


INITIAL EVALUATION

RE: Ruth Quinnett

DOB: 08/21/1935

DOS: 12/14/2022

Rivendell MC
CC: New admit.
HPI: An 87-year-old in residence since 12/13/22 coming from Epworth SNF. Since her admit the patient has been quite but cooperative. She has a walker that she can use and has done so with standby assist in a wheelchair, which she has not propelled but staff transport. She was seen today in room. She was napping in her recliner. She did open her eyes when I started speaking to her. She was not able to give any information. The patient has two daughters that were present. Daughter Susan is co POA with brother Gary. The patient’s history is that she was in for AAA repair in September 2022, had a difficult recovery time and went to SNF thereafter where she had a fall and hit her head and went to ER, CT ruled out head bleed. When discharging from hospital fell again and hit her head, was admitted and no evidence of head bleed. She was on Eliquis and that was held due to a large hematoma on her forehead and around right eye. It has subsequently been discontinued by family’s choice. Prior to the AAA surgery the patient was living in independent living at St. Ann’s where she had been for five years. Information is gathered from chart and the patient’s two daughters Susan and Dennis.

DIAGNOSES: Alzheimer’s disease diagnosed 04/20/21. The family noted symptoms three to four years prior and since September surgery there has been a significant decline in her speech, her mobility, memory and increased delusion/hallucinations, sick sinus syndrome where she has a pacemaker, GERD, HLD, hypothyroid, Afib, HTN, OA, and history of CVA.

ALLERGIES: Chlorhexidine, Zetia, statins and sulfa.

MEDICATIONS: Metoprolol 25 mg b.i.d, K-tab 20 mEq q.d., MVI q.d., B12 1000 mcg q.d., Aricept 5 mg q.d., levothyroxine 25 mcg q.d., Ativan 0.5 mg q.4 p.r.n., Norco 5/325 mg q.4 p.r.n., and Phenergan gel 25 mg/mL 1 mL q.6 p.r.n.
DIET: Regular with Ensure q.d.

CODE STATUS: Full code.
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HOSPICE: Integris hospice.

FAMILY HISTORY: Positive for CAD, lung and colon CAs.

REVIEW OF SYSTEMS:
Constitutional: Weight is stable.

HEENT: Wears corrective lenses. Adequate hearing. Native dentition.

Cardiac: Per HPI has pacemaker one more year before needing replacement.

GI: Limited continence of bowel and can notify when she needs to toilet.

GU: Urinary incontinence but can toilet.

Musculoskeletal: Decreased mobility and has been using a wheelchair more per family as well as facility, but is able to stand and walk with standby assist and walker use.

Skin: She has healing abrasions related to falls leading to hospitalization.

Psych: She has had an increase in anxiety to include delusions and hallucinations, but they are sporadic and she can be redirected.

PHYSICAL EXAMINATION:
GENERAL: The patient groomed and resting comfortably in her recliner. She opened her eyes and stated a few words, but was not able to give information and did not resist exam.

VITAL SIGNS: Blood pressure 137/78, pulse 74, temperature 98.0, respirations 18, and weight 146.4 pounds.

HEENT: Hair is short and groomed. Conjunctivae clear. Corrective lenses in place. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD. Clear carotids.

CARDIOVASCULAR: Occasional irregular beat without M, R or G. PMI nondisplaced.

ABDOMEN: Protuberant and nontender. Bowel sounds present. No masses.

RESPIRATORY: Anterolateral lungs fields clear with normal effort and rate. No cough. MUSCULOSKELETAL: Intact radial pulses. Exam of feet is in good condition. No dryness. Nail care is good with no fungal change. Knees, she has healing abrasion on her left knee. There is horizontal groove that is still healing. The dressing was removed and on the right very superficial abrasion not requiring any dressing. Remainder of skin is warm and dry on her forehead there remains some residual pinkness from resolving hematoma extending to the bridge of her nose as well.

NEUROLOGIC: CN II to XII grossly intact. Orientation at least to self and daughter states she knows that who they are. She requires staff assist in 6 of 6 ADLs.
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ASSESSMENT & PLAN:
1. Alzheimer’s disease moderately advanced, MMSC was 18. We will see giving her couple of weeks of acclimation time what she is actually able to do for herself and when appropriate retest.

2. Delusions/hallucinations. Daughter stated that this were even before the September surgery but more so recently. We will watch for those. She does p.r.n Ativan. If it is agitating or distressing to her, then she can be given this and we will assess benefit 

3. Gait instability. The patient has had multiple rounds of PT and OT so we will simply encourage her to use her walker or to propel her manual wheelchair that is what she chooses to use.

4. Afib and again family chose to discontinue Eliquis postop given the number of falls that she was having.

5. Skin issues. On her right knee skin prep will be applied a.m. and h.s. until resolved. No dressing needed on right knee.

6. Social. I spoke with two daughters who were able to give history and had questions. The issue of code status was discussed and brother who is co-POA will be spoken to by Susan. Direct POA contact 15 minutes.
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Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

