


INITIAL EVALUATION

RE: Linda Hill
DOB: 03/21/1946
DOS: 10/05/2023
HarborChase AL
CC: New admit.

HPI: A 77-year-old female admitted on 09/27/23. She shares an apartment with her husband who will be seen later. The patient was observed after I got here walking all around the lobby; it seemed purposeless; she would then come and look in the window where I was working and then quickly turn around and walk back and look to see if I was watching her. When I requested to see her, she was excited because she states “I have been waiting out here all day.” She was anxious and kind of all over the map, requiring redirection to just let me tell her what I needed to know about her and that we would go through a history. I started, however, with the MMSE because it was clear to me that the patient just by listening to her had cognitive impairment. It took some effort, but we were able to get through the MMSE. The patient scored 19/30 indicating cognitive impairment mild.

PAST SURGICAL HISTORY: Appendectomy, breast biopsy negative, bilateral carpal tunnel release, cyst excision of left kidney, tonsillectomy and colonoscopy in 2020.

ALLERGIES: NKDA.
MEDICATIONS: Lexapro 20 mg q.d., olmesartan 20 mg q.d., nifedipine 30 mg ER q.d., Toprol 25 mg q.d., vitamin D3 2000 units q.d., MVI q.d., and Os-Cal q.d.
DIET: Regular.

CODE STATUS: She has an advance directive indicating no heroic measures be undertaken, so a DNR form physician certification is signed and placed in chart, so she is DNR.
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SOCIAL HISTORY: The patient is married to her husband James for 55 years; they have two children, a daughter and a son Michael who is now her POA. The patient’s initial designee was husband James M. Hill; however, he has significant medical issues and mild cognitive impairment and unable to fulfill that role. The patient was an elementary teacher, retired after 34 years, as a native of Texas. She met her husband I believe in Texas and came to Oklahoma as he was in the military and assigned to Tinker. She states she thinks she has lived in Oklahoma 16 years. The patient was a cigarette smoker one pack per day for 28.5 years and quit 01/01/1995, and a social alcohol user. The patient’s son lives in the area and her daughter lives in Houston.
FAMILY HISTORY: Her maternal grandmother has dementia. Her mother has dementia and the patient identifies herself as having problems with her memory and hoping that it would have skipped a generation but she states “I don’t think it has.”
Medical information from a PCP visit dated 05/16/2023 outlined a fall on 03/19/2023. The patient tripped getting out of the car, did not see the curb, and it is noted that this was not her first fall with three in the previous 15 months. ER evaluation showed that she had a nasal fracture. Head CT at this time showed cerebral atrophy microangiopathic change, generalized cortical volume loss, and patchy white matter densities.
Stressors: The patient’s husband has a chronic and progressive pulmonary illness (MAC). Both have declining memories. The patient is dependent on her husband and becomes anxious when she does not know where he is.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient tells me she thinks she has lost weight, but does not know how much. A review of the PCP note referred to showed 03/20/2023 the patient weighed 133 pounds and 06/28/2023 128 pounds and she is currently 124.4 pounds.

NEURO: The patient thinks that her memory is not as good as it used to be, but hopes that she does not have what her mother has.
PHYSICAL EXAMINATION:

GENERAL: Petite female who is in constant movement. It is hard for her to sit still, but she is pleasant and cooperative. During the MMSE, she became stressed over not being able to answer questions and I just reassured her that it was okay to say she did not know the answer.

VITAL SIGNS: Blood pressure 140/79. Pulse 73. Temperature 97.2. Respirations 18. Weight 124 pounds. BMI 20.7.

HEENT: She has about shoulder length hair, a bit disheveled. She does not wear makeup. Sclerae clear. Nares patent. Slightly dry oral mucosa.
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NECK: Supple with clear carotids.

CARDIOVASCULAR: She had a regular rate and rhythm without murmur, rub or gallop. PMI was non-displaced.

RESPIRATORY: Normal effort and rate. Her lung fields were clear. No cough. Symmetric excursion.

ABDOMEN: Flat. Nontender. Bowel sounds present.

NEUROLOGIC: CN II through XII grossly intact. She is oriented to person and place and has to reference for date and time. She has clear short-term memory deficits, repeating the same questions. She is apologetic for what she does not know or remember and intermittently would look out to see where her husband was. When she does speak, it is clear, but the content can be tangential.

SKIN: Warm, dry and intact with fair turgor. No breakdown noted.

ASSESSMENT & PLAN:

1. Mild cognitive impairment. MMSE score 19/30, verifying this diagnosis. Greatest deficits were with short-term memory recall indicating short-term memory deficits most prominent.

2. Anxiety. She is on Lexapro, which helps to some extent. I think Zoloft would be a better choice, but initially I am going to go ahead and start with Ativan 0.5 mg b.i.d. Maybe that will help to calm her down and relax her so that she does have to be in constant motion, which her husband – who I saw after – points out that that is one of the things that bothers him so much about hers that she would not sit still. 

3. Code status: The patient has an advance directive requesting no heroic measures, physician certification of DNI and DNR form is signed and I will discuss this with her son who is now her POA and inform him of the same.

4. General care: CMP, CBC and TSH ordered.
5. I spoke to the ED who were to speak with both the patient and her husband, reorienting them to the facility and how they needed to go about asking for help and other issues.

CPT 99345 and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

