


PROGRESS NOTE

RE: Jim Bratcher
DOB: 07/29/1939
DOS: 10/16/2023
Rivermont MC
CC: New admit.

HPI: An 84-year-old gentleman admitted to MC on 09/29/23. He moved to Rivermont in June to IL and then in IL, he had a fall that landed him in the ER. He was able to return with no new orders. However, he was moved from IL to MC at that time. The patient had private sitters while he was in the Independent Living due to erratic behavior, confusion with agitation, and having day and night schedule mixed up. Staff reports that the patient has not been sleeping at night. He will be in his room, still in his street clothing, and organizing his room and doing different things and then he starts the day in the same clothes he was previously wore. He has to be redirected to change cloths. He will occasionally sleep or nap during the day, but often he is up through the day without any sleep and then continues into the next night not sleeping. While in his room, it was very organized and he was doing some organization, but let it go when I wanted to speak with him. He is verbal and able to give some information. Ultimately, his focus is on leaving and tells me that his son Kevin who apparently called while we were there wanted to speak to me to tell me that he was to be taking him home. The patient states that his son has a room that he has prepared for him and that is the plan going forward. I reassured him that if in fact a family member who has a co-POA as Kevin does with his brother that should they choose to take him home that is freely their option.
PAST MEDICAL HISTORY: Alzheimer’s dementia formal diagnosis made summer of 2022, but sons I did speak with Greg, they stated they noted unusual behaviors and altered speech pattern talking about the same thing over and over and forgetting information they had just given him, but no significant acting out behaviors. Hypertension, hyperlipidemia, history of gout for which he has been on allopurinol long term, but recently it was discontinued due to low uric acid level with no flares in a couple of years, depression and GERD.

PAST SURGICAL HISTORY: The patient had urethral cancer with small procedure to remove tumor area and then completed chemotherapy.
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Five years ago, he was given a diagnosis of complete clearance. Otherwise, he has had no surgery. He has had a right hip replacement and he has had bilateral cataract extraction.

MEDICATIONS: Norvasc 5 mg q.d., vitamin C 500 mg q.d., B complex tablet q.d., docusate 100 mg b.i.d., Aricept 10 mg h.s., Lexapro 5 mg q.d., MVI q.d., omeprazole 20 mg q.d., and Zocor 80 mg h.s.

ALLERGIES: CODEINE, PCN, LISINOPRIL, and SMALLPOX VACCINE.

DIET: Regular with thin liquid.

CODE STATUS: DNR. However, the form in his chart for same has his signature, but there is not witnessed signature. Son states that his father has signed and consented to DNR. So, I will sign the physician certification form. Son consented to completion of certification of physician DNR form. It is completed and placed in chart.

SOCIAL HISTORY: The patient was married for 59+ years until his wife passed on 08/31/22. They have two sons, Kevin and Greg who are co-POA’s and both involved in their father’s care. They come and visit one every other day and the other one every day. The patient served in the Army two years. He was stationed in Germany where he was stationed to walk the Berlin Wall at night. The patient developed gout while in the Army and received total disability secondary to gout. He worked at his father’s gas station as a young man then in retail for 20 years and then for the last 20 years has been in the ministry serving as a relief minister for whatever church was in need. Nonsmoker and nondrinker.
FAMILY HISTORY: His mother had dementia. His oldest sister who is living has Alzheimer’s dementia and his younger sister also has Alzheimer’s dementia with the oldest having no recognition of anyone and the younger about 20% recognition.
REVIEW OF SYSTEMS: The patient has had gout for approximately 50 years. It is currently controlled and his allopurinol was discontinued by his PCP due to normal UA levels. He wears reading glasses. He hears without aids and has a top and bottom partial. He is continent of both bowel and bladder. He is ambulatory independently. However since his fall in IL, his sons have purchased a walker which he is to use. Staff report that he uses it about 30 to 40% of the time and I told him that he should try using it more frequently. The patient brings up bad dreams that awaken him. This occurs most at nightly basis by his report and later when I spoke to his son Greg, he acknowledged that this is going on as long as he is known his father and has not been treated for this.
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The patient also brings up that he still got some grieving over the loss of his wife that affects his sleep as well as how he feels during the day and some of the isolation that goes on. The patient states that his weight is stable.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert, well groomed, and walking around his very organized room. He agrees to sit so that I can talk to him.

VITAL SIGNS: Blood pressure 139/78, pulse 52, temperature 96.4, respirations 18, and O2 sat 99%.

HEENT: He has male pattern hair loss. Sclerae are clear. Nares patent. Moist oral mucosa. His partials are well fitting.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIOVASCULAR: He has an occasional irregular beat at a normal rate. PMI nondisplaced.

ABDOMEN: Soft, slightly protuberant, and nontender. Bowel sounds present.

MUSCULOSKELETAL: He was ambulating independently when seen. He has a slight stoop to his posture, the upper portion of his back. No evident shuffling. No lower extremity edema. The patient was moving limbs in a normal range of motion and went from sit to stand just using the armchair for support. He does have noted thickening of the MCPs on both hands most prominently on the first two MCPs each hand. There is no redness, warmth, or tenderness. Denies pain with use of hands.
NEURO: CN II through XII are grossly intact. He makes eye contact. His speech is clear. He repeats himself. He has clear short-term memory deficits.
SKIN: Warm, dry and intact with good turgor.
PSYCHIATRIC: The patient is not accepting a diagnosis of dementia. He does not see himself as needing help much less being in the facility and he clarifies with me that he is going to live with his son Kevin and that he has got a room prepared for him and that when I call him later today, it will be that he wants to tell me that he is coming to get his father who will live with him. While the patient is pleasant, he has limited insight into his own cognition and judgment. It is also likely that he creates the situation in his mind of what he is going to do and where is going to live and that the other people involved are all agreeable.
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ASSESSMENT & PLAN:
1. Alzheimer’s dementia. The patient’s MMSC score was 16 indicating moderate cognitive impairment.

2. Disordered sleep pattern. Trazodone 50 mg h.s. will be started and given with his evening medications. Previously per son, the patient was told by a physician that he was going to give him trazodone which would help him sleep. The patient then refused the medication.
3. Gait instability with falls. The patient is to be prompted to use his walker when he leaves the room and if he has left the room without it then it needs to be obtained for his use when he is leaving whether it is a meal or an activity to return to his room.
4. Code status. Discussed this with son Greg. He states that the patient does have signed DNR and all the paperwork for his trust. I told him that I would just sign a physician certification form and explained that to him and he is in agreement with that being done.
5. Gout. We will check uric acid level and continue off allopurinol.
6. Hyperlipidemia. The patient is on high-dose statin. I am going to check an FLP and based on that hopefully decrease with the goal to end up discontinuing the statin.
7. Social. I spoke with son who I was able to give information and had some questions that were answered. He does request a letter testifying to the patient’s cognitive incapacity to handle his own financial matters. I will do that and it will be sent to him.
CPT 99345 and direct POA contact 20 minutes and advanced care planning 83.17
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
