


INITIAL EVALUATION
RE: Karan Glickman
DOB: 04/24/1949
DOS: 01/31/2024
Rivermont MC
CC: New admit.
HPI: A 74-year-old female with advanced dementia and no reported significant behavioral issues. The patient was observed earlier in the dining room. She ambulates independently and was getting around, but she just looks around randomly, not making eye contact with anyone and not responding to her name when she was called. Staff reports that she needs assist with at least 4/6 ADLs and often does not know how to ask for help. When she was seen today with her daughter, she was sitting on the couch next to her and she often just appeared in her own world, just looking like straight out and then she would mumble to herself. When I met with her initially, the patient was not able to give any information; then her daughter/POA Kelly Haggard came in and I sat down with both of them.
DIAGNOSES: Unspecified dementia, hypothyroid, menopause with symptoms, and insomnia.
SURGICAL HISTORY: Appendectomy, partial TAH secondary to ovarian cancer and bilateral cataract extraction and basal cell carcinoma treated with cryotherapy.
MEDICATIONS: Going forward: Namenda will continue till current supply out at 10 mg b.i.d., Estradiol patch 0.05 mg q.2weeks, vitamin K/D3 one p.o. q.d., Armour Thyroid 60 mg one p.o. q.d., melatonin 10 mg h.s., trazodone 25 mg h.s. will be increased to 50 mg h.s. and adding Haldol 0.25 mg at 10 a.m. and 4 p.m.
ALLERGIES: PCN, ASA, SULFA, and IODINE.
DIET: Regular with thin liquids.

HOME HEALTH: Enhabit.
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SOCIAL HISTORY: The patient lived in her own home for 30 years, but two years ago she was moved into an apartment near her daughter and when I asked what prompted that, if it was the dementia, the daughter stated it was and at that point it had progressed enough that she had Visiting Angels from morning until evening when the daughter got home from work and stated that it just wore her out. Kelly is the patient’s only child and POA. The patient was a non-smoker and social alcohol user. She was divorced in 1989 and worked at OUHSC 25 years and retired from there in 2014.
FAMILY HISTORY: Negative for dementia.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient’s baseline was a little higher than now; she has lost weight.

HEENT: She will randomly complain of headache. She has glasses that she is supposed to wear, but today I did not see them on her and daughter states that she infrequently wears them. The patient had bilateral hearing aids in place and states that she is going to have them checked out by the Beltone people who will be coming in to check them. She has native dentition in fair repair and she wears a mouth guard at h.s.
RESPIRATORY: The patient has sleep apnea, but she could no longer tolerate the CPAP so a mouth guard was made and she wears that at h.s. and has decreased some of the apneic periods in her snoring. The patient brings up that she coughed sometimes and she feels like its her sinuses, but she cannot give me any more information and daughter states that she thinks that she has sinus drainage as the cause of her cough. She has had no recent URIs or sinus infections.
CARDIAC: No chest pain or palpitations.

GI: She has a good appetite. She is generally continent of bowel.
GU: She is not incontinent of urine and no recurrent UTIs.
MUSCULOSKELETAL: She denies any musculoskeletal pain and walks independently though she does have a walker that she can use. Her daughter states that the patient had COVID in mid-2021 and that is when she started to notice a decline in her mother’s memory; that her speech changed. She would forget what she was saying midsentence and at times her words would be garbled or she had trouble getting words out. That is when she started looking for things to help her get better, seeking out a lot of Eastern medicine type things, multiple herbs and supplements. She went and found a nurse practitioner in Tulsa who tested her mother for Lyme’s disease and it was positive and so she prescribed multiple supplements that her mother took for many months.
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There was no improvement in her memory deficits and daughter acknowledges that she has gone through the phase of trying anything to see if it makes her better and acknowledged a denial to her mother having dementia and this thing not getting better. At this point she states that she just wants her mother to be taken care of and safe. She is worn out from the emotional roller-coaster of what the last two years have brought. 
The patient had COVID in 2021. Memory began to decline. The patient was seen by Dr. Dean Shipley in latter part of 2021 and diagnosis of dementia was made and 2022 to this year, there has been progression of her dementia with behavioral issues such as agitation and irritability with others and she has developed an altered sleep pattern.

PHYSICAL EXAMINATION:
GENERAL: The patient is seen initially by herself with other residents in the dining room. She was observed randomly looking around with a confused expression on her face.
VITAL SIGNS: Blood pressure 117/64, pulse 77, temperature 97.1, respiratory rate 18, and weight 104 pounds.

HEENT: Her hair is short and wispy; it is just combed back. She is not wearing glasses. Sclerae clear. Nares patent. Moist oral mucosa.
NECK: Supple. No nasal drainage noted.
RESPIRATORY: Normal effort and rate. Her lung fields were relatively clear. She does not cooperate with deep inspiration and no nasal twang to her speech.
CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

ABDOMEN: Abdomen is soft. Bowel sounds present. No distention or tenderness.
GU: Incontinent of bladder, wears an adult brief.
GI: No noted difficulty chewing or swallowing. She has a fair appetite. She is continent of bowel, can let someone know when she has to toilet.

MUSCULOSKELETAL: Ambulates independently. Moves arms in a normal range of motion. She tends to walk somewhat slow and looks about. No lower extremity edema.
NEURO: CN II through XII grossly intact. She is alert, looks about, orientation x 1 and she knows her daughter.

PSYCHIATRIC: She just kind of appears in her own world much of the time that I was seeing her, but she is cooperative when spoken to, but limited in any information she can give.
SKIN: Warm, dry, intact and fair turgor. No bruising or skin tears, etc., noted.
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ASSESSMENT & PLAN:
1. New patient: For baseline, I am ordering CMP, CBC, TSH and A1c.

2. Poly-pharmacy: Reviewed her admitting med orders; many of them were supplements and daughter acknowledges just starting them randomly to see if something would help and despite having multiple supplements for several months, there has been no improvement but clear decline, so I have discontinued meds down to only those necessary.
3. Insomnia: I am increasing trazodone to 50 mg h.s. and writing to give melatonin two hours prior to the bedtime so it should be given at 7 p.m.

4. Sundowning. Haldol 0.25 mg at 10 a.m. and 4 p.m. We will monitor to see whether it is of benefit and watch for any sedation. Chances are it will need to be increased and will assess that next month.
5. Advance care planning: Discussion with the patient and daughter. There had been prior discussions regarding DNR and previously as a part of her estate planning, there was a signed DNR, but daughter does not know where it is. So she was in agreement with me signing the certification of physician order, so the patient is DNR.
CPT 99345 and direct POA contact 40 minutes and advance care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

