


PROGRESS NOTE

RE: Bob Smith
DOB: 07/02/1947
DOS: 07/10/2024
The Harrison MC
CC: New admission.

HPI: A 76-year-old gentleman admitted to Memory Care on 07/06/24 for respite care. Prior to admit here, the patient was admitted to the Oklahoma City VA Hospital where he was admitted on 06/11/2024 from his home in Oklahoma City that he shared with his wife Bernice. They had altercation between them and there was physical abuse from spouse to wife and the patient had a seizure-like activity which was witnessed by EMSA en route to VAMC. On arrival, the patient was confused and combative. He was admitted to the MICU. The patient’s daughter Bridgette Smith was present. Bridgette is working on obtaining legal guardianship and it was determined that the patient was unable to safely provide care for self at home. On discharge from VAMC, he went to the Fairmont Skilled Care Facility and was there until admission here on 07/08/24. The patient was in Memory Care and when seen, he was walking around independently in the facility at a brisk pace and wondering when his doctor was going to come in to see him. He was told that I was present. His affect became very animated and he approached me wanting to be seen. As we sat and I began to going to his medical history, the patient became very direct matter-of-fact about things and then talked about drinking and he stated that he and his wife only had three drinks a night, whiskey with Coke and ice and that because his daughter did not drink, she was really judgmental about their drinking and over exaggerated it. So, it became clear to me that there was an issue related to his drinking. Staff report that in the day and a half that he had been there that he was compliant, fairly independent, kept to himself, but while it appeared questionable why he was in MC, it did not take long to find that he had very poor short term memory and needed repeated redirection, alcohol use disorder, marijuana use states last use was November 2021.

PAST MEDICAL HISTORY: Dementia, PTSD, anxiety disorder, insomnia, HTN, HLD, GERD and electrolyte abnormalities.

PAST SURGICAL HISTORY: He had a lumbar fusion, T&A, hemorrhoidectomy, and left calf and heel surgery secondary to shrapnel from a gunshot one. 
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MEDICATIONS: Amlodipine 10 mg q.d., Lipitor 10 mg h.s., Wellbutrin 150 mg q.d., Aricept 10 mg h.s., folic acid 1 mg q.d., thiamine 100 mg q.d., gabapentin 300 mg t.i.d., losartan 50 mg q.d., and simethicone one p.o. q.8h. p.r.n. 

SOCIAL HISTORY: The patient is married to his wife Bernice for 56 years. They have two daughters, daughter Bridgette is now his legal guardian. He is here for respite care in MC with an unknown discharge date and his wife Bernice is in respite in AL. Per guardian, the patient and his wife are active alcoholics and their alcohol use has led to isolation from the family due to behavioral issues and daughter states that his relationship with his wife and hers with him is very toxic and codependent. The patient has been physically aggressive with his wife to the point of abuse and the episodes outlined by Bridgette are March of 2023. The patient intentionally stepped on his wife’s leg fracturing her tibia causing a compound fracture for which she was hospitalized, underwent surgery then to skilled care. While at skilled care, the patient when found where his wife was, talked her leaving AMA which she did. Then in September 2023, the patient hit his wife in her face and while she attempted to leave, he coaxed her into staying with him and she did. Thereafter, the patient has struck his wife hitting her elbow that became infected and surgical I&D was required and she spent six weeks on IV antibiotics then was subsequently discharged home. In November 2023, wife apparently fell while husband was present, called 911 and was taken to the ER and then the patient who had been drinking was in a blackout and called his daughter Bridgette asking where his wife was. He was present when the ambulance arrived and he was told her she would be taken and he had no recollection of that. The most recent episode prior to admission here was, he was beating his wife who had managed to call her daughter and she was listening on the phone. The patient choking his wife and POA contacted 911 who went to the house and found the patient arrested him and the patient was taken to the ER with black and blue bruises around her neck and she subsequently refused to file charges. So, this is a very long toxic relationship which each alcohol is a primary focus influencing all their behavior. The patient has been married 56 years, two daughters. He served two years in the Marine Corps. He worked for General Motors 30 years ago working in detailing. He retired at the age of 50. He and his wife have lived in Las Vegas and then in Florida and daughter reports that alcohol was at the center of all their activity. The patient has smoked tobacco up until just recently. He also smoked marijuana with the last being a few years ago. He is a daily drinker and states that it is only three drinks per day that he has and had a long explanation about that. The patient has had blackouts and tremors. He has had emesis and will have ADD type behaviors when he is in withdrawal and just do cleaning, organizing, etc.
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REVIEW OF SYSTEMS:
The patient wears an upper plate. He has native dentition on the bottom. He is here without hearing aids. He does not require glasses. He states that he was a runner which he says explains his fitness for his age. He states that both he and his wife have reflux treated with Prilosec and when I asked if he thought drinking made it better or worse, he denied it had any effect on it. He is continent of both bowel and bladder. He has independent ambulation. His last fall was recently when he had seizure activity. He has no difficulty sleeping though in the past he did use a sleep aid. He could not recall what it was. Trazodone was listed as a p.r.n. medication at SNF Fairmont. His baseline weight is 145 to 147 pounds. He denies difficulty chewing or swallowing. He is continent of bowel. No history of constipation.

GU: No history of UTIs or incontinent of urine.

NEURO: The patient acknowledges having a poor memory, but justifies why that is so. He drinks until he passes out. He is an early-morning riser and will drink coffee into the morning rest and then drinking starts. He is described as having ADHD type behavior.

PHYSICAL EXAMINATION:

GENERAL: Petite older gentleman moving about the facility briskly.

VITAL SIGNS: Blood pressure 120/81, pulse 68, temperature 97.2, respirations 17, and weight 145 pounds.

HEENT: He has male pattern baldness. EOMI. PERRLA. Anicteric sclera. Nares patent. Moist oral mucosa. He has any dentulous upper and native dentition on his bottom plate.

NECK: Supple. No LAD. Clear carotids.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough and symmetric excursion.

CARDIOVASCULAR: He had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Scaphoid. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: He has intact radial pulses, independent ambulation, and moves limbs in a normal range of motion. No lower extremity edema.

NEURO: CN II through XII grossly intact. He is oriented x 2 to 3. He has to reference for date and time. Speech is clear. He voices his needs. He is very direct about things. He does not need to be here. He wants to see his wife. His daughter has blown things out of proportion and he does not have a drinking problem and that was without any question as to whether he did or not.
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His affect is agitated when not getting what he wants or having to wait. It appears that he is used to manipulating situations in his favor and it is not working in this unit and he is becoming frustrated. He is a bit fidgety and antsy. He wants to go see his wife. He does not feel he needs to be here. He demonstrates little insight into his behavior and what is appropriate and inappropriate in it.

SKIN: Warm, dry and intact with fair turgor. No bruising or breakdown noted.

ASSESSMENT & PLAN:
1. Alcohol abuse with subsequent behavioral issues such as physical aggression and abuse directed toward his wife which has led to an arrest for choking her. He is separate from her now. I have found out after seeing the patient that he has a telephone on his person and has been contacting his wife daily with making threatening remarks and demanding that she get him out of here etc. The issue of the phone was also brought up to the daughter. She does not want him to have one and I will have to address with staff whether it can be taken as it is not being used in a healthy manner.

2. Dementia and listening to the patient and he confabulate stories, he repeats things that he has heard, so some echolalia, but very poor insight and self-awareness is diminished. There are behaviors that are reminiscent of the description of Wernicke’s encephalopathy.
3. Insomnia per the patient’s report with previous use of sleep aide. He states he thinks he will sleep without using anything. So if he needs something, he will let me know and trazodone will be prescribed.
4. Hypertension. We will monitor BP and heart rate daily.

5. Depression/anxiety, on Wellbutrin. We will assess whether an SSRI would be of benefit.
6. Social. I spoke with his now guardian previous POA Bridgette Smith his daughter. She gave me a lot of history into the longstanding history of drug and alcohol use primarily alcohol of her parents in a very toxic relationship with a lot of physical aggression and abuse. She will visit the patient when she feels up to it. She is currently traveling for work.
CPT 99350 and direct POA contact 60 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
