


INITIAL EVALUATION

RE: Joann Hanna
DOB: 01/25/1936

DOS: 01/09/2024
Rivermont AL

CC: New patient.

HPI: An 87-year-old female who shares an apartment with her husband they both moved in on 12/27 moving to Norman from their longtime home in Kentucky. There are notes in patient’s chart from her previous PCP as well as cardiologist to include labs from approximately three months ago. The patient is diagnosed as having mild dementia and MMSE done approximately three months ago was 20/30. Her admit MMSE here is 12/20 going from mild to moderately advanced. Since her admit, the patient is noted to be appropriately dressed for the day, comes out for meals, is quiet but pleasant and in the evening readies herself for bed that her husband is a constant in helping her go about all of her ADLs. He identified when I did his H&P yesterday as being her caretaker that there has become a dependency on him for anything that she needs to do. The patient was quiet but appeared attentive when I was speaking with her and reviewing her medical history as it came from her private and previous physicians.

PAST MEDICAL HISTORY: Dementia, had Aricept discontinued recently and initiated Namenda, GERD, chronic allergic rhinitis, hypothyroid, hypertension, osteopenia, history of UTIs with estradiol vaginal cream started to help prevent that, history of edema nonspecific with high-dose Lasix given, hyperlipidemia, and hypothyroid. The patient had an acute pulmonary emboli in 2021 but was never diagnosed with an obvious DVT. She continues on Eliquis 2.5 mg b.i.d. and she and husband felt that she was going to be have to be on anticoagulation the rest of her life however I showed them information in her records that were written about two to three months ago that her cardiologist had reviewed newer guidelines and he felt that she no longer needed the Eliquis but an ASA daily would suffice for anticoagulation.

PAST SURGICAL HISTORY: Lumpectomy of left breast in 2012 and then lumpectomy a right breast in 2020 neither case required RTX or chemo, left knee replacement 2014, hysterectomy 2014, cataract surgery 2007, bilateral ear surgery for a vision at the stapes in 2020 and 2017, ovary removal, and tonsillectomy remote.

ALLERGIES: NITROFURANTOIN, which leads to a rash.
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DIET: Regular with thin liquids.

CODE STATUS: Full code.

FAMILY HISTORY: Father died as a result of heart disease. Her mother had Alzheimer’s disease and died at the age of 91.

SOCIAL HISTORY: She is married for 66 years. She and her husband have two children a son who lives in Norman and a daughter who lives in Texas and both share co-POA responsibility. The patient graduated from college with degree in education and she was a primary teacher all of her career. She is a nonsmoker and nondrinker.

MEDICATIONS: ASA 81 mg q.d., esomeprazole 40 mg q.d., estradiol cream 0.01% apply pea-sized external vaginal area q.d. p.r.n., Flonase nasal spray q.d. p.r.n., Lasix 40 mg b.i.d. Monday through Friday and 40 mg q.d. Saturday and Sunday, Klor-Con 20 mEq b.i.d. Monday through Friday and q.d. Saturday and Sunday, Claritin 10 mg q.d., Namenda 5 mg q.d., metoprolol 25 mg q.d., MVI q.d., Zocor 10 mg h.s., and Synthroid 88 mcg q.d., and D3 1000 IU q.d.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Denies fevers or chills. Baseline weight is 165 to 170 pounds.

HEENT: She wears glasses. She has a right ear hearing aid. Native dentition. No difficulty chewing or swallowing.

CARDIAC: She denies chest pain or palpitations.

RESPIRATORY: No cough, expectoration or SOB.

GI: She is continent of bowel. No significant constipation.

GU: She has had UTIs in the past. She has urinary leakage, toilet self, and wears adult briefs.

MUSCULOSKELETAL: She ambulates with the use of a rolling walker. She does have a history of falls. Husband states that in the last six weeks she has had at least three.

NEURO: Memory deficits that she acknowledges but then does not talk further about them. No history of seizure, syncope, or vertigo.

PSYCHIATRIC: No history of depression or anxiety. She has a good sleep pattern, falls asleep, stays asleep, and wakes up feeling better in the morning.

PHYSICAL EXAMINATION:
GENERAL: The patient is seated quietly. She is well developed and nourished, and well groomed.
VITAL SIGNS: Blood pressure 105/73. Pulse 79. Respirations 18. O2 saturation 94%.
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HEENT: She has full thickness hair, which is combed. Sclerae clear. Corrective lenses in place. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple with clear carotids.

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

RESPIRATORY: She has a normal effort and rate. Lung fields are clear. Symmetric excursion with decreased bibasilar breath sounds. No cough.

ABDOMEN: Slightly protuberant, nontender, and hypoactive bowel sounds. No masses.

MUSCULOSKELETAL: Intact radial pulses.

LOWER EXTREMITIES: She does have thickened calves it appeared edematous because the tops of her socks were very tight. They were adjusted with cutting a little bit and appeared more relaxed. She has generalized decreased muscle mass and motor strength. She is weightbearing and able to use her rolling walker however it appears distance can be limited. She has a walker that she can sit on but has not figured out how to do that and propel herself. Moves arms in a normal range of motion.

SKIN: Overall is warm, dry, and intact. No evidence of bruising or skin tears.

NEURO: CN II through XII grossly intact. Orientation is x2. Short-term memory deficits evident as are long term but to a lesser extent. She attempted to give information that was correct on a few occasions. She defers to her husband. She smiles and affect is generally very polite. She did not ask questions and stated that she understood what was said.

PSYCHIATRIC: She has been a pastor’s wife for 66 years and I told her that she is allowed to have feelings and express them and that hopefully with time in a new environment she will be freer to just ask questions and make her needs known and I encourage that she try that.

ASSESSMENT & PLAN:
1. Moderate dementia. There are no behavioral issues. We will see how the patient figures out how to navigate the environment and whether she will speak on her own behalf or become dependent on her husband. I did encourage her to try to separate and ask for things on her own and reminded her husband that he was here as her spouse not her caretaker and to call staff when they needed something. I am also discontinuing Aricept, which arrived on her medication list and she will continue on Namenda.

2. History of PE with unspecified DVT per note in the patient’s chart from cardiologist. We will discontinue Eliquis and continue with ASA 81 mg q.d.

3. Gait instability. I offered the patient physical therapy to help her get acclimated to the rolling walker and how to use it to propel herself and navigating the different surfaces in this facility, but she defers doing that states that she is okay so will see if she gets around.

4. Hypothyroid. Her last TSH was elevated at 5.71 there appears to have been an adjustment in her Synthroid, but there has not been a followup lab so that will be checked.
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5. Hyperlipidemia. FLP recently done was well within normal and she will remain on statin.

6.  Hypertension. We will have BP checks daily for the next couple of weeks and make any adjustments needed.

7. Social. Reviewed everything with her and her husband who also helped give information neither had questions he was appreciative of the help and encouragement.

ADDENDUM: A CXR from 12/15/23 showed chronic bilateral bronchial wall thickening, cardiac silhouette unremarkable with diagnosis of emphysema with chronic bronchitis. No focal consolidation.

CPT 99345 and direct POA contact 30 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

