


INITIAL EVALUATION
RE: Bob Ellis
DOB: 08/03/1935
DOS: 04/05/2023
Rivendell, MC
CC: New admit.

HPI: An 87-year-old gentleman in residence since 04/03/23. The patient’s background history is family acknowledges that there were memory deficits noted for several years prior to a formal diagnosis in January 2023. The patient and his wife moved to OKC five years ago to assist their son who is a single father of three small children and they did note memory deficits and some behavioral change but no aggression. On 01/19/2023, the patient had an episode of what wife stated he was diagnosed as psychosis. He became very aggressive with her and was coming after her in her fear to hurt her, but she was able to lock him out of the house. He was admitted to Autumn Life on 01/19/2023, kept there approximately six weeks and on discharge went to Arbor House MC. While there, he was admitted to a hospital x2 diagnosed with UTI each time. The first time that he was admitted and diagnosed with UTI, he was swinging at staff which led to the ER visit, diagnosis and hospitalization. He returned to Arbor House and was getting along and then started having behavioral changes, sent to the ER, diagnosed with the UTI, started on IV antibiotics and attacked a nurse working the nightshift and causing injury to the point that she was off for a period of time. Arbor House would not allow him to stay so he had to leave and was admitted here from Arbor House. Information is from the patient’s wife and spouse Linda Ellis and she is also now his guardian. Since admission to the unit, the patient has not slept. He is up at night and walking around and just wandering, he is not redirectable, becomes agitated, and starts swinging so he now has one on-one sitter. I observed him just sleeping soundly in a chair in the day room and there was enough noise around him, but he did not awaken. Then later when I noted he was in the day room. He was with his sitter who he had told he had to go to the bathroom so he went to go urinate and was having difficulty urinating, but was walking on his own, unsteady with a short step, flat-foot gait. He allowed me to hold his hand. He did not make eye contact or talk and he did not want the male to touch him.
PAST MEDICAL HISTORY: Alzheimer’s dementia diagnosed 01/19/2023, BPSD in the form of aggression and care resistance, altered sleep cycle, up at night and sleeping during day, HTN, HLD, BPH and weight loss.
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PAST SURGICAL HISTORY: Right inguinal hernia repair x3, umbilical hernia repair x1, and he has a recently diagnosed left inguinal hernia that is reducible and surgery deferred, bilateral cataract extraction with lens implants and was seen in ER in early January 2023 for difficulty with urination, was diagnosed with phimosis and treated with a steroid cream by the urologist who saw him and continues to follow him. The patient had a right vein occlusion so he had Avastin injections and then had a *_________* procedure on his right eye.

MEDICATIONS: HCTZ 25 mg q.d., Depakote 250 mg t.i.d., Remeron 15 mg h.s., olanzapine 2.5 mg t.i.d., ASA 81 mg q.d., labetalol 200 mg b.i.d., lisinopril 30 mg q.d., and Flomax q.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient is married for 40 years to Linda. Together they have one child Robert and his youth and young adulthood he was raised on a farm and then did dairy farming as well so his sleep cycle was up at very early morning and beginning work at 3 to 4 in the morning. He then later went into carpentry work. He was a medic in the Army for several years serving in different large medical hospitals. Wife states that he states that he was working in another area like general materials care.

FAMILY HISTORY: His father died in his early 60s of esophageal cancer. Mother died of CHF at the age of 87. The patient was one of 13 children and he had three sisters younger than him who all had dementia and have since passed. They were all in Memory Care Facilities.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: His baseline weight is 165 pounds.

HEENT: He has upper and lower dentures. Recently, he has only been wearing the upper and refuses the lower dentures so they were not brought, but he has been able to eat without difficulty. He has hearing deficits. He is deaf in the left ear per audiology exam. He had a hearing aid for his right ear. He wore it up until recently and then threw it away so he is getting by.
RESPIRATORY: No prior history of SOB or cough.

CARDIAC: HTN which has been controlled.
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MUSCULOSKELETAL: He is ambulating independently. He has both a walker and a wheelchair in his room, but refuses to get into his wheelchair or use his walker.

GI: At home with wife.  She states that he is continent of bowel and bladder. Here, he will say when he has to toilet and has had problems with getting urine out.

NEURO: He has altered sleep cycle, poor p.o. intake and communication has been difficult.

SKIN: He came with a lot of bruising on his right forearm and has sustained some more on his left.

PHYSICAL EXAMINATION:
VITAL SIGNS: Blood pressure 148/86, pulse 78, temperature 97.3, respirations 16, O2 sat 95%, and weight 138 pounds so weight loss of 27 pounds since January.
HEENT: He has male pattern hair loss, wears a baseball cap, is unshaven as has become combative when they have attempted to shave him. He has his eyes opened, but is non-focused just looking about randomly. Nares are patent. He has dry oral mucosa. He is edentulous right now.

NECK: Supple.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds secondary to effort, but lung fields are clear otherwise. No cough.

CARDIOVASCULAR: Regular rate and rhythm without M, R. or G. PMI nondisplaced.

ABDOMEN: Flat and nontender. Bowel sounds hyperactive. No masses.

MUSCULOSKELETAL: Decreased muscle mass and motor strength. His gait is flat foot almost shuffling and slightly bent at the knees. He has no LEE. Intact radial pulse. He has good grip strength.

NEURO: CN II through XII grossly intact. Oriented to self only.

SKIN: He has extensive subcutaneous violaceous bruising on the bilateral forearms, the right is older, the left is new and some skin tears that are being addressed. We will see one is at the left upper arm and the other one is at the right elbow.

ASSESSMENT & PLAN:
1. Advanced to near end-stage dementia. The patient has taken medication here, but he has an altered sleep cycle and has to be watched continuously. It is unclear when he will get up and start moving with an unsteady gait the fear is resulting in fall so we will order ABH gel 2/25/2 mg/mL, with 0.5 mL p.r.n. q.6h. and I would like to give a dose at h.s. to see if that does not benefit sleep.
2. HTN. We will have BP and HR checked routinely q.d. and adjust medications as needed. I am also discontinuing his HCTZ as his p.o. intake has been poor with significant weight loss so we do not need to diurese him.
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3. Pain management. I would like to have Tylenol at minimum 650 mg ER q.6h. p.r.n. available and we will actually schedule that b.i.d. to see if there is some component of pain with what is going on with him.
4. We will get BMP, CBC and TSH once we have gotten him settled down and address anything that needs to be done there. We need also monitor his voiding both bowel and bladder for the next couple of days.
CPT 99345 and direct POA contact 15 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
