


ASSUME CARE NOTE
RE: Audry Arnell
DOB: 09/20/1930
DOS: 03/25/2024
Rivermont MC
CC: Assume care.

HPI: A 93-year-old female in residence since 01/25/18; previously followed by community physician Dr. John Krodel, with daughter requesting I assume care as it has become more difficult to get the patient out for doctors’ appointments. The patient was observed sitting in the day room, other residents were around. She was at a table by herself. She was smiling and had a magazine in front of her that she would look at periodically. Then, when I approached her to introduce myself, she made eye contact and kind of grunted, but no speech otherwise. The patient did not resist exam, unable to give information. While observed and then when I was examining her, she seemed to be in a good mood, she would look around randomly and occasionally say something that was random and word salad. The patient’s daughter/POA Nathalie Arnell came to speak with me just essentially wanting to know what I saw in talking to her mother and letting her express any concerns and she was helpful in giving information and recent changes that she has noted. Daughter is realistic and the only expectation she has is that her mother be safe and comfortable.
PAST MEDICAL HISTORY: Dementia unspecified, formally diagnosed in 03/2012 by neurologist whose name was not remembered and not treated with any dementia medication. Daughter states primary symptom noted was repetition of what she had heard or what she had already said and was difficult to redirect out of that and then leaning where she and even in a sitting position would lean to one side and have to be propped back up and then would continue to lean, which are both two new issues at the same time. Hyperlipidemia, the patient has been on Lipitor for years to include at this time. Hypertension, there is no recording of daily BP checks as they were not ordered by previous PCP, so I have today’s reading of 142/92. Ectropion of left eye.
ALLERGIES: NKDA.
MEDICATIONS: Amlodipine 5 mg q.d., Toprol ER 12.5 mg q.d., risperidone 1 mg tablet b.i.d., Zoloft 100 mg q.d., Systane Gel Eye Drops q.i.d., MVI q.d., melatonin 3 mg h.s., Pepcid 20 mg q.d., Eliquis 5 mg b.i.d., Os-Cal q.d. and Lipitor 80 mg h.s.
DIET: NAS.
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CODE STATUS: DNR.
SOCIAL HISTORY: The patient has been widowed x2; first marriage is where she had her son and daughter. She then remarried and was widowed from that marriage in 2018. The patient has a son Brian who lives in Minnesota and her daughter Nathalie lives in the Norman area and is the patient’s POA and prior to memory care, the patient lived in Rivermont AL for two years, then began eloping and that moved her into MC.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight is stable.

HEENT: She wears glasses, but since she has been here beginning of the year she has lost three pairs of glasses. She had hearing aids, but lost her hearing aids after admission here; however, she had lost another couple of sets within the last couple of years. She has native dentition, no difficulty chewing and is recently noted by daughter to have difficulty with swallowing food or medication, will be put up on her tongue, but the initiation of swallow reflex is not there, so the patient will spit it out or let it fall out of her mouth.

CARDIAC: She has a long-standing history of hypertension managed medically.

RESPIRATORY: She has had no cough or evidence of shortness of breath.

MUSCULOSKELETAL: The patient can walk independently and will sometimes do that, other times she will use the walker that she has in room. She also has a wheelchair that when seated in it she will lean even when propped back up eventually she leans again and in a wheelchair is noted to have decreased neck and truncal stability that was not seen when she was sitting at the dining room table, but then again she was leaning on her elbows. She had a fall last week where she had bruising of her right forearm that has resolved, but now has a raised area.
NEURO: The patient sleeps through the night. She can be redirected with repetition, can entertain herself or will interact with others. She will speak occasionally, but it is word salad.

PSYCHIATRIC: No evidence of refractory dementia, occasional agitation noted by daughter.

PHYSICAL EXAMINATION:

GENERAL: Older female seated at the same table for 2½ hours in dining room. She would look around and she would smile and kind of giggle to herself, but was attentive when I spoke to her.
VITAL SIGNS: Blood pressure 142/92. Pulse 67. Temperature 97.5. Respirations 16. O2 saturation 95%. Weight 137 pounds.
HEENT: She has ectropion right lower lid with the conjunctival tissue appearing clear but red. No drainage. Bilateral sclerae are relatively clear. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. No LAD.
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CARDIAC: She has regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: She did not know how to do a deep inspiration, but in listening to her lung fields, they are clear. She had cough a couple of times nonproductive.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

SKIN: Warm, dry and intact. On the volar surface of her right forearm, there is a raised purple red knot that is mobile, nontender to palpation and present for the last three days occurring after fall on 03/19.

NEUROLOGIC: The patient is alert. She recognized her daughter. She is verbal, but mostly word salad, not able to give information and it is unclear what she understood of what was discussed.

ASSESSMENT & PLAN:

1. Unspecified dementia advanced. The patient is not able to give information and most likely not understands given information, needs assist with 5/6 ADLs.

2. Gait instability. The patient has a wheelchair and a walker in her room. There are days that she walks fine without any assistive device and other times where she is unsteady using the walker, so she has to be watched when she is out and about walking.
3. BPSD in the form of aggression and agitation. The patient has been on risperidone and Zoloft since September 2020 both started when the patient began to have behavioral issues and the medications seemed to temper that and she really has not had any significant acting out since then, so daughter would like for her to remain on those medications and I agree, so we will continue.

4. Hypertension. We will monitor BP daily and adjust medication as needed. I think she probably needs an extra dose in the evening of Toprol and will write for that.

5. Right eye ectropion. Decrease Systane Gel Drops to b.i.d.

6. General care. CMP, CBC and TSH ordered. We will let daughter know when those are received what the findings are.
7. Social. All of the above was discussed with daughter at her request. She seemed reassured that we were all on the same page as per her mother’s care. She visits with some regularity and she asked about if she did not come every day or every other day the effect that it would have on her mother and I reassured her that it is unlikely her mother remembers she was here when she left, so not to stress herself out and go ahead and do what she needs to do.

8. Right forearm ganglion cyst. Reassured that this is benign and it is the nerve root ganglion with trauma getting through the tendon around the wrist and at the surface. It often will regress on its own; otherwise, just to let it be as it is non-painful.
CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

