


INITIAL EVALUATION
RE: Karen Collins
DOB: 10/11/1940
DOS: 12/01/2022
HarborChase, AL
CC: New admit.

HPI: An 82-year-old in residence since 11/13/22. The patient was briefly seen on 11/17/22. She was very agitated and anxious, unable to give any information so that visit was cut short. So, today, it is my first actual time to sit with her. The patient has a history of alcoholism and was diagnosed per family with alcohol-related dementia. Since her admission, she attends the Happy Hour and is given nonalcoholic beer at family requests x2 beers which is the limit for all residents. She does not seem to know the difference. The patient has an electric scooter that she operates safely and gets around in. However, she gets very lost, can never find her room this evening. I had staff walk her to her room and within 10 minutes, she was already back down in the lobby, not able to tell me how she got there. She is on the second floor and it is very anxious about getting into the elevator. She has called on the operator and the front desk when she is in there feeling that she is going to get stuck even though that has not occurred. When I saw the patient, she actually was agreeable to coming with me sitting. I asked her basic questions most of which she gave limited information and some of the information was inaccurate per the daughter who I spoke with later. The patient is cooperative with medication and personal care though she does not know how to use her call pendant despite that being explained to her daily several times. Daughter installed a phone in her room and told me that it was a regret, staff has since I disconnected it from the wall unbeknownst to the patient. She has called 911 several times for unknown reasons. Her appetite is good. She sleeps through the night and cooperates with personal care assistant.
PAST MEDICAL HISTORY: ETOH, dementia/Alzheimer’s disease, HTN, hypothyroid, COPD, GERD, HLD, and chronic LEE DVT approximately two years ago.

PAST SURGICAL HISTORY: Appendectomy, cholecystectomy, gastric stapling, bilateral cataract extraction, blepharoplasty and right foot surgery in the arch.
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MEDICATIONS: Eliquis 5 mg q.d. atenolol 25 mg q.d.,. Astelin nasal spray q.d., Citracal q.d., D3 50,000 units q. week, Lexapro 10 mg q.d., Lasix 40 mg q.d., gabapentin 600 mg h.s., levothyroxine 75 mcg q.d., melatonin 10 mg six tablets h.s., trazadone 50 mg h.s. p.r.n., Ocuvite q.d., omeprazole 40 mg q.d., and KCl 20 mEq q.d.
ALLERGIES: NKDA.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient has been married twice. She has two daughters, Cindy Ramming and Penny Dodd both of Lindsay and father by first husband. Her second husband unclear status. The patient was a two-pack per day smoker for 40 years and nonsmoker last 20 years. Alcoholism in remission the last four years and prior to move here, the patient lived in her own home. However, she had multiple falls with injuries and just was not able to take care of herself or the home. Daughter Penny was living with her for several years and they needed a break. So daughter Cindy then took a 13-month leave of absence from work to come in and take care of her mother and was worn out and realized that she needed to be placed. She stated that she is not able to take care of herself, maintain a house, and had falls. The patient was hospitalized about four years ago after a fall secondary to being drunk. She was admitted and daughters petitioned physician to keep her for 72 hours, so they could get her then into skilled care and hopefully get her detox from alcohol and so that is what occurred. She went to GLC Rehab. They did the alcohol withdrawal treatment and then therapy that improved her walking. Initially, she is able to use a walker, but then has required a wheelchair.

FAMILY HISTORY: Her mother died of MS in her 60s. Father died of “old age”.

REVIEW OF SYSTEMS:

HEENT: She has reading glasses, wears full dentures. She states she hears okay.

RESPIRATORY: COPD and has DuoNebs p.r.n. that she was also doing at home as well as MDIs. No URI in the last six months.

CARDIAC: Denies chest pain.

MUSCULOSKELETAL: She falls frequently. The electric scooter has been of significant help. She does require some transfer assist, but she will often try to do it on her own. She has a history of LEE.

NEURO: Family states that she does not remember anything and repeats everything. She sleeps through the night. She is not aware of what she needs help with and her weight has remained stable.
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PHYSICAL EXAMINATION:

GENERAL: Obese female seated in wheelchair looking about anxiously.

VITAL SIGNS: Blood pressure 101/80, pulse 76, temperature 97.9, respirations 18, and weight 250 pounds.

HEENT: Full thickness hair. Conjunctivae clear. Nares patent. Moist oral mucosa. She has a full face.

NECK: Supple. No LAD. Clear carotids.

RESPIRATORY: She gets confused with deep inspiration and finally, she is able to take some breaths. Decreased bibasilar breath sounds, relatively clear lung fields. No cough and symmetric excursion.

CARDIOVASCULAR: Regular rate and rhythm. No MRG. PMI nondisplaced.

ABDOMEN: Obese. Bowel sounds hypoactive. No distinction or tenderness.

MUSCULOSKELETAL: Intact radial pulses. She has trace to +1 LEE, moves limbs and is weightbearing.
NEURO: Orientation x1. She is verbal, but gets anxious when speaking, not sure if she is saying the right thing or what was asked. She has difficulty voicing her needs. Significant short and long-term memory deficits. She requires a lot of redirection and reassurance.

PSYCHIATRIC: Anxious and guarded, stumbles over her words when in the state and repeats the same question over and over again. Today, it was “what’s this about?... what’s this about?” Unable to find her way to room and has a phobia evident in elevator.

ASSESSMENT & PLAN:
1. Dementia, combination of ETOH-induced and Alzheimer’s disease. It is significant and it is likely that within a short period of time, she will be better suited for memory care. In the interim, phone line will be discontinued and she is not to use the phone of other residents or staff and to that effect I am discontinuing Aricept and Namenda when out as she is beyond either medication can do.

2. Anxiety/depression. We will start Zoloft 50 mg q.d. as I feel this is better suited to her issues and when this starts, we will discontinue citalopram. In addition, she is to be moved to a downstairs room that she avoids the use of the elevator and hopefully, the room can be located closer to the front. So, it is easier to find. 
3. COPD. Her DuoNebs are changed to p.r.n. t.i.d. today. She is not required a treatment, but does use her MDIs. We will ask morning shift if she is using them properly. 
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4. Polypharmacy. I am discontinuing a couple of nonessential medications.

5. General care. CMP, CBC, and TSH are baseline lab and next conversation with family will address code status. We will follow up with the patient next week.
CPT 99328 and direct POA contact 20 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
