


INITIAL EVALUATION
RE: Bill Williams
DOB: 09/19/1938
DOS: 10/22/2024
Rivermont MC
CC: New admit.

HPI: An 85-year-old gentleman in residence since 08/07/24. He previously resided in the IL with his wife who continues to be there. The patient has a history of dementia and had clear progression to where he needed assistance for all ADLs. The patient’s wife comes to visit and I was informed that she has her own cognitive problems and is generally rude and demeaning to the staff outside of the scope of caring for her husband. My introduction to her was the evening of 10/21/24 when staff came in got me she was loud and yelling at staff about her husband who had skin tear on his left hand. It had been dressed. The dressing came off and there was some bleeding. She denies that it came off or that he took it off, but that it was poorly placed to begin with. She was compliant with leaving the building when I asked her to do so, but reassured her that her husband would be taking care of. Staff reports that since the patient has been admitted when she comes to visit which is almost every day that she causes a problem and has had to be asked to leave the facility. The patient on the other hand is quiet and compliant with care. He spends his time in his room. He has had no falls or other acute medical events. The patient’s MMSE score was 5/30 which leads to diagnosis of severe cognitive impairment.

PAST MEDICAL HISTORY: Severe Alzheimer’s disease diagnosed approximately 2020, myasthenia gravis diagnosed 20 years ago, Bell’s palsy 30 years ago with mild residual right facial slacking, right foot drop, BPH, anxiety, CAD and occasional lower extremity edema.

PAST SURGICAL HISTORY: Left inguinal herniorrhaphy x2, bilateral cataract extraction, cardiac stent x1, and lumbar vertebral fracture.

MEDICATIONS: Lipitor 10 mg h.s., Lexapro 20 mg q.d., Lamictal 25 mg two tablets b.i.d., risperidone 0.25 mg b.i.d., Flomax q.d., Lasix 20 mg q.d., tramadol 50 mg b.i.d., melatonin 10 mg h.s., Namenda 5 mg b.i.d., probiotic q.d., Ativan 0.5 mg one tablet at 2 p.m. and KCl 10 mEq three capsules q.d., and Mestinon 60 mg q.d.

ALLERGIES: NKDA.
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SOCIAL HISTORY: The patient and his wife have been married 68 years. They had two children, one is now deceased. Wife and daughter Tammy Fernando share co-POA responsibility. The patient retired as the chairman of the Art Production Department at OU. He held that position for 25 years. He was a nonsmoker and nondrinker.

FAMILY HISTORY: Negative for dementia.

DIET: Regular with thin liquids and Ensure one can t.i.d.

CODE STATUS: There is an advanced directive indicating that life-sustaining treatment be withheld and a DNR that has wife’s signature and the patient’s name but is not complete.

HOSPITALIZATIONS: 07/09/2023, the patient was hospitalized for UTI. Hospital of choice is OUMC and the patient placed in Memory Care after wife got to the point that she was no longer able to keep up with him and care for him.

HOSPICE: Frontier Hospice.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight greater than his current weight, but wife could not remember exactly what it was. The patient’s baseline weight was 180 pounds plus.

HEENT: The patient does not wear corrective lenses. He has native dentition in fair repair. No difficulty chewing or swallowing. He has decreased hearing ability and does not have hearing aids as he would not wear them. The patient sleeps through the night. His appetite has decreased and he also naps during the day. He has a right foot eversion secondary to injury to that foot with improper healing. He continues to ambulate independently. He has had numerous falls with minor injuries.

GAIT: The patient does have a walker, but he generally does not use it. Overall, he does require assists now with 6/6 ADLs.

PHYSICAL EXAMINATION:
GENERAL: Older male reclined in his recliner in room watching television. His left hand was on the armrest. There was no dressing in place, but it was on the floor beside his recliner. There was a denuded area of skin but no active bleeding. The patient was quiet but cooperative.
VITAL SIGNS: Blood pressure 135/64, pulse 77, temperature 98.2, respirations 18, and weight 157 pounds. He is 5’10”.
HEENT: He has full thickness hair. Conjunctivae are clear. EOMI. PERRLA. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: The patient is not able to do deep inspiration, but lung fields are clear. No cough and symmetric excursion.
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CARDIOVASCULAR: He had a regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Flat and nontender. Bowel sounds present.

MUSCULOSKELETAL: The patient is weightbearing for transfer assist. He has a walker that he will use in room for distance he is in a wheelchair.

MUSCULOSKELETAL: His right foot everts or points outward to his side.
NEURO: Orientation to self only. Makes brief eye contact with just a blank expression on his face. He has verbal capacity that is limited. He did not really speak at all and it took a lot of direction and he then was able to cooperate. It was clear that he was confused but fortunately not agitated.

SKIN: On his left hand, he has a skin tear around the thenar eminence. It appears to be fresh and there were some bleeding on the dressing that had been placed and staff stated that he takes it off and it was the third time that he had taken the dressing off and fortunately the bleeding had stopped.

ASSESSMENT & PLAN:
1. Advanced to end-stage Alzheimer’s dementia. The patient has acclimated to the facility. He is generally cooperative with care. He spends his day in room watching television and sleeps through the night. Agitation generally occurs when wife is present.

2. BPSD, medically managed with Depakote and Ativan. It does not sedate him and we will continue with care as is.

3. Skin tear left hand is to be cleaned and dressed and will be checked daily by staff. I explained to wife that he removes that and she denies that he does it, but states that they did know how to put it on.

4. Depression appears adequately treated to the extent I can assess.

5. Graves’ disease, on Mestinon. We will monitor for any symptoms, but he has not had any frank problem with it in several years.
6. Social. I spoke with the wife at length two different occasions and hopefully she has some understanding of interaction with the staff needing to change and visiting her husband and it may not need to be every day.
CPT 99345 and direct POA contact I spoke with daughter/POA Tamey Fernandez and she was able to give information and states she would like to be here at my next visit which I told her staff would let her know when that is so that is 30 minutes and advanced care planning a DNR form was completed and signed. POA gives consent so that is 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
