


INITIAL EVALUATION

RE: Luena King

DOB: 04/17/1948

DOS: 02/15/2023

Rivendell MC

CC: New admit.
HPI: A 74-year-old admitted on 02/14/23 from the AL facility in Lawton where she resided a year. The patient has a diagnosis of Alzheimer’s dementia. The patient was seated in small day area with other residents. Her sister was with her and patient was quiet and did not talk, made eye contact which she had somewhat blunted affect when I initially met her. I did speak with her sister who acknowledged that she is not the POA but has some awareness of patient’s diagnosis and noted changes. I spoke with her and then was able to speak with patient’s daughter/POA Amy Cates. Since her admission, patient sleeps through the night. She is cooperative with care. P.O intake is decreased. The patient tends to look at her food and as per her sister play with it but actual consumption is limited. As to her diagnosis of dementia both POA and sister acknowledge changes noted about 10 years ago that was slowly progressive till the last five years where there was noted decline in her personal care, her ability to care for things at home and most recently a decline in her speech, speaking less frequently and having word salad per the daughter.

PAST MEDICAL HISTORY: Alzheimer’s disease diagnosed by PCP has not been on medication for same. Generally, she has been quiet and at times withdrawn and not able to voice needs or let family know when she needed assist, falls were not a part of her dementia history nor were behavioral issues or insomnia. The patient has not wandered or attempted to drive and gotten lost, major depressive disorder unclear when this occurred most likely when she was removed from her home and SSRI was started, GERD, HTN, acute kidney failure, but no labs to support same, and history of pleural effusion/pneumonitis unclear when that occurred.

PAST SURGICAL HISTORY: Bilateral cataract extraction, bunionectomy, and C-section x 2.
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FAMILY HISTORY: The patient’s mother had Alzheimer and there is question of a paternal uncle having dementia. The patient had four siblings one passed. All negative for dementia.

SOCIAL HISTORY: The patient was widowed lived in her home alone thereafter. She had a son and grandson who moved in with her, but were gone all day and would just simply sleep there. They were not caretakers and daughter did provide some intermittent help during the day at different periods of time and took over the bill paying etc for the patient. She moved to AL in Lawton where she was in residence one year started on hospice at that time. Facility then recommended that she be moved to an MC facility.

REVIEW OF SYSTEMS: 

Constitutional: The patient’s baseline weight was in 170s, but recently has slowly declined to the current 160s pounds.

HEENT: She wears corrective lenses. No hearing deficits. No difficulty chewing or swallowing. She has had a crush med order due to occasional pill dysphagia.

Cardiac: HTN. Unclear how control is.

Respiratory: As per HPI, but no noted cough, expectoration, or evident SOB.

GI: History of IBS symptoms with bowel incontinence on occasion.

GU: No history of urinary incontinence and no noted recent UTI.

Musculoskeletal: She ambulates independently and no noted fall history.

Psychiatric: Sleeps through the night. No noted agitations, hallucinations, or delusions.

Neurologic: Again diagnosis of Alzheimer’s with slow progression.

MEDICATIONS: Lexapro 20 mg q.a.m., Haldol 1 mg at 2. p.m., Seroquel 100 mg 8 a.m. and 8 p.m., Toprol 50 mg q.a.m., Protonix 20 mg q.d., trazodone 100 mg h.s., and Imodium p.r.n for any IBS symptoms.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is quite seated in the day room and cooperative when I approached.

VITAL SIGNS: Blood pressure 120/75, pulse 76, temperature 97.6, respirations 18, and O2 sat 98% and weight 161 pounds.
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HEENT: Her hair is combed. Corrective lenses in place. Clear conjunctivae. Moist oral mucosa.

NECK: Supple with clear carotid.

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

ABDOMEN Soft. Hypoactive bowel sounds. No distention or tenderness.

RESPIRATORY: Lung fields clear with normal rate and effort. Decreased bibasilar secondary to effort. No cough.

MUSCULOSKELETAL: Intact radial pulses. She has trace pretibial edema bilateral and later observed going from sit to stand just using the chair for support and then ambulating the hallways with her sister slow but steady and able to pick her feet up. Non-shuffling gait.

SKIN: Warm, dry and intact with good turgor. No bruising or skin tears noted.

NEUROLOGIC: CN II through XII grossly intact. She made eye contact to her name. She did attempt to speak just a couple of words that were appropriate yes or No and clear. Her affected was blunted and she appeared fatigued versus over medicated.

PSYCHIATRIC: Again blunted affect.

ASSESSMENT & PLAN:
1. Alzheimer’s disease with no evidence of BPSD since admit. Review of medications. The patient is medicated beyond what is needed at this point and to that effect had adjusted medications as per the MAR that was listed. Removing Haldol 1 mg 8 a.m. and 8 p.m. and putting on hold tizanidine 4 mg q.12h. and we will continue with trazodone at h.s. My hope is that can also be decreased and we will see how she is next week and may be we will be able to decrease it to 50 mg. We will see.
2. Decreased p.o intake hopefully with less sedation and improvement in her appetite and intake and we will monitor for that in the interim routine weights as per admission protocol.

3. Social. This was reviewed with daughter who is in agreement with the changes. The hospice following patient is complete hospice.

CPT 99345 and direct POA contact 10 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

