


INITIAL EVALUATION

RE: David Goodman

DOB: 01/01/1941

DOS: 08/16/2023

Rivendell MC

CC: New admit.
HPI: An 82-year-old in residence since 08/11/23. He was admitted directly from home where he lived with his wife who had been his primary caregiver and has recently been followed by Bristol Hospice who will continue to follow him here. Family has been involved in his care since admission and I met with his wife and granddaughter and one of his sons was also present. The patient’s history has to his diagnosis of senile dementia of the brain, wife in particular noted that there had been some speech problems and some forgetfulness about things that he would normally remember preceding 2018. In 2018 patient underwent back surgery where he had a spinal stimulator placed and it was contaminated. He developed sepsis and there was a delayed period before it was removed. He ended up being hospitalized with long course of IV antibiotics and after that point the dementia became much more clear. His care at home has become a more than wife can sustain even with the help of her two sons and grandchildren. The family was cooperative with giving information and patient who was seen without family present. He was very pleasant and interactive. He is aware that his thinking and memory are not what it used to be and that he has problems. He even asked me if things were going to change and I was honest with him that they would, but not in the direction that we desired. He was quiet and I think he fully understood.

PAST SURGICAL HISTORY: Spinal cord surgery x2 with the last surgery being December 2018 when he developed sepsis post spinal cord stimulator placement leading to hospitalization and prolonged IV ABX and subsequently noted change in his cognition. Then patient underwent a five level lumbar stenosis with secondary what sounds like vertebral compression that moved everything that had been surgically done previously. Bilateral cataract extraction, TURP, and kidney stones which he subsequently passed.

MEDICATIONS: Oxycodone 20 mg q.i.d, Lyrica 75 mg t.i.d, Aricept 10 mg h.s. Namenda 5 mg b.i.d., MiraLax q.d. p.r.n changed to routine, HCTZ-olmesartan 12.5-20 mg one q.d. and meloxicam 7.5 mg b.i.d.
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ALLERGIES: PCN and HYDROXYCHLOROQUINE. Wife states that the PCN allergy is post a very prolonged course of PCN, but he has not actually had rash or swelling as a result.

DIET: Regular.

CODE STATUS: DNR.

FAMILY HISTORY: His father who died at 79 had dementia. His mother died at 79 of complications related to rheumatoid arthritis.

SOCIAL HISTORY: The patient has been married 61 years on 08/18. He and his wife have two sons. His wife is his POA. He went to Oklahoma State Technical College was a diesel mechanic for 25 years and foreman of the shop and then became a workshop foreman for 20 years and has been retired 20 years. He was a smoker as a young man but has not smoked since 1965. Rare social ETOH use and for the last several years wife has been his primary caretaker.

REVIEW OF SYSTEMS: 

The patient’s baseline weight is 170 pounds. He is currently 141 pounds.

HEENT: He wears corrective lenses. No hearing aids and has native dentition.

CARDIOVASCULAR: No history of chest pain or palpitations.

RESPIRATORY: No history of cough, expectoration, or SOB.

GI: No dysphagia or dyspepsia. Occasional constipation can let someone know when he has to be toileted and generally continent of bowel.

GU: Urinary incontinence and no recent UTIs.

MUSCULOSKELETAL: He is able to stand with assist and no longer able to weight bear on his right foot after complications from his 2018 spinal surgery. He has a walker, which he is able to use with standby assist. He has a manual wheelchair that he can propel short distances and his last fall was two weeks ago at home where he was not able to continue to stand. So he just dropped himself to the ground.

NEUROLOGIC: The patient sleeps through the night. He has a good appetite and he can let someone know when he has to toilet. He recognizes family but not necessarily the relationships with them and the things that found that wife in particular but family also noted leading to his SDB diagnosis. He would get lost driving in familiar places and not able to follow direction that she gave him in getting what they needed to be. His gait became more unstable. His speech he would have word finding difficulties and be very tangential not able to answer the initial question. He remains able to feed himself.
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PHYSICAL EXAMINATION:

GENERAL: The patient in his recliner. He is alert and pleasant and makes eye contact and is verbal.

VITAL SIGNS: Blood pressure 138/88, pulse 71, temperature 98.2, respirations 16, and O2 sat 92%. Weight 141 pounds with BMI of 19.1.

HEENT: He has full thickness hair. Conjunctivae clear. He wears corrective lenses. Nares patent. Moist oral mucosa. Hearing was adequate.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: He is cooperative to deep inspiration. Lung fields are clear. No cough. Symmetric excursion. 

ABDOMEN: Slightly protuberant and nontender. Hypoactive bowel sounds.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. At rest his right foot inverts and he acknowledges that he cannot stand on it. He moved his arms in a fairly normal range of motion. 

SKIN: Warm, dry and intact.  Good turgor. No evidence of bruising or breakdown.

NEUROLOGIC: CN II through XII grossly intact. He makes eye contact. His speech is clear. He is tangential and is aware of that. His focus is on his cognitive impairement and what will happen. He appeared to understand direction regarding call light use and not attempting to self-transfer. He is oriented x2. His MMSE score of 16 puts him in the moderate dementia category and this was reviewed with family. I also addressed the issue of family giving some time away so that he acclimates to the facility and staff. They are in agreement as this patient.

ASSESSMENT & PLAN:
1. Pain management. He has been on the same regimen for some time and per his hospice is adequately covered and he will let us know if there is any progression of pain that is not adequately addressed.

2. Constipation. The patient states today that he has not had bowel movement in two days. He was on MiraLax routine at home and here it was started p.r.n, but he will now be getting it daily. For today, MOM 30 cc p.o x 1 given and will monitor for BM.

3. General care. CMP, CBC and TSH for baseline labs and we will just go from there.

CPT 99345 and direct POA contact 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

