HIGGINS, SISCOE
DOB: 07/29/1943
DOV: 03/20/2025

HISTORY OF PRESENT ILLNESS: An 81-year-old gentleman in a group home. Last was seen at Kelsey-Seybold Clinic in October 2024 and diagnosed with Alzheimer’s dementia. At that time, he had mild symptoms. In the past three weeks, his condition has worsened. His MMSE was at 17 and subsequently dropped down to 15 and then 12. He is no longer oriented to place or person or time. He is very confused. He is now total ADL dependent. He used to have a fluent speech. Now, his speech is dysarthric, difficult to understand. He repeats the same words over and over. He has blindness in his left eye that has not changed any. He has a history of hypertension which has improved with subsequent weight loss. He has lost over 20 pounds. His CT scan of the brain has shown no evidence of reversible ischemia. No evidence of large vessel occlusion in the neck region except for atherosclerotic disease. He has a history of glaucoma, left eye blindness. MMSE dropped from 28 to 20 to 17 to 12 as I mentioned. He is having decreased mentation along with agitation at nighttime. He has a diagnosis of Alzheimer’s dementia which has definitely worsened in the past three to four weeks. At one time, he was given the option for CSF testing and MRI which him and the family have refused. He has had blood work and CT scan to rule out reversible causes of dementia. In the past few weeks to months, his behavior has changed. He has developed sexually acting out behavior to the point that he was presently placed on progesterone. 
PAST MEDICAL HISTORY: Review of the records indicates that he has had COPD, severe ED, gastroesophageal reflux, glaucoma, hypertension, pneumonia and severe stages of glaucoma.
PAST SURGICAL HISTORY: Nothing is reported in his medical records that I have reviewed regarding previous surgery.
MEDICATIONS: Trazodone 50 mg for outburst of anger which is not helping, Namenda 10 mg once a day, Aricept 10 mg once a day which is most likely no longer necessary with advanced dementia, Depakote 500 mg t.i.d. which was increased from 250 mg recently, Lipitor 20 mg a day, amlodipine 5 mg a day, clonidine 0.1 mg as needed for increased blood pressure which he has not required any, Abilify 5 mg a day, Vistaril 50 mg a day, and progesterone 10 mg for acting out spells. 
Medications compared to a year ago have changed in that he is on Namenda, Aricept high dose along with progesterone for sexually acting out and trazodone which none are really working except the sexual acting out behavior has definitely diminished most likely because of time. 
ALLERGIES: No known drug allergies.
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IMMUNIZATIONS: Vaccination nothing recently. Last set of vaccination was over a year ago. 
SOCIAL HISTORY: He does not smoke. He does not drink. Apparently, he was a truck driver at one time. He is single, but he has five children. The folks where he stays do not see his family very often. He used to be a heavy smoker and drinker, but notes state that he has not smoked or drank for some time. 
FAMILY HISTORY: Nothing known about mother and father. Apparently, he states they both died of old age.
REVIEW OF SYSTEMS: Further review of the records indicates that he is now sleeping 16 to 18 hours a day, ADL dependent total, bowel and bladder incontinent total. He used to be able to walk with the help of a walker and is no longer able to do so because of his high risk of fall.
He has decreased appetite, frequent falls when he was walking and is no longer walking, severe weakness, and also he is having decreased appetite. He is now eating 5-10% of his meal. 
PHYSICAL EXAMINATION:

VITAL SIGNS: Blood pressure 130/60. Pulse 92. Respirations 18. O2 sat 92%. 

HEENT: Oral mucosa dry.

NECK: No JVD. 

LUNGS: Rhonchi.

HEART: Positive S1 and positive S2. 

ABDOMEN: Soft.

EXTREMITIES: Moving all four extremities. Lower extremities show decreased turgor.

SKIN: No rash.

ASSESSMENT/PLAN: An 82-year-old gentleman with a history of advanced dementia. The patient’s dementia/Alzheimer has been ongoing with these new changes that were noted above, having outburst of anger, ADL dependency, now bedbound, total ADL dependency, confusion, no longer oriented to place or person or time. The patient would benefit from end-of-life care because he is no longer end-of-life and palliative care at the place where he stays because it is no longer possible for him to go to doctor’s office. The patient’s overall prognosis is quite poor. We will share the findings of this exam and evaluation with the hospice medical director regarding his decision for further admission into the palliative care program.
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