


INITIAL EVALUATION
RE: David Boyer
DOB: 01/28/1928
DOS: 04/26/2023
Rivendell MC

CC: New admit.

HPI: A 95-year-old gentleman admitted on 04/25 from SSM Geri-Psych where he was admitted on 04/12. The patient lives at home with his wife and apparently he has had increasing abnormal behaviors; family suspected dementia, but he had not been seen by a physician leading to Geri-Psych. It was his threat to kill himself. He stated he would just shoot himself and had access to guns; wife fortunately got to the guns before he did. He then stated that he would then drive his car into something and, when he was not able to access car keys, he then threatened to strangle his wife. Police were involved, he was taken to the ER and then admitted to Geri-Psych. Information today comes from those notes. The patient, while he is quite verbal and loud, makes no sense and not able to give information.
PAST MEDICAL HISTORY: Dementia unspecified with BPSD of agitation, aggression and care resistance, GERD, history of hiatal hernia with dysphagia and has required Heimlich maneuver performed by wife several times at home, BPH, generalized pain; in the past has been resistant to taking medication for same, osteoporosis.
PAST SURGICAL HISTORY: Cervical discectomy, cholecystectomy, partial colectomy secondary to polyps, coronary artery stent, esophageal dilation with subsequent perforation, inguinal hernia repair, lumbar discectomy, left rotator cuff repair; the patient is right-hand dominant.

MEDICATIONS: Vitamin C 500 mg q.d., Naprosyn 500 mg b.i.d., Proscar q.d., MVI q.d., Protonix 40 mg q.d., olanzapine 5 mg h.s., Bactroban ophthalmic ointment b.i.d., Namenda 5 mg q.d.
ALLERGIES: PCN and PHENERGAN.
DIET: Regular with ground meat, mechanical soft, side gravy and we will monitor his tolerance for thin liquid.
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SOCIAL HISTORY: The patient married 42 years to current wife Janet who is also his POA. He has two daughters; one 71 who lives in Plaquemine, Louisiana and one 68 who is a retired RN lives in Lake Charles. The patient is moved here from Louisiana. He smoked remotely, has not smoked in a long time with occasional ETOH use that was not frequent. He worked in the oil field for BP.

FAMILY HISTORY: The patient’s father died when he was 3 and then his mother died when he was 13. He had four elder sisters who he lived amongst as he grew up, one of them developed dementia and, of note, the patient found out that his mother had died when he went with friends to a movie theater and it had flashed across the screen that she had passed.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight is 160, he is currently 141.

HEENT: He wears corrective lenses, has dentures and is HOH without hearing aids.

CARDIOVASCULAR: HTN well managed and CAD non-problematic.

RESPIRATORY: Occasional cough with p.o. intake and history of dysphagia requiring modified diet.

GI: He is incontinent of bowel.

GU: Incontinent of urine.
MUSCULOSKELETAL: He is in a wheelchair, he cannot tell me how long, we will have to get that from his wife. His last fall was three months ago where he hit his head on the tub and his sleep pattern is poor. He will fall asleep and then wakes up about 3 o’clock in the morning and would pace and wander the house.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly male who was cooperative to being seen, but unable to give valid answers.

VITAL SIGNS: Blood pressure 107/53, pulse 69, temperature 98.4, respirations 16, O2 sat 96% and weight 141 pounds.

HEENT: Male pattern baldness, his hair appears scruffy. Conjunctiva clear, has glasses in place. Dentures in place. Very hard of hearing. His speech is loud, but clear, random in content.

CARDIAC: Regular rate and rhythm. No MRG. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields clear. Does not do good inspiration, so no cough and symmetric excursion. Decreased bibasilar breath sounds.

ABDOMEN: Flat, nontender. Bowel sounds present.

MUSCULOSKELETAL: Generalized decreased muscle mass. He has no LEE. Intact radial pulses.
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NEURO: CN II through CN XII grossly intact. He is oriented to self only though he tells the story that he knows what is going on and is ready to go home and per wife he does not know who she is, thinks it is her twin sister or that she is the housekeeper and has threatened to call the cops on her because she does not belong there.
SKIN: Dry. Decreased integrity. He has old bruises on his forearms and dorsum of his hands.
PSYCHIATRIC: Agitation. He can be calmed down, but how long it will last becomes the question.
ASSESSMENT & PLAN:
1. Unspecified dementia. In taking history with wife, signs of memory loss with behavioral issues date back greater than six years ago and two years ago the progression began that has led to where he is now and when they were at SSM they were told he needed a facility and that there was no turning him back to a previous baseline.
2. BPSD. I think that there is got to be something more than the low dose risperidone because he requires full-time management here in the facility. I am going to start ABH gel 1/25/1 mg/mL with 1 mL a.m., midday and h.s. and we will decrease dose as he starts to become quieter and more manageable.
3. Gait instability. PT and right now I do not recall the company that is requested to do therapy with him PT and OT and order was given.
4. Dysphagia. Modified diet written.
5. GERD that has been an issue ongoing per wife. We will see how he does on his current Protonix.
6. Social. Wife will stay away until he has calmed down and it is more appropriate to come visit him. They did not see him when he was in Geri-Psych or accompany him in transport because they were told not to by the hospital. We will continue to learn what the patient’s needs are.
CPT 99345 and direct POA contact 25 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

