


INITIAL EVALUATION
RE: Bonnie Mitchell
DOB: 12/26/1928
DOS: 03/28/2023
Jefferson’s Garden
CC: Assume care.

HPI: A 94-year-old female in resident since 10/13/22. She has a baseline of dementia and recent fracture of left hip. Prior to meeting the patient, I was contacted 03/16/23 regarding change in behavior and increased confusion. So UA with C&S was done and returned positive for E. coli UTI. She was treated with nitrofurantoin 100 mg b.i.d. x5 days with treatment completed on 03/23/23. The patient was seen in her room. She was quite verbal, talking about her husband and only child a daughter both who have recently passed away. While she was cooperative, memory deficits were evident for both long and short-term memory.
PAST MEDICAL HISTORY: Vascular dementia moderate per MMSC score of 19, bilateral carotid artery occlusion, HTN, osteoporosis, and history of breast CA.

PAST SURGICAL HISTORY: TAH, right breast lumpectomy secondary to CA status post RTX.

MEDICATIONS: MiraLax q.d., Os-Cal two tablets q.d., Flovent MDI q.d., Singulair 10 mg q.d., Protonix 40 mg q.d., tamoxifen 20 mg q.d., Synthroid 125 mcg q.d., oxycodone IR 5 mg q.8h. p.r.n.

ALLERGIES: KEFLEX, TETRACYCLINE and PSC.

DIET: Regular.

CODE STATUS: The patient has an advanced directive indicating no heroic measures and to that extent physician certification DNR will be signed.

SOCIAL HISTORY: The patient was married. Husband passed. She cannot give me how long ago and her daughter died at the age of 63 again cannot give me a timeframe or cause of death. She was a homemaker and also worked as a clerk for TGNY and she brings up that. She was one of seven children and is the last surviving. She has four nephews who are very helpful and involved in her care. Phil Horn is her POA.
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REVIEW OF SYSTEMS:
CONSTITUTIONAL: She is not aware of what her baseline weight has been and does not know if she has lost or gained weight since admission.

HEENT: She wears reading glasses. She has dentures. She is very hard of hearing and does not have hearing aids.
CARDIAC: Denies chest pain or palpitations and then cardiac history as above HTN, carotid artery occlusion.

RESPIRATORY: No cough expectoration or SOB.

GI: She has a fair appetite. No difficulty chewing or swallowing. No dyspepsia. She is continent of bowel.

GU: Continent of urine and recent UTI. She does have urine leakage and wears a pad and unsure of previous UTIs.

MUSCULOSKELETAL: She ambulates with the walker. She denies falls either since admit or prior to.

NEURO: Memory deficits and she acknowledges some things that she does not remember, but seems unaware of the depth of her memory deficits.

PSYCHIATRIC: There is some delusion and paranoia. She told me that she keeps her door locked all the time because there are men that come in and she was warned by staff to make sure she keeps her door locked because of that and that she has in walking down the hall overheard a man here saying to someone else that there is another woman here for us and she is stated they were talking about her. I did not bring up the fact that she could not really hear me sitting across from her. So I am not sure how she overheard a conversation. Her perseveration on her husband and daughter, I listened to her and the more she talked about it, the more upset she became. So I had to redirect that.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female, cooperative.
VITAL SIGNS: Blood pressure 120/60, pulse 73, temperature 98.7, respirations 18, O2 sat 98%, and weight 117.2 pounds with a BMI of 19.5.
HEENT; Her hair is groomed. Her conjunctivae clear. She did not have corrective lenses in place. Nares patent. Slightly dry oral mucosa. She has dentures that fit securely.

NECK: Supple. Carotids difficult to auscultate. No LAD.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

CARDIOVASCULAR: She had an occasional irregular beat. No murmur, rub, or gallop.

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

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She goes from sit to stand and vice versa using either the chair or the walker for assist and then she ambulates steadily at a pace that is comfortable for her. No lower extremity edema.
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NEURO: CN II through XII grossly intact. She is oriented x2. She is verbal. Her speech is clear. She goes off tangentially, perseverates on daughter and husband both deceased and she is aware of that. She requires redirection. She is very hard of hearing and that definitely affects communication.

SKIN: Thin and dry. Decreased integrity. No breakdown or bruising noted.

PSYCHIATRIC: Delusional with paranoia regarding men in particular who are after her or who come into her room, but now, she in her words locks the door and then she puts furniture in front of the door so that she will hear anyone entering. There was no reasoning with her when trying to get her to look at things differently and that maybe she did not quite hear what she thought she had and then became agitated with me that I was changing her words.

ASSESSMENT & PLAN:
1. Moderately advanced vascular dementia. The patient remains ambulatory, able to feed self, fairly independent in 4/6 ADLs. We will continue to monitor and see the areas that she needs assistance.

2. Paranoia with delusions. She is convinced of the things as mentioned above and so to that extent Haldol 0.25 mg one-half tablet q.a.m. and a whole tablet at 5 p.m. We will monitor off or benefit watching sedation and hopefully this will address those issues.
3. Gait instability. She is receiving PT through HH and so I encouraged that continue and again she does walk at a slower pace stating that she feels best going slow.

4. Recent UTI that was treated and we will hopefully get more information from POA tomorrow.

5. Hyperlipidemia and FLP was done and all values are well below target range and she is not on a statin. 
6. Hypothyroid. Her thyroid studies are WNL. Continue on current dose of Synthroid 125 mcg q.d. 
7. Anemia. H&H are 10.4 and 32.1 with normal indices. No intervention required.

8. Renal insufficiency, mild. Creatinine is 1.03 with a normal BUN.

9. Hypoalbuminemia. Albumin is 3.4 with T protein 6.5 WNL. The patient apparently has Ensure, but it is unclear if it is being put in front of her to drink. So I am going to write that she should have at least one can q.d. 
10. Social. We will try to speak with David Horn, POA.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
