


INITIAL EVALUATION

RE: Carol Bridwell
DOB: 11/13/1942

DOS: 12/28/2022
Rivendell MC

CC: New admit.

HPI: An 80-year-old admitted today from her home her daughter and co-POA Kamma Howie is present and source of information in addition to October notes from PCP. The patient has a long list of medical problems in the sense is that everything that has been done to try to investigate the unremarkable results. Recently, there is a question of malignant neoplasm of the colon and daughter stated that they deferred evaluation to include colonoscopy given the patient’s age and her cognitive issues. In speaking with daughter I told her that I had a feeling that there were more psychiatric issues and there were medical issues. She was quite relieved and stated that is how she is felt all along and has tried to convince her sister Kyla who is the other co-POA that medically their mother is simply aging but they are not all these rabbit holes that they have gone into such as cystoscopy, seen neuro-oncology for her bladder pain and medications that she has had recently have been prescribed by phone by PCP as he resides in Dallas and the patient is here in OKC so he is not actually seen her. The course of her dementia is that the patient and her husband approximately 52 years lived alone in their home in the Rivendell neighborhood. He had Alzheimer’s disease for several years and passed away four years ago. After his death daughter states that their mother had notable decline and seemed to not know how to do the basic functions at home. She was moved to assisted living in the Dallas area to be near her daughter is actually put independent living in Dallas unfortunately that was around the COVID time so family was not able to visit the patient and she had further decline during that period of time due to isolation. Shortly there after the patient had a prolonged manic episode she was seen and medications were prescribed was really no benefit. Daughter then moved her back to her home in OKC where she has been the past several months, 11/13 the patient’s birthday she had a breakdown according to the daughter and went into a manic phase was not able to be controlled, was anxious, irritable with the people around her trying to stand and walk when she could not and just crying loud. PCP in Dallas was contacted he started olanzapine and gabapentin wondering if it was pain related due to question of spinal stenosis and lumbar disc displacement. Daughter states that she thinks gabapentin has had a negative effect. The patient was no longer able to stand on her own as her legs would give out on her and two weeks ago she quit walking and is in a wheelchair that was brought into play by the caregivers and Integris palliative care.
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She has been in the wheelchair, unable to propel it, will spontaneously stand and attempt to walk but has been caught and fortunately not had a fall. There has been a few times when she has had to be lowered to the ground by the caretakers. Paranoia has also been a new feature per the daughter and the patient was heard crying out when she was in her room and daughter states that that is also a new behavior that is started in the last two weeks. Her daughter who I spoke with is a nurse anesthetist for many years and so is able to look around at the other residents and stated that my mother is far more advanced in these patients are and she is probably not appropriate for this unit. I told her that I agreed with that and that we would give some time and she most likely requires an increased level of care.

PAST MEDICAL HISTORY: Dementia unspecified with BPSD, gait instability requires wheelchair, history of bladder pain diagnosed either as cervical paraspinous muscle spasm or disuse atrophy of cervical muscles and anal sphincter slowing of urinary stream, urinary urgency, acute vaginitis, atrophic vaginitis, colon cancer deferred workup so unclear and unspecified segment, lumbar intervertebral disc displacement without myelopathy, anxiety, and depression.

PAST SURGICAL HISTORY: TAH and cystoscopy.

SOCIAL HISTORY: Married approximately 52 years. She and her husband were small business people who came to be bigger business people owning storage units wash Laundromats and other small businesses. She was a nonsmoker and nondrinker. Widowed four years ago with dementia becoming evident after that remained in her house with full-time caretakers after failed attempt at independent living. She worked with her husband doing their different businesses.

FAMILY HISTORY: Unremarkable.

MEDICATIONS: There are multiple medications with the majority of them being supplements and others that are for lipid management and gabapentin, which she feels has been a negative effect on her mother so going forward medications will be amlodipine 5 mg q.d., olanzapine 5 mg h.s., lorazepam 0.5 mg h.s. routine, Paxil 40 mg q.d., Lotensin will be held and given only if systolic pressure is equal to or greater than 150 and there will be q.d. BP checks, and trazodone 50 mg will be p.r.n. if the patient does not have sleep or if she awakens midnight or thereafter.

DIET: Mechanical soft with chopped meat.

ALLERGIES: Not noted but nurse will clarify with daughter.

HOSPICE: She is actually on Integris palliative care the nurse is named Terry and she will also be contacted at 405-885-8963.
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REVIEW OF SYSTEMS:
CONSTITUTIONAL: She has had approximately a 30-pound weight loss in four months.

HEENT: Native dentition. She has reading glasses, hearing and visual acuity may have declined but no testing has been done without plan to do so.

CARDIAC: No history of chest pain or palpitations.

RESPIRATORY: No evidence of shortness of breath, cough, or expectoration.

GI: Daughter states that her chewing ability is diminished that she has a hard time with regular food and seems to have food that comes out the sides of her mouth. No evidence of difficulty swallowing and mixed continence of bowel.

GU: Mixed continence of bladder, does wear depends. She has been treated for UTIs in the past, but there is no evidence of UTI in the paperwork or lab that I have for review.

MUSCULOSKELETAL: New use of wheelchair without significant falls in the last month, can weight bear for transfers, stand spontaneously, moves arms in a normal range of motion.

SKIN: Thin and dry but intact per daughter.

PSYCHIATRIC: Insomnia. She is not sleeping at night as she will try to get out of bed but they have caretakers stay at bedside while she was home and there are also just new behavioral issues the crying out and evidence of paranoia and she did whisper words to me of danger, danger.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female seated in wheelchair is looking about cautiously and then other times just called out from her room.
VITAL SIGNS: Blood pressure 105/77. Pulse 97. Temperature 98.4. Respirations 18. O2 saturation 94%. Weight is 114.6 pounds. Height 5’2”. BMI is 21.

HEENT: Her hair is thin, gray, pushed back, not combed. Clear conjunctivae. Nares patent. Slightly dry oral mucosa. Native dentition in good repair.

NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: Regular rate and rhythm without M, R or G. PMI nondisplaced.

RESPIRATORY: Lung fields are clear. Normal effort. No cough. Symmetric excursion.

ABDOMEN: Scaphoid. Bowel sounds present.

MUSCULOSKELETAL: Generalized sarcopenia. No edema. Moves limbs in a normal range of motion, is weightbearing, can propel the wheelchair that she is in.

SKIN: Thin and dry but intact.

NEURO: Oriented to self-only. She does not know the state she is in. She said that it was 24 when asked what the year is. Speech is mumbled. She just says a few words at a time and she is now taken to whispering covering her mouth with her hand, difficult to make it what she was saying at one point I heard her say danger-danger but in reference to what unclear and difficult to redirect.

PSYCHIATRIC: Vacillates between anxious and okay. Her caregivers are here and that appears to be a calming effect for her.
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ASSESSMENT & PLAN:
1. Advanced unspecified dementia. The patient has just completed UTI treatment. There has been a decline that the daughter states ii has been progressive since November. She is realistic about it and they have caretakers plan to be here at least for the first week but the goal is that she can be weaned from that. The reality is that she requires a unit where there is going to be more care than provided on this unit so a move is likely to come up shortly. Daughter states she feels the same and is not going to decorate her mother’s room because she knows that she is going to need to be moved.

2. Pain issues. Whatever the patient has been given in the past from Tylenol to other prescription medications not including narcotics have not been effective and daughter does not believe that pain is a primary issue nor do I so we are going to just see what she needs going forward beyond the behavioral medications.

3. BPSD. Depakote 125 mg b.i.d. and will monitor benefit adjusting as needed.

4. Insomnia. Olanzapine 5 mg h.s. with Ativan 0.5 mg h.s. and trazodone 50 mg p.r.n. if not asleep by midnight or thereafter.

5. Hypertension. Her blood pressure on 5 mg of amlodipine is low-end of normal, Lotensin is put on hold only be given if systolic pressure greater than or equal to 150 the goal is to get rid of that as needed and she may not even need the Lotensin.

6. Weight loss. She has lost 19.9 pounds in four months see how she does with the diet here. I am changing it to mechanical soft with chopped meat and protein supplement q.d.

7. General care. The patient has a DNR in place and I will contact the other daughter next week when here. I met the caretakers and talk to them about notifying staff if there things are of concern to them. They are able to help with some things to include toileting.

CPT 99328 and direct POA contact 30 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

