


ASSUME CARE NOTE
RE: Geneva Brooksher
DOB: 10/26/1928
DOS: 07/16/2024
Featherstone AL
CC: Assume care and met with daughter.

HPI: A 95-year-old patient seen in her room. She was well groomed sitting up in her rocking chair. She was quiet and polite. Daughter informed me she is very hard of hearing, so I had to talk loud to which she would respond. Daughter/POA Gail Tobey was present and had been waiting for me to see her mother. Ms. Tobey states that her mother’s memory was declining prior to admission here on 05/17/2021, but states that recently it appears to have gotten worse. I talked to her about the diagnosis of dementia 95 years old and it has been three years, so progression is going to happen and it appearing worse is not unusual. She did have questions that she asked appropriately, one of them was code status and having her mother DNR. We also reviewed medications and there are some that she thinks her mother does not take and need to be discontinued. 
PAST MEDICAL HISTORY: Unspecified dementia with recent progression, GERD, major depressive disorder unspecified, polyarthritis, atherosclerotic heart disease, lumbar spondylosis, generalized muscle weakness, and bladder prolapse.

PAST SURGICAL HISTORY: Cholecystectomy, appendectomy, TAH and bladder suspension with daughter stating she now has again bladder prolapse.

MEDICATIONS: Magnesium 250 mg q.d., ranolazine 500 mg q.12h., propranolol 80 mg one p.o. q.d., ASA 81 mg q.d., Colace 100 mg t.i.d., omeprazole 40 mg q.d., D3 50 mcg q.d., Lipitor 20 mg which will be discontinued and HCTZ will be discontinued, Flomax q.d., Tylenol 650 mg to be scheduled a.m. and h.s., DuoNeb will be discontinued, Aspercreme patch discontinued, Zoloft 25 mg q.d., Vistaril 25 mg q.12h., and discontinued loratadine.
ALLERGIES: NKDA.
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SOCIAL HISTORY: The patient has been widowed approximately 20 years after 52 years of marriage. She was a homemaker, but also worked in her local post office and café which daughter gave that information and the patient said she did not remember any of that. The patient has been in residence here three years and her daughter Gail Tobey is her POA.

CODE STATUS: Code status has been full code will be DNR.

DIET: Regular.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: She is gradually continuing to lose weight. Her last documented weight per daughter is 113 pounds. I do not have that with any of that available to me.

HEENT: She wears glasses. Sclerae are clear. Moist oral mucosa. She has upper partial dentures on the bottom. Occasional difficulty chewing. The patient has occasional esophageal spasm for what she has been sent to the ER and she had a GI evaluation that showed that it was non-cardiac, but esophageal spasm. She was treated with sublingual Nitro which has been effective and daughter request to have that available here, so order will be written. The patient has constipation most recently. She does not know when she had her last bowel movement. Daughter asked if she could bring prunes or prune juice for the patient and I told her that that would be good, but I would also add something to help and she is in agreement. The patient toilets for BMs. She does have urinary leakage, but wears a brief or pad.

EXTREMITIES: Lower extremities: Daughter relates that the patient used to have lower extremity edema to the point that she would get blistering on her legs and it was most recent as of three to four months ago and not evident now. The patient occasionally will stand with assist and use her walker. For distance, she requires a wheelchair that is transported. She can propel it for short distance. The patient’s last fall was in June. The patient was taken to the ER, determined to have some level of dehydration and poor nutrition. She was hospitalized three days then went to SNF for 20 days and that is what daughter noted an increase in her cognitive impairment. The patient went to the ER on 07/15/24 as she had not voided for four hours that the daughter was aware of. So, she took her to the ER before she had a Foley placed with an output of 400 cc. UA was done and determined negative for UTI.

PHYSICAL EXAMINATION:

GENERAL: Petite elderly female seated quietly and well groomed, pleasant, and cooperative.
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VITAL SIGNS: Blood pressure 137/73, pulse 79, temperature 96.9, and respirations 15.

HEENT: Hair is well groomed. Sclerae are clear. Glasses in place. Nares patent. Moist oral mucosa. EOMI. PERLA.
NECK: Supple. She did have some makeup on.

RESPIRATORY: She has a normal effort and rate. Lung fields are clear. Symmetric excursion. Decreased bibasilar breath sounds secondary to effort. 

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

ABDOMEN: Scaphoid. Hypoactive bowel sounds. No distinction or tenderness.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She infrequently moved a hand, but did not observe weightbearing or gait. She has no lower extremity edema. I did not observe weightbearing.
NEURO: CN II through XII grossly intact. Evident dementia. She is alert and oriented to person and Oklahoma. She is generally quiet. She cannot give much information. The patient was quiet. She made eye contact when spoken to. She spoke a few times. Her voice was low, but contents in context. She did ask a couple of questions that were appropriate.

SKIN: Thin, dry, but intact and decreased turgor.
ASSESSMENT & PLAN:
1. Medication review. There were medications that the patient wanted discontinued such as Lipitor, DuoNeb, and Aspercreme patch. Those were discontinued and HCTZ was changed to p.r.n. for lower extremity edema only.

2. Dementia with sundowning. Vistaril 25 mg is to be given at 3 p.m. Daughter noted that about 3 to 4 o’clock, she started getting more confused and agitated. 
3. Advance care planning, DNR form is completed per daughter’s request and placed in chart.

4. History of “chest pain.” Daughter states this has been worked out and the patient does not have chest pain that needs to be addressed, but rather esophageal spasm and SL nitroglycerin has been effective in stopping that and preventing an ER visit, so order is written for that.

5. Constipation. I have written for MiraLax p.o. q.a.m. and MOM 30 cc MWF and can adjust that as needed.

6. CMP, CBC and TSH for baseline lab ordered.
CPT 99345, advance care planning 83.17, and met with POA 40 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
