


INITIAL EVALUATION

RE: Johnnie Houston
DOB: 04/07/1938

DOS: 05/31/2024
Jefferson’s Garden

CC: Readmit from Geri psych.

HPI: An 86-year-old female seen in her room today after lunch. She was cooperative and verbal, limited information she could give but did talk about having been at another facility and her primary issue was that people would just walk into the room without knocking on the door and did not say who they were so she found that rude. She states that she ate good, slept at night, and they had all these groups and things that she went to but sometimes did not know what the point was. She states that she is glad to be back. Within about 15 minutes, her son Brian Houston came to see her and asked if he could sit in so of course he was just interested in anything that he could learn regarding his mother stay at White Plains Regional Medical Center.

PAST MEDICAL HISTORY: DM II, OSA uses CPAP HTN, CHF, macular degeneration, and depression with urinary bowel incontinence. At the beginning of May, the patient had increasing agitation care resistance and angry outbursts directed to both staff and other residents and she was difficult to redirect. There were UAs done to rule out infectious etiology contributing to this escalation in her hostility and care resistance. Prior to being sent to Great Plains, she did have a UA done on 04/30 that had a subacute Klebsiella pneumonia result and she was treated with appropriate antibiotic. The patient was return to facility on 05/24/24 after approximately two and half weeks at Great Plains in Elk City. There were also some medication changes and those will be reviewed. She has restless leg syndrome.

DIET: Liberal ADA.

CODE STATUS: DNR and activity as tolerated with patient to come to dining room for all meals and up for her activities and as to pain non-drug pain control methods are recommended such as heat and/or ice to the painful area. It is noted that while at Geri Psych she was refusing insulin would intermittently refuse medications and when she did take some she would spit it out at the nurses. There are episodes where she was verbally combative and then became somewhat physically aggressive with the nursing home staff and this occurred during personal care.
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MEDICATIONS: On return are Norvasc 5 mg q.d., ASA 81 mg q.d., buspirone 10 mg one tablet b.i.d., MVI q.d., Nexium 40 mg q.d., Hiprex 1 g b.i.d., Toprol-XL 25 mg q.d., pramipexole 0.5 mg one p.o. b.i.d., Senna one tablet b.i.d., Detrol 2 mg one tablet b.i.d., vitamin C 500 mg q.d., zinc q.d., Depakote 250 mg one tablet b.i.d., insulin glargine 28 units subQ b.i.d. a.c., Eliquis 0.5 mg b.i.d., torsemide 40 mg q.d., trazadone 50 mg h.s. p.r.n., and clonazepam 0.5 mg b.i.d. p.r.n. for agitation.
ALLERGIES: Multiple see chart.
LEGAL GUARDIAN: Elizabeth Smith and unclear of relationship to patient.
PHYSICAL EXAMINATION:

GENERAL: The patient was cooperative to being seen. She was calmer and was participating in conversation the volume of her speech was lower but generally appropriate in her interaction and affect subdued.
VITAL SIGNS: Blood pressure 120/70. Pulse 78. Temperature 97.2. Respirations 16. Weight was 158 pounds on 04/15/2024 patient weighed at 160.8 pounds so she has lost about 1.2 pounds.

HEENT: Her hair was combed. Sclerae clear. Slightly dry oral mucosa.

MUSCULOSKELETAL: She was ambulating with her walker was slow but steady and upright and no lower extremity edema. Moved arms in a normal range of motion.

CARDIAC: The patient has a regular rate and rhythm and a right second ICS murmur progresses throughout the precordium. No rub or gallop noted.

RESPIRATORY: Normal effort and rate. Lungs fields are clear. She had no cough and symmetric excursion.

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

NEURO: Orientation x2. She has to reference for date and time. Made eye contact when speaking or being spoken to. Affect generally blunted and was limited in information she could recall or give.

LABS: Included B12 level at 498 well within normal at midrange, folate greater than 22.3 with 22.3 being high end of normal, lipid profile showed a TCHOL of 137, triglycerides elevated at 255, LDL 44, HDL 42, T-protein well within normal at 7.4, liver enzymes WNL with the exception of alkaline phosphatase elevated at 137, and UA obtained on 05/04 and negative at 48 hours so no UTI found.

ASSESSMENT & PLAN:

1. Post Geri psych stay at Great Plains Regional Medical Center in Elk City. The patient returns on Depakote, which is new and of benefit so will continue with this.

2. Pain management. The patient has Tylenol 650 mg ER q.6h p.r.n. and she had not previously had any narcotic pain medication.

Johnnie Houston

Page 3
3. HTN. Continue on metoprolol ER and will see with daily BP monitoring whether there is a need to adjust medications.

4. Renal insufficiency. Creatinine is 1.40 so mildly elevated.

5. DM II. The patient had an hemoglobin A1c on 05/04 and it was elevated at 12.3 will do a followup A1c three months from 05/04 and again prior to going patient was refusing all insulin and so it is not necessarily inexplicable why that her A1c is 12.3. Request for a Freestyle Libre to censor kid had been requested in early April and on 04/17/24 letter was received from TRICARE denying coverage for this device. Then goes on to explain the scenarios where it is denied and she falls into those categories. I will review that with her next visit and she was asked about it today and I had not had this information.

6. Social. Spoke with son answered questions and just gave him reassurance to let his mother settle in now that she is back and will just go from there.

CPT 99345 and direct POA contact with questions 45 minutes

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

