


ASSUME CARE NOTE
RE: Patricia Sutton
DOB: 02/08/1938
DOS: 05/14/2024
Rivermont AL
CC: Assume care.
HPI: An 86-year-old female in residence since 05/19/2021 previously followed by Dr. Connery outside physician and it is no longer feasible to transport the patient out for appointments. I observed her sitting in her wheelchair out in the hallway while her room was being cleaned and then she was reluctantly cooperative going into room so that we could visit. In reviewing her PMH from notes in her chart, she looked at me like she did not know what I was talking about and stated as much as that she does not remember what her medical issues are or history she did not recognize the name of her POA and I reminded her that she is listed as a friend and she just shrugged and said okay. So essentially, she was of no help in getting her medical history.

PAST MEDICAL HISTORY: Anxiety, insomnia, Alzheimer’s dementia, history of DVT, HTN, IBS, OA of left knee, urinary incontinence, chronic low back and right foot pain.

PAST SURGICAL HISTORY: Appendectomy, cholecystectomy, hysterectomy, tonsillectomy, right shoulder ORIF with humoral fracture, left knee replacement with previous left knee arthroscopy.

MEDICATIONS: Amitriptyline 10 mg h.s., ASA 81 mg q.d., Lipitor 10 mg q.d., BuSpar 5 mg b.i.d., Aricept 10 mg q.d., Lexapro 10 mg q.d., Lasix 40 mg q.d., Toprol 12.5 mg b.i.d., MVI q.d., Myrbetriq 50 mg q.d., KCl 20 mEq q.d., Prolensa eye drops one OU q.d., and Systane eye drops one to right eye q.d.

ALLERGIES: PCN, ALENDRONATE and FLUCONAZOLE.

SOCIAL HISTORY: The patient’s first husband committed suicide and second husband died of natural causes. She has no children. Nonsmoker and nondrinker. The patient owned retail stores selling women’s clothing and accessories.

FAMILY HISTORY: Father with heart disease. Her mother had dementia.
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DIET: Regular NAS thin liquid.

CODE STATUS: Full code.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient denies pain or insomnia. She states she has a normal appetite.

HEENT: She wears glasses. She does not wear hearing aids. She has native dentition per her report.

RESPIRATORY: No cough or SOB.

CARDIAC: She denies chest pain or palpitations.

MUSCULOSKELETAL: She denies falls. She is in a manual wheelchair that she can propel and states that she does her own transfer and gets herself in and out of bed without assist and the patient states that she has one leg bigger than the other which would be the left versus the right. She has been in a wheelchair for some time. She does not know how long or why.
GI: Denies dyspepsia. She states that she is continent of bowel. However, staff report that she has occasional accidents in adult brief.

GU: She has urinary incontinence with a history of UTIs in remote past.

NEURO: She denies seizure, syncope or vertigo. When I told her she had a diagnosis of dementia, she seem to ignore that. She also is resistant to personal care i.e. showers. The ADON has been able to get her to cooperate with that recently.

SKIN: She denies any rashes, bruising or breakdown.

PSYCHIATRIC: She denies any anxiety or depression.

PHYSICAL EXAMINATION:

GENERAL: Obese female seated in manual wheelchair. She was a bit testy about being seen, but did cooperate.

VITAL SIGNS: Blood pressure 140/70, pulse 80, temperature 98.0, respirations 20, O2 sat 98%, and weight 205 pounds.

HEENT: She has shoulder length gray hair, uncombed. Sclerae are clear. Glasses in place. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: She cooperates with deep inspiration. Lung fields are clear. No cough. Symmetric excursion.

CARDIOVASCULAR: She has a regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

ABDOMEN: Obese and nontender. Unable to palpate for masses or auscultate for bowel sounds.
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MUSCULOSKELETAL: Right knee is the one with severe OA that is a source of pain. She did not want to flex and extend for me. Left knee, she did positive for crepitus. She has thick ankles and calves bilaterally the left greater than the right, but no frank edema. She moves arms in a fairly normal range of motion. She did not observe weightbearing.

NEURO: CN II through XII grossly intact. She is alert. She makes eye contact. Her speech is clear. Orientation is to self and when I asked if she knew at least what state she was in, she states whatever state I tell her she was generally flippant. I believe is a cover up to not remembering. She was blunt. Affect was disinterested and challenging.

SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN:
1. Alzheimer’s dementia. On 05/08/2021, MMSC was 21 and on 05/08/2023, MMSC was 14. I am requesting a current MMSC be done as it has been one year and I believe we will see further decline cognitively.

2. General care. CMP, CBC, and TSH ordered as there is no lab in her chart.

3. Hyperlipidemia. Pending FLP. Goal is to discontinue statin.

4. Depression. Continue on Lexapro 10 mg q.d. may be of benefit to actually increase it to 20 mg and we will write for that.

5. HTN. We will have blood pressure check daily for the next couple of weeks and make adjustments as able on her BP medications.

6. Urinary incontinence. She is on Myrbetriq and in spite of that incontinent, so I will write to use remaining Myrbetriq and discontinue order.

7. Social contact POA Linda Lankister who is a friend.
CPT 99345, direct POA contact 10 minutes and advance care discussion with DNR written 83.17
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
