


INITIAL EVALUATION
RE: Sharon Reynolds
DOB: 09/16/1945
DOS: 03/13/2024
Rivendell Highlands
CC: Increased agitation.
HPI: A 78-year-old female with chronic anxiety, depression and unspecified dementia with BPSD, agitation , acting out, yelling out wants attention when she wants it and can be disruptive to those around her. The patient is currently receiving other behavioral medications, which by themselves are addressing depression or anxiety but not behavioral issues. On 03/06, Ativan 0.25 mg one p.o. t.i.d. was ordered and staff reports that it is ineffective. Today, she was observed sitting in the dining room. She had come out for dinner, had eaten some, but was just looking around. Later when she wanted to go to her room and did not want to wait for staff she started acting out and I had to be firm with her and redirect her, which seemed to help as long as I was present. When she did get the attention she wanted, she was in a much better mood. Overall, she has poor p.o. intake, does not eat at every meal. She sleeps through the night and will naps during the day and its equivocal how much personal care she will allow day-to-day. She has a walker that she is encouraged to use if she wants to walk in her room, a wheelchair for transport is what is primarily used. She has had two falls in the last two weeks one on 03/06 when she sustained a skin tear to her right arm and the other on 03/12 with no injury both falls occurred in room. She was found in the middle of the floor and could not give information as to what has happened.
DIAGNOSES: Chronic pain syndrome managed, rheumatoid arthritis, lumbar DDD, chronic pain managed, anxiety disorder, depression, glaucoma, COPD, gait instability with falls, and cachexia.
ALLERGIES: PCN.

MEDICATIONS: Ativan 0.5 mg at 10 a.m., 1 p.m., 5 p.m., and 9 p.m., Depakote Sprinkles 250 mg b.i.d., BuSpar 10 mg 8 a.m., 1 p.m., 6 p.m., Effexor 150 mg at 8 a.m. and 8 p.m., melatonin 5 mg h.s., Norvasc 5 mg q.d., clonidine 0.1 mg 8 a.m. and 8 p.m., pravastatin 40 mg MWF, D3 1000 IUs q.d, Combivent eye drops, dorzolamide OU b.i.d., latanoprost eye drops OU b.i.d., Lopressor eye solution one drop OU h.s., Norco 7.5/325 one p.o. t.i.d. one at midnight.
CODE STATUS: DNR.
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DIET: Regular with mechanical soft.

PHYSICAL EXAMINATION:

GENERAL: Frail chronically ill appearing female who is seated in the dinning room in her wheelchair just looking randomly about, but not interacting with anyone.
VITAL SIGNS: Blood pressure 105/71, pulse 85, respirations 20, weight 80 pounds, which is an 11-pound weight loss since February.
CARDIAC: She has a regular rate and rhythm without murmur, rub or gallop.

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

ABDOMEN: Scaphoid, hypoactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: Generalized decreased muscle mass. No lower extremity edema. She weight bears and moves arms. She is not able to propel her own manual wheelchair except she will use her feet, but for short distance. She has temporal muscle wasting. Her cheeks are hollowed and she is very gaunt in appearance.

NEURO: The patient will make eye contact briefly when spoken to, she is verbal. Her speech is clear. She can voice her need. She understands general information. She becomes irritable if not getting her way. She has to be redirected firmly and will respond and today in the dining room she sat for at least an hour and she was not agitated and when she started to become impatient loud and quickly redirected her and she was quiet.
SKIN: Thin and dry, she has scattered bruises and the skin tear from a previous fall on right arm was healed.
ASSESSMENT & PLAN:
1. Behavioral issues in the form of care resistance and random acting out that is disruptive to other residents. We will continue with already established behavioral medications that obviously have not been effective or effective enough and I am adding Ativan 0.5 mg four times daily, we will see if that is enough to just slow her down a little bit and maybe give her some sense of calm. We will also be doing blood draw on all the patients of mine here that will do testing to assess medications that the patient are responsive to as opposed to those that they do not metabolize so nonresponsive too. My concern is that she is on several medications that should be modifying her behavior at this point, but not effectively.
2. Weight loss, she lost 11 pounds in 30 days. Her weight is 80 pounds, she is 5 feet tall, BMI is 15.6. Give a ordering what the patient states she wants to eat, does not result in her eating it and family have brought things for her that she also does not eat, trial of Megace is wanted, so 200 mg b.i.d. to start and will assess whether there is any benefit and/or need to increase dosing.
3. General care, family is in contact and so they are aware of what is going on with her.

CPT 99350 and direct POA contact 10 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

