


INITIAL EVALUATION
RE: Roslyn Mainville
DOB: 03/11/1936

DOS: 05/11/2023
HarborChase MC

CC: Admit note.

HPI: An 87-year-old admitted initially 04/28 with behavioral issues beginning same day of admit to the point of physical aggression and striking out at staff as well as her husband who is also a new resident to MC. She was sent to SSM ER evaluated and admitted to Geri Psych where she remained from 04/29 until return on 05/09. The patient was seen on the unit, she was seated quietly, was cooperative when I approached her and I reintroduced myself to her she had no awareness that she had met me previously. While she was cooperative, she was very limited in information she was able to give so I contacted her son/POA Peer who is able to help me with some information. Staff reports that she has been calmer than she was the brief initial part of her stay, but she requires a lot of redirection it has to be slow she gets agitated if she is given too much information at once and verbal and physical aggression are her means of acting out.

PAST MEDICAL HISTORY: Unspecified dementia with behavioral disturbance, anxiety, depression, insomnia, dyslipidemia, and HTN.

PAST SURGICAL HISTORY: Negative.

ALLERGIES: ASA.

DIET: Regular.

CODE STATUS: Full code.

MEDICATIONS: Lipitor 20 mg h.s., Depakote sprinkles 125 mg b.i.d., Namenda 5 mg q.d., olanzapine 2.5 mg q.d., Zoloft 25 mg q.d., trazodone 50 mg h.s., atenolol 25 mg q.d., MVI q.d., ABH gel 1/25/1 mg/mL topical t.i.d. and 15 minutes premed for personal care.
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FAMILY HISTORY: Noncontributory for dementia.

SOCIAL HISTORY: The patient has been married to husband since 71. Their only child is Peer who is also her POA. She was a hospital social worker for her career. Smoker who quit approximately 40 years ago.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Weight is stable.

HEENT: She wears contacts, but her son is unaware of whether he packed them or not. She has full dentures and does not wear hearing aids.

CARDIAC: No chest pain or palpitations. HTN well controlled.

RESPIRATORY: No cough, expectoration or SOPB.

GI: No difficulty chewing or swallowing. She is continent of bowel.

GU: Continent of urine. No history of recurrent UTIs.

MUSCULOSKELETAL: She ambulates independently. No recent falls.

SKIN: Warm, dry, and intact with good turgor.

NEURO: Symptoms of dementia began about four or five years ago when son noted that she was unable to do her ADLs, would leave the stove on and personal care went by the wayside as showering and changing clothes became a task and when son would try to assist her or redirect her anger with physical violence was shown and he reports that she is hit him on more than one occasion.

PHYSICAL EXAMINATION:
GENERAL: The patient was quiet seated by herself in the dining room. She is cooperative to visit with me.
VITAL SIGNS: Blood pressure 126/64. Pulse 72. Temperature 97.1. Respirations 16. Weight was 134.6 pounds.

HEENT: Her hair is combed. Conjunctivae clear. Nares patent. Denture secure and fit.

NECK: Supple without LAD.

CARDIOVASCULAR: Regular rate and rhythm. No M, R or G. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Ambulates independently, sitting up right. No LEE. Move limbs in a normal range of motion.

NEURO: CN II through XII grossly intact. Orientation x1. I mentioned her husband with whom she shares a room and she gave me a surprised look was unaware that he was even in the facility. Affect congruent with what she was saying.

PSYCHIATRIC: Appropriate affect and demeanor for initial contact.
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ASSESSMENT & PLAN:
1. Unspecified dementia with BPSD of aggression and physical violence. This was seen when she first arrived, has not been seen since returned from Geri Psych.

2. Lab review. BMP from 05/07 is WNL. CBC same day also WNL however there are mildly microcytic indices. A1c in non-diabetic range at 5.4.

3. Lipid profile. TCHOL was 123, HDL 49, and LDL less than 56 so all WNL.

4. Vitamin D level WNL at 55.1. No additional treatment needed.

5. Social. Spoke with her son at length regarding the above.

CPT 99345 and direct POA contact 15 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

