


INITIAL EVALUATION
RE: Edda Hurst
DOB: 09/08/1940
DOS: 01/31/2024
Rivermont MC
CC: New admit.

HPI: An 83-year-old female in residence sense 01/11/24. Her admission got off to a rocky start. The patient was living in Arkansas and she had a sister who I believed lived in Oklahoma who passed away two weeks before she moved here and then a week before she moved here. Her husband was hospitalized for a stroke from which he passed. She was brought to Oklahoma by her sister-in-law i.e. her husband’s sister as the patient has no children or relatives in this country as she is native to East Germany. The information that I am given is from the patient’s sister-in-law Jane Lehwald who with her son are co-POA’s for the patient. The patient and her husband had actually been living in Newport News Virginia and had been married closed to 40 years. They had no children and the patient’s cognitive impairment was decreasing, but husband did not speak about it to his sister or any other family members. The SIL that I spoke with today told me that she had wanted to ask her brother about how she was doing as she sensed that there was something going on, but I was not being told. When Mr. Hurst had a stroke, he was hospitalized and when MC took him, they also took his wife as they realized that there was something wrong with her cognitively and no evidence of anyone around that could assist her and while there, the hospital staff managed to get information from the patient’s Hurst that was the phone number of Ms. Lehwald. She was contacted told her what was going on and the hospital kept her in the hospital until family could get to her from Oklahoma. So when she moved here, she had had two significant losses in her life and had no idea that when she moved here, she stayed I thought I would be moving here to be with them and instead they put me in this place. So she was put in AL and was very agitated. I prescribed anxiety medication which was helpful, but she became more agitated with her sister-in-law and her sister-in-law stayed with her for 11 days and then just could not do it anymore and that is when the patient really just kind of broke down and it was clear that she needed to be in Memory Care. In Memory Care, I am told that the patient’s affect is much brighter that she seems more comfortable and interactive and today when I went to the unit after I had seen the patient, I went there meet the SIL and I saw the patient doing an activity with a group of other residents and she stated that that was the first time she saw her interacting with anyone and she was just very touched by that.
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When I spoke to the patient earlier, she is just very loud and kind of tough in her speech, but she really seem to want to talk and visit and so I did that with her and I did not ask her about any of her history. I did tell her that I was sorry about the loss of her husband and then she started talking about him. Staff and MC state that she is generally cooperative. She takes her medications. They had to learn how to approach her to help do personal care, but she has been cooperative.

PAST MEDICAL HISTORY: This is per information from her physicians in Newport News Virginia Are status post CVA, hypertension, and hyperlipidemia, but no comment about cognitive impairment 09/2022.

PAST SURGICAL HISTORY: Cholecystectomy and bilateral cataract extraction.

MEDICATIONS: Seroquel 25 mg h.s., melatonin 3 mg h.s., ASA 81 mg q.d., Lipitor 40 mg q.d., D3 5000 units q.d., Norvasc 5 mg q.d., and ABH gel 1/25/1 mg/mL, 0.5 mL b.i.d.

ALLERGIES: NKDA.

SOCIAL HISTORY: The patient has been married three times. Her last marriage, she was married approximately 40 years and widowed on 01/02/2024. She has no children. She worked as a keypunch operator. She smoked in her youth, but has not in decades and rare alcohol use.

CODE STATUS: DNR.

DIET: Regular with thin liquid.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, pleasant and engaging.

VITAL SIGNS: Blood pressure 135/75, pulse 73, temperature 98.0, respirations 18, O2 sat 99%, and weight 158 pounds.

HEENT: She wears glasses and is adequate. She has native dentition.

RESPIRATORY: She has a normal respiratory effort and rate. Lung fields are clear. No cough. Symmetric excursion. No SOB, cough, or expectoration.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced. No chest pain or palpitations. BP is generally well controlled.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness. No HSM.
MUSCULOSKELETAL: She ambulates independently. She moves her limbs in a normal range of motion. She has no lower extremity edema. She is stable and steady.
GI: She denies difficulty chewing or swallowing. No dyspepsia and continent of bowel.

GU: No history of UTIs and continent of urine.
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NEURO: There is no known baseline of her cognitive function. MMSC on 01/19/24 with 17/30 which is moderate dementia. She makes eye contact. Her speech is clear. She has an accent, but can communicate quite well. She has a good vocabulary and at times, she can sound gruff, but it is I think is just her accent and she was appropriate when she asked questions and then waited for answers. The patient’s affect varies from what is going on around her. Orientation is x 2 and she was able to give me information about what happened leading up to her being here and she remembers that she had been difficult that her behavior in her words was not very nice, but that she was very upset and no one was explaining things to her and I told her I think that her reasons for being upset made perfect sense, but throwing things and been verbally aggressive, she knows now she would not do again as she said. Orientation is to person and place and she references her date and time. She did know the day of the week and the year. Cranial nerves II through XII are grossly intact. She has intact sensation.
SKIN: Warm and dry. No bruising or skin tears noted. Good turgor.

ASSESSMENT & PLAN:
1. Moderate vascular dementia without behavioral issues at this time. I will just continue little help her acclimate and she still has a lot of trauma that I think she needs to work through and that she is actually doing quite well in light of all the big changes that have occurred in a very short period of time for her. She seems fully aware of what she is doing that is not appropriate and I think she expressed feeling bad about it and that she would not do it again today if she could do it again. I think she would benefit from an antidepressant to help with bereavement. So, I am going to start Zoloft 25 mg q.d. for one week then increase to 50 mg q.d.

2. Hypertension. We will monitor the patient’s BP with checks daily and when I return in a few weeks, we will review and make any adjustments as needed.

3. BPSD. I think a lot of this was related to the trauma, the dementia and being upset that no one was treating her like an adult. I will continue with those medications for now and then reevaluate later.

4. Previous insomnia which has decreased. We will just leave her with the melatonin and then Seroquel will likely help make her drowsy and just monitor how she is sleeping she is in MC.

5. Social. I spent time with her co-POA sister-in-law and if they need anything on my part, letter writing or whatever, we will be happy to do that.
CPT 99345 and direct POA contact 30 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
