


INITIAL EVALUATION
RE: Betty Duncan
DOB: 11/21/1925
DOS: 08/05/2024
Jefferson’s Garden AL
CC: New admission.
HPI: A 98-year-old female in residence since 05/22/2024. This is my first visit with her. Daughter has chosen to have in-house physician i.e., me, follow her. The patient’s room is directly across from where I sit to do work and I saw her repeatedly leaving her room, coming back and a few minutes later leaving again. Staff tell me that it is a pattern that she will come out, walk to one end of the building, turn around and go back in her room and then do it again. It occurs in the morning, in the afternoon and in the evening. She has been difficult to redirect, becomes agitated when staff are trying to get her to sit down or cooperate with doing something she does not want to do. A UA with C&S was obtained last week, results are not available. I had observed the patient out in the dining room, she was sitting at a table with another resident, she did not make eye contact with anyone, ate and then got up and went back to her room where she stayed. When I went into see her, she wanted to know who I was and what my affiliation with this place is, so I gave her all that information and then five minutes later another way of asking the exact same question, she was somewhat interrogating me and wanted to know why she has not seen me before and, when I did talk, she looked at me very suspiciously and would ask me to repeat what I had said. The patient was not able to give information and I ended up calling her daughter/POA Launa Ashby and was able to get medical information from her. Her daughter brought up the UA that had been obtained and I think wants to believe that a UTI is the reason for the behavior that is seen here as well as the place she lived prior to here.
PAST MEDICAL HISTORY: Dementia unspecified; MMSE score 23 consistent with mild cognitive impairment diagnosis, BPSD in the form of care resistance, easily agitated and wandering.
PAST SURGICAL HISTORY: Breast cancer with lumpectomy followed by radiation therapy in 1985, TAH and bilateral cataract extraction.
MEDICATIONS: The patient is on no medications.
ALLERGIES: SULFA.
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DIET: Regular.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient is widowed. She lived at the Statesman Independent Living for eight years prior to coming here. She was asked to leave due to behavioral issues. She was verbally aggressive and would make threatening comments to others when she was upset. The administrator subsequently call daughters stating that the patient was wearing the same clothes day after day, became hostile when they suggested that she change and the patient had forgot how to do laundry and care of her apartment had declined. The patient has two daughters and they share co-POA responsibility. The patient was a stenographer professionally. A non-smoker, nondrinker.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight fluctuates between 135 and 140 pounds.
HEENT: She wears reading glasses. She has native dentition. Hearing is adequate without hearing aids.
CARDIAC: Denies chest pain or palpitations.

RESPIRATORY: Denies cough or shortness of breath.

GU: Did not like that I asked about continence, told me that she has no problems in that area and I asked if she worn an adult brief or regular underwear and she said regular underwear. When I spoke with her daughter Launa, she told me that she has purchased adult briefs, panty liners and regular underwear for her and she states that on a recent visit, she found panty liners in the refrigerator and it does not appear that any have been used, but there was evidence of soiled underwear.
GI: When asked if there is difficulty chewing or swallowing, the patient gave me an annoyed look and when I asked about continence of bowel, she really did not like that and she said that was a ridiculous question.

MUSCULOSKELETAL: She has a walker. She uses a walker. Denies recent falls and denies muscle or joint pain. This evening, however, I saw her walking back and forth from her room independently and she was encouraged to come back out with her walker, has not fallen since admission. Daughter states that it has been about two years since her last fall.

NEUROLOGIC: Daughter acknowledges the cognitive impairment. We did not get around to whether she has been formally diagnosed or evaluated by a neurologist, that will be addressed when I see her or talk to her tomorrow. Daughter states that she has called her mother frequently to check on her in the evenings and has found that she is already in bed by 6:30 or 7:00 o’clock and I told her that that is not unusual especially given the patient’s age and she states that she has come to visit her during the daytime and found her mother in her pajamas in her room.
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Staff reported that she had come out for lunch and had street clothes on, but would go back to her room and put her pajamas on. Daughter reports mother calling her frequently crying and agitated not understanding where she is or why she is here and what is going to can happen. The patient’s affect is stern. She gives a piercing look. Her speech is clear and she sounds adamant about what she is saying. Her orientation is to self and was not sure where she is. I reoriented her and she told me that there was no point saying all of those things to her and then when I asked her if she knew what state we were in, she wanted to just get onto something else.

PHYSICAL EXAMINATION:
HEENT: EOMI. PERLA. She did not wear corrective lenses or hearing aids and hearing appeared adequate. Nares patent. Slightly dry oral mucosa.
NECK: Supple. No LAD. Clear carotids.

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

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

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

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. I had observed her walking, which was steady and upright. She was walking with her walker most of the time and then later this evening when she was going back and forth from her room to the other end of the building, she was walking independently.
SKIN: Warm, dry, and intact with slightly decreased turgor. No bruising or breakdown noted.

PSYCHIATRIC: She just appears quiet, but present agitation that manifests itself in just walking back and forth and anything interrupts her is further annoyance and she gives a piercing look. She is difficult at best to redirect, appears guarded or suspicious of my asking questions and then was not able to give information; she simply did not recall things.
SOCIAL: I spoke with her daughter at length about my time with the patient, what I saw and daughter wants the UA that was done to know what the results are, believing that if it is positive that that is why we are seeing the behaviors we are seeing and this is after she had told me about the calls that she had gotten from the Statesman with her mother’s agitation wearing same clothes, etc., so there is still denial on the daughter’s part. She requested that I contact her again to go over the lab work and any changes in the patient’s plan of care. So, the following was reviewed with daughter.
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ASSESSMENT & PLAN:
1. Unspecified dementia with behavioral issues of care resistance and easily agitated. Depakote 125 mg q.a.m. routine and Haldol 0.25 mg at 4 p.m. for sundowning and we will likely need to increase that dose, but as she is naïve to medications in general, we will watch for any sedation or alteration of her baseline cognition and p.r.n. Ativan 0.25 mg b.i.d. p.r.n. for anxiety or difficulty falling asleep, which although I do not believe that has been an issue at this point.
2. Baseline lab needed; CMP, CBC and TSH ordered.
3. Social conversation with daughter 20 minutes.
4. Advance care planning. We will address DNR with daughter tomorrow, 08/06/2024.
CPT 99345 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

