


ASSUME CARE NOTE

RE: Myrna Hicks
DOB: 11/25/1938
DOS: 08/09/2024
Featherstone AL

CC: Assume care secondary to transfer.

HPI: An 85-year-old female who was seen in room with her son/POA Larry Hicks. Prior to seeing the patient, Mr. Hicks came out of the room and assumed I was her physician and had several things he wanted to go over with me prior to her being seen. One concern was medication review and to discontinue unnecessary medications. He feels that she is on excess number of medications. He informs me he sets her medicine aside into a pillbox and she then administers. She received a medication self-administration evaluation on 09/18/24 and on all questions 1 through 18 she was unable to perform, indicating unable to self administer medications. Another concern was the frequency of UTIs. On 10/03/24, UA specimen obtained and returned positive for Klebsiella UTI same day and she still has at the time being seen one day left of oral ABX treatment. Speaking with son, it is clear that he is very dedicated to her mother and her care. It is also evident that he is in denial about her senile frailty and cognitive impairment issues. I was able to speak to him to some extent and he got to witness her memory deficits by my asking questions regarding her history, both medical and otherwise.

PAST MEDICAL HISTORY: Dysphagia to both food and fluids, COPD, atrial fibrillation, HTN, lower extremity edema, and moderate dementia with clear progression.

PAST SURGICAL HISTORY: Left mastectomy secondary to CA, TAH, ventral hernia repair, cholecystectomy, laparotomy for adhesion removal, bilateral cataract extraction, and appendectomy.

MEDICATIONS: Lipitor 10 mg h.s., Estradiol cream 0.1 mg applied to the external vaginal tissue MWF, Flonase nasal spray one puff b.i.d., Gemtesa 75 mg h.s., probiotic q.d., nitrofurantoin 50 mg h.s. UTI prophylaxis, primidone 50 mg h.s., trazodone 25 mg h.s., TCM cream to affected areas b.i.d., Azo cranberry one tablet q.d., Os-Cal one q.d., diltiazem ER 300 mg q.d., Cymbalta 30 mg q.a.m., Lasix 20 mg q.d. guanfacine tablets 1 mg q.d., losartan 100 mg q.d., FeroSul one tablet q.o.d., Protonix 40 mg q.d., KCl 10 mEq q.d., Imodium 2 mg one tablet q.o.d., Salonpas patch to right shoulder q.a.m. and off h.s., and multiple p.r.n. medications.
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ALLERGIES: CODEINE, MORPHINE, ALBUTEROL, and ATROVENT.

SOCIAL HISTORY: The patient is a widow for 26 years. She has two sons; Larry is her POA. She has a 30-pack-year smoking history, none since 1989. Prior to move here, she was in another AL since February 2020 and she retired from the state working as chief employment security officer.

FAMILY HISTORY: No history of dementia in any blood relative. Mother died at 84 of CVA. Her father died in his 40s from appendix rupture. She has two siblings who died in their 60s of different cancers.

CODE STATUS: Going in full code.

REVIEW OF SYSTEMS:

HEENT: She wears corrective lenses. Mild hearing deficits, but she will repeat question. Native dentition in fair to poor repair.

RESPIRATORY: Occasional SOB with exertion and frequent URIs, none since here. No use of O2.

CARDIAC: History of HTN and atrial fibrillation, compliant with care in that regard. No chest pain or palpitations since admit.

MUSCULOSKELETAL: She is right-hand dominant. She had a fall six years ago. She broke her right shoulder. Conservative healing measures taken and states it is not fully back to normal, but she can get by.

GU: The patient has incontinence of bladder and has been on h.s. UTI prophylaxis prior to the most recent UTI. Bowel – she does have bowel incontinence. Denies any perianal or rectal pain.

NEURO: Diagnosis of dementia which son stated that she did not have the diagnosis and is not aware who made it and I explained to him that there was evidence to support it. The patient reports a good appetite, sleeping through the night, states any pain she might have is well managed, and she is fine with being here.
PHYSICAL EXAMINATION:

GENERAL: Petite elderly female, seated upright in living room watching television. She was cooperative, but really wanted to just watch TV.

VITAL SIGNS: Blood pressure 105/75, pulse 89, temperature 97.1, respirations 17, and we will obtain weight now.

HEENT: Hair is groomed. Sclerae clear. Glasses in place. Nares patent. Moist oral mucosa. Native dentition in fair repair.
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RESPIRATORY: Occasional smoker’s cough. Denies SOB with activity. No O2 use in general.
CARDIAC: Denies chest pain or palpitations.

MUSCULOSKELETAL: Right-hand dominant with a right shoulder fracture six years ago with decreased grip strength in that hand. She occasionally acquires feed assist. She acknowledges having edema in her legs. The patient had a fall that was reported three years ago. She fractured her left hip with subsequent replacement. She fractured her left ankle, right finger and injured her right shoulder. 
GI: She denies difficulty chewing or swallowing. No dyspepsia or bowel incontinence. She does were adult briefs.

She can weight bear for transfer assist. She is in a manual wheelchair that she is transported in. Occasionally, she will propel herself, but only for short distance and does have arthralgias for which she received Voltaren gel.

NEURO: Unclear when she received dementia diagnosis, but pointed out to him the things that I note that son also acknowledged that she has clear short-term and long-term memory deficits. 
ASSESSMENT & PLAN:
1. She has been checked and she does not always have UTI. It is thought that she has atrophic vaginal tissue and was prescribed Estradiol which she thinks is helping.
2. Hypertension/atrial fibrillation. Both heart rate and BP appear to be adequately controlled. We will do daily checks.
3. Insomnia *__________*
DICTATION ENDS ABRUPTLY
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
