chest pain or palpitations. BP controlled.

GI: She can be toileted, will let staff know, but does wear Depends.

GU: History of UTIs. She has urinary leakage.

MUSCULOSKELETAL: She walks with a walker, but is slow.

NEURO: Oriented x 1 to 2, just speaks a few words at a time. She does not give information and appears guarded.
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ASSESSMENT & PLAN: 
1. Alzheimer’s dementia new patient. We will give her time to adjust. She has had a lot of change in a brief period of time to include anesthesia exposure. We will re-approach her at next visit and hopefully she will have had time to settle in and be receptive to being seen. 
2. Gait instability. She is receiving therapy. So hopefully she will continue to get more comfortable with using her walker and maintain ability to assist her in her own transfers as well.

3. History of UTIs. We will simply be aware of this history. I am not going to focus on it and look at anything. Behavioral change is only that she has UTI. My concern is that that is the first thing that goes into son’s mind, wanting to be sure that he can get a urine test done and I explained to him that there would be need to be clear indication for it to be done. 
4. Peripheral neuropathy. This is on her bilateral lower extremities. My concern is the amount of Tylenol and Advil that she is receiving and she is not on any type of GI protection. So, I am clarifying that she cannot receive more than three doses of Tylenol in a 24-hour period and IBU is decreased to 600 mg at dose not to exceed three doses q.d. and then Prilosec 40 mg q.d. needs to be started ASAP.

5. General care. CMP, CBC, and TSH ordered for next visit.

6. Social: This was reviewed with son and he is aware I will just visit with the patient at my next visit and will see how she is doing.

CPT 99328 and prolonged direct POA contact 20 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
