


INITIAL VISIT NOTE
RE: Larry Burris
DOB: 09/04/1944
DOS: 07/22/2023

Rivendell MC
CC: New admit.
HPI: A 78-year-old in residence since 07/19/2023 arriving from Rolling Hills where he was admitted for physical aggression, hitting people, insomnia, inappropriate undressing and increased confusion with wandering. The patient was observed in his room and walking outside of his room. He has an unsteady gait fixates on something whatever he sees in front of him and often it is not clear what he is seen as there is nothing there. The patient’s wife and daughter were present and also a source of information. Wife states that the patient retired in 2010 from job that he had worked over 30 years and he told her he did so because he was no longer able to figure out the numbers and calculating what was part of his job, which involves engineering. At home, wife began to see unusual behaviors there were things like he forgot how to play golf, which he had done routinely. He was getting lost driving and when their son and his family moved in with them for month awaiting the completion of a new home he was agitated and argumentative and did not want them there and made it known, which was an acceleration of the fact that he may not agree with them staying that long but took it further, which was not his norm. He also was not sleeping and wife was up with him all night. She stated that he wandered the house continuously day or night, was not redirectable, became agitated with redirection. Six months prior to going to Rolling Hills the patient started inappropriate toileting would urinate in different areas and on the furniture. He would still toilet in the bathroom per her report. The patient sleeps in cloths. She states that he does not want to take his clothing off whether it is to go to sleep or change and is unclear how long he has been wearing the clothes that he is in now. She states that he has been eating okay, but he started some drooling. On the unit, he requires continual monitoring.
DIAGNOSES: Moderately advanced to end-stage Alzheimer’s disease, BPSD as per HPI, HTN, hypothyroid and insomnia.
PAST SURGICAL HISTORY; Bilateral CE with lens implants, knee surgery, arthroscopy x2 and right tib-fib fracture with long leg cast.

DIET: Regular.

CODE STATUS: DNR.

ALLERGIES: ARICEPT.
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MEDICATIONS: Risperdal 2 mg b.i.d., Klonopin 0.5 mg q.a.m., Rozerem 8 mg h.s., levothyroxine 25 mcg q.a.m., Lamictal 50 mg b.i.d., prenatal vitamin q.d. and then p.r.n. Tylenol, Imodium and MOM. After today’s visit, trazodone 100 mg h.s. and if he has not been sleeping by midnight additional 100 mg dose and Tylenol 650 mg routine t.i.d. to be started and will DC Rozerem as not covered by insurance.
SOCIAL HISTORY: The patient is married 58 years to his wife and POA Karen, was an inspector for Engineering Company, retired in 2010. They have two children. Nonsmoker and nondrinker.

FAMILY HISTORY: There is no history of dementia in biologic relatives.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: His baseline weight was 205 pounds. He is now 150 pounds.

HEENT: He has glasses, but does not wear them. No hearing aids or dentures, has native dentition.

CARDIAC: HTN. Generally well controlled.
RESPIRATORY: No respiratory issues.
GI: Can be toileted for bowel, inappropriate toileting of urine and urinary incontinence on occasion.

MUSCULOSKELETAL: He ambulates independently. He has had no falls.

PSYCHIATRIC: Hallucinations both visual and auditory, paranoia, physical aggression.
PHYSICAL EXAMINATION:
GENERAL: Frail and confused gentlemen, fidgeting and walking around randomly.
VITAL SIGNS: Blood pressure 110/52, pulse 62, temperature 97.0, respiration rate 18, oxygen saturation 95% and weight 150.8 pounds.

HEENT: Conjunctivae are clear. He keeps his mouth partially open. There is no drooling, but there was spittle that was noted bilateral corners of his mouth and occasionally in the front.

CARDIAC: He had regular rate and rhythm without M, R or G.

ABDOMEN: Slightly distended but soft. Bowel sounds present. No tenderness.

RESPIRATORY: He does not know how to do deep inspiration. Lung fields relatively clear and decreased bibasilar breath sounds due to effort.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. Ambulates independently. Moves his arms randomly. No edema and can go from sit to stand with minor assist.

NEURO: Orientation x1. He did not know who his wife or daughter was and said he did not know when asked if he knew who they were. Occasionally can say a few words that are clear and in context. Otherwise does not speak very much and it will be random or mumbled and orientation to self only. I was able to redirect him for short period in the room. Insomnia that has been ongoing since admit.
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ASSESSMENT & PLAN:
1. Advanced to end-stage Alzheimer’s disease. Behaviors have to be contained wife was upset that he was medicated from the start at Rolling Hills and most likely the reality of his disease process and the stage was indicated by those measures and hard to accept. I explained to her that it was needed so that the patient could be managed and not a threat to himself or others. I agree with the medications that he is on Rilutek for memory, is not covered by insurance so it was discontinued. He will remain on the Risperdal and the Klonopin and we will see what that does.
2. Insomnia. Trazodone 100 mg h.s. with an additional dose if the patient is not asleep if he still awake by 10 p.m. and we will see if getting sleep helps. He will continue with having someone h.s. Did encourage family to take the rest of the weekend rest.
CPT 99345 and direct POA contact 30 minutes, this coming week 99350 direct POA contact 40 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

