


INITIAL EVALUATION
RE: James Young
DOB: 08/06/1939
DOS: 01/08/2025
The Harrison MC
CC: New admit.

HPI: An 85-year-old gentleman in residence since 12/26/24 arriving here from Mercy Rehab Hospital. While at home, the patient had increasing unsteadiness of gait with falls where he could not get himself up or assist in being picked up and fire department was called out multiple times. Their last call was on 12/16/24 and at that time, they took him out to Mercy Hospital for evaluation. He developed delirium and was hospitalized for approximately three days and there was no acute diagnosis found. He then went to Mercy Rehab with the consideration that his gait was unstable and perhaps physical therapy would change that and the day prior to discharge it became clear that cognitive impairment was the primary issue affecting his gait and that rehab would not be of further benefit. The patient was seen on the unit. He is a very large imposing man 6’3” and 260 pounds, but was cooperative to being seen. When I sat and spoke with the patient, he was verbal, but the content was random, not able to offer information and seemed unclear what he was doing here. I later spoke with his wife who is able to give me history. She eventually became very emotional. This has been a difficult process and states that she has known for about the last 10 years that there was something wrong and that people around her knew that he had dementia before she did. 
PAST MEDICAL HISTORY: Advanced dementia most likely vascular, chronic atrial fibrillation on Eliquis despite recent watchmen’s procedure, HTN, hyperlipidemia, and BPH.

PAST SURGICAL HISTORY: Watchmen procedure 09/19/2024 and per family, he was to be titrated down on his Eliquis. He should currently be 2.5 mg b.i.d. 

MEDICATIONS: Norvasc 5 mg 8 a.m., Eliquis 5 mg 8 a.m. and 8 p.m., ASA 81 mg q.d., spironolactone 25 mg q.d., Lipitor 20 mg 4 p.m., Flomax b.i.d., KCl 20 mEq at 1 p.m., Toprol 100 mg 6 p.m., and dofetilide 250 mcg q.12h., Proscar 6 p.m., and fenofibrate 145 mg 6 p.m.

ALLERGIES: NKDA.
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CODE STATUS: Currently full code.

DIET: Regular.

SOCIAL HISTORY: The patient is married. He and his wife had three children, one died of cancer approximately 15 years ago and another there has debility secondary to ankylosing spondylitis and the other child in her words is worthless. She has a granddaughter Kyla who spends time with her and helps her was also her grandfather’s caretaker. He has a 66-pack year smoking history and nondrinker, served in the International Guard and retired from Tinker as an equipment manager and in retirement owned and operated a boat storage facility.

FAMILY HISTORY: No known history of dementia.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: His weight per wife fluctuates. The patient stated he went between 220 and 260.

HEENT: As needed reading glasses. He is hard of hearing. He has bilateral hearing aids, but does not wear them. Native dentition. No difficulty chewing or swallowing.

RESPIRATORY: No cough, expectoration or SOB.

CARDIAC: Denies chest pain or palpitations.

MUSCULOSKELETAL: He had increasing gait instability with falls over the past year and a half and he got to the point where he was not able to pick himself up or assist in his own getting up. Appetite is good. He generally sleeps through the night and had recently adopted where he would go to bed, fall asleep, but then would have early morning awakening and just sit up on the side of the bed. 

MUSCULOSKELETAL: The patient over the past year and year and a half had increasing unsteadiness with falls. He is now using a walker per Mercy Rehab recommendation and he has a wheelchair that he can propel.

GI: No history of reflux, constipation and has intermittent bowel incontinence.

GU: The patient has urinary incontinence with nocturia and has had occasional UTI.

NEURO: Wife states that cognitive impairment symptoms have been present for 10 to 15 years and it was people at church who just finally brought up to her that he appeared to have dementia. He would get lost while driving and he would get lost if he went outside the house into the yard about how to get back and many of his falls were actually rolling out of bed. At one time, he rolled out of bed hit his head on the nightstand and had a seizure, subsequently taken to the hospital. When he sees family members, wife states that he looks as though they are familiar to him, but he cannot remember what the relationship is or their name. 
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PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished male who was cooperative.

VITAL SIGNS: Blood pressure 161/89, pulse 98, temperature 97.2, respirations 20, height 6’3” weight 260 pounds prior to admit and will request current weight.

HEENT: He has male pattern hair loss. EOMI. PERRLA. Anicteric sclera. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD and clear carotids.

RESPIRATORY: He cooperates with deep inspiration. Lung fields are clear. No cough. Symmetric excursion.

CARDIOVASCULAR: Regular rhythm at a regular rate without murmur, rub, or gallop. PMI is nondisplaced.

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

MUSCULOSKELETAL: Observed him walking using walker. He is slow, but steady and upright. He goes from sit to stand and vice versa using a walker for support. He moves his arms in a normal range of motion. Trace ankle edema, otherwise clear and appears steady and upright.

NEURO: Orientation x 1 to 2. He makes eye contact. He is verbal. The content is random and out of context. He loses his train of thought, repeats himself and very clear short and long-term memory deficits, unable to make his needs known and it is unclear that he understands much of what is said and requires redirection as he will just ramble on and seemingly not aware of it. Affect is blunted.

SKIN: Warm, dry and intact with good turgor. No bruises, excoriations or other breakdown noted.

PSYCHIATRIC: Toward the end of time speaking with him, he appeared to relax a little more that there were a couple of other residents passing by who then stopped to talk to him and then he just engaged in conversation with him that was just random. I do remind him that I was not yet finished with him. 
ASSESSMENT & PLAN:
1. Severe dementia, vascular in nature. The patient is acclimating to the facility. He comes out for meals. He will sit out in the larger rooms with other residents and socialize and with his family, there is familiarity, but he may no .remember their names or the relationship. He does require queuing and prompting and there have not been behavioral issues to date, we will just monitor how he acclimates.
2. Atrial fibrillation, post watchmen procedure 09/19/24. He has follow up with his cardiologist, Dr. Abbas on 02/19/25 and family states that his Eliquis is being titrated down per cardiologist he should currently be on 2.5 mg b.i.d. He has been on 5 mg b.i.d. that order is written to change that to 2.5 mg b.i.d. 
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3. HTN. Today’s reading is high. I am going to request a daily blood pressure and pulse rate and I will review in one week and weekly thereafter. 
4. Disordered sleep pattern. We will have staff check in on him and track whether he remains asleep throughout the night, if not, likely will need a sleep aid so that he does sleep through the night. 
5. Social. I spoke to his wife and then she just needed someone to listen to her. She was tearful and just shared a lot about what this experience has been like and that she is primarily been by herself with some assistance from her 18-year-old granddaughter. Recommended that she look into the Alzheimer’s Association Support Groups. I told her that I would meet with her next week when I am out here.
6. Advance care planning. Discussed DNR and when I see wife next, we will complete a DNR form. 
7. General care. CMP, CBC and TSH are ordered and I also explained to wife that a head CT that showed cerebral and cerebellar volume loss with atrophy and chronic ischemic vascular change most likely accounts for one his unsteady unsteadiness of gait and cognitive impairment. 
CPT 99345, direct POA contact 15 minutes, and advance care planning 83.17
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
