


INITIAL EVALUATION

RE: Linda McCart
DOB: 02/15/1951

DOS: 01/17/2024
Rivendell AL

CC: New admit.

HPI: A 72-year-old female in residence since 01/08, seen today for the first time. She was in her apartment, which is still sparsely furnished. She was quiet, appeared to be tentative; then, once she started talking, she focused on depression, anxiety, and just how this is not what she planned for this time in her life. She has a history of anxiety and depression and states that that has been the most difficult thing for her to deal with recently. The patient also recently had a CVA for which she was hospitalized and then sent to SNF at Bellevue, admitted there on 02/06 and from that time until admission here received SNF. The patient is able to give information though it does take some time. The patient states mid-October she began to have increased leg pain bilateral and walked independently, but then began to have falls, so a walker was used. In October, again as the leg pain continued, she buckled and fell, was taken to the ER, given pain medications; she does not know what they were that did not work and, two weeks later, the same incident occurred, increased leg pain with a fall and an ER visit, that time she was admitted to the hospital, had an MRI that showed a series of TIAs. She was hospitalized for three nights at INTEGRIS Northwest OKC and then sent to Bellevue.

PAST SURGICAL HISTORY: Bilateral cataract extraction, retinal detachment surgery, right foot fracture and right hand fracture both surgically repaired, melanoma excision from both forearms, and lipoma removal from her right leg.

MEDICATIONS: Eliquis 5 mg q.12h., Lipitor 40 mg h.s., BuSpar 5 mg b.i.d., Lexapro 10 mg q.d., gabapentin 100 mg t.i.d., latanoprost eye drops OU h.s., lidocaine patch to lower back q.d., omeprazole 40 mg q.d., Rhopressa eye drops OU q.p.m., Tylenol 650 mg b.i.d., Vistaril 25 mg q.12h. p.r.n., Voltaren gel to her back b.i.d., and Ambien 5 mg h.s.

ALLERGIES: NKDA.

DIET: Regular NAS.

CODE STATUS: Full code.
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CARDIOLOGIST: The patient’s longtime cardiologist here in OKC is Dr. Terrie Gibson at INTEGRIS.

FAMILY HISTORY: She has a sister, niece, and nephew. Her parents and a brother are all deceased. She has social ETOH use and nonsmoker. Her father died of an MI. Her mother had developed dementia from which she died at the age of 78.

SOCIAL HISTORY: The patient has never married. She has no kids. She has a law degree from Southwestern. She works in public policy specifically healthcare. She was a lead member of the welfare reform campaign under President Clinton. She is a nonsmoker, social alcohol use, and she routinely has used a sleep aid. The patient retired in 2021.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight is 106 to 108 pounds and that is recently since things have been going on for the last three to four months.

HEENT: She wears glasses. Hearing is adequate. Native dentition.

RESPIRATORY: No cough expectoration or SOB.

GI: No difficulty chewing or swallowing. No dyspepsia. Continent of bowel.

GU: Continent of urine. Occasional leaking, but not frequent.

MUSCULOSKELETAL: Baseline was independent ambulation until this CVA in October and her gait is such that she is safest with a walker for right now. She states pain is adequately controlled with current medications. She denies any rashes, bruising, or breakdown.

PSYCH: She does acknowledge anxiety; it is kind of the unknown of her future given the change in her baseline health.

PHYSICAL EXAMINATION:

GENERAL: Thin female who appears a bit disheveled and anxious.
VITAL SIGNS: Blood pressure 127/82. Pulse 60. Temperature 97.0. Weight 108 pounds.

HEENT: Her hair is short and must. Sclera clear. She is wearing glasses. Nares patent. Hearing is good. She does not wear hearing aids. Native dentition in fair repair. Moist oral mucosa.

NECK: Supple.

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

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

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

SKIN: There is decreased turgor. She has scattered senile skin changes and well-healed old scars from skin excision.
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MUSCULOSKELETAL: She ambulated slowly and intentionally with a walker. No difficulty going from sit to stand and vice versa. No lower extremity edema. She moves her arms and legs when seated in normal range of motion and has good neck and truncal stability. Palpation to her calf muscles is where she has discomfort that has gotten better with treatment.

NEURO: CN II through XII grossly intact. She makes eye contact. Initially, she is a bit apprehensive, but warms up and is more engaging, but the focus is on her anxiety and fear about her independence. She is alert and oriented x3. Clear coherent speech, can give information and certainly understands given information.

ASSESSMENT & PLAN:

1. Post MCA CVA with residual deficits of changing memory, gait instability, mild expressive aphasia, and mild dysphagia. The patient will receive PT to help with continued strengthening and improving mobility. She would like to be able at some point to ambulate without a walker, even if she had to use a cane that would be an improvement, just told her we will take it a step at a time.

2. Anxiety disorder. She states BuSpar does help. She wants to continue with it at the current dose and I told her that if her anxiety becomes refractory that we can always increase the dose.

3. Major depressive disorder. She has had benefit with Lexapro; it is at low dose 10 mg and there is room for increasing if needed.

4. Neuropathic pain. This is all new post CVA. It is decreased with the gabapentin and Tylenol does help. We discussed the possibility of stronger pain relief if needed. She is aware it is there, but she wants to just see what she can do with.

5. Insomnia. The patient has used Ambien for years with benefit and no negative side effects, so it is ordered and she is using it.

6. General care. CMP, CBC, and TSH ordered for baseline lab and we will contact her POA/sister Betty and just let her know I have seen the patient and if she has any questions or concerns I can address them then.
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Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

