


INITIAL EVALUATION
RE: Bob VanMeter

DOB: 07/01/1933
DOS: 02/10/2022
HarborChase AL

CC: New admit.

HPI: An 88-year-old who along with his wife has recently moved into the facility. They also share an apartment. Both were seen today. Mr. VanMeter was spoken to first regarding his medical history. He was quite engaging. His voice is booming and he is very pleasant; however, the content of his responses was out of context and he went from one topic to the other, not understanding redirection. He was able to give some information to basic things regarding his history; otherwise, I had to speak with his daughter/POA Jeania for history. The patient seems unaware of his own memory deficits. When I then went to speak to his wife, he tried to intervene and speak on her behalf, but again he was out of context to questions asked and information given. Information is from a physician note and POA. The patient was recently seen by neurologist on 01/18/22 Dr. Chohan in Enid and was diagnosed with Alzheimer’s dementia late onset. The patient’s daughter had noted some things that cause her to suspect memory issue. Her brother who lives in Fairview would assist in his parents care and did not want to discuss the issue. It was when he had to take care of them by himself while his sister was out-of-state for a period of time that he recognized the extent of their memory deficits and inability to care for themselves safely. The patient also was driving up until recently until his car was disabled per his son. The patient had a fall in the facility yesterday, was sent out as he is on Eliquis and hit his head. He did require a few stitches in the ER, but was sent back with no new orders. Given his use of Eliquis and then his response, when I asked about falls and he said that yes he did have some and was able to tell me about some of them that Eliquis becomes more of a concern. I raised this with daughter and she states that she and the rest of her family have been concerned about him being on this medication and whether it was necessary. After discussion with her, she is going to bring this to her family and they will let me know about the continuation of the medication. Again, the patient was very loud, exuberant and cooperative, but limited in information he could give.

DIAGNOSES: Alzheimer’s disease late onset with BPSD, sick sinus syndrome, has pacemaker and on Eliquis, history of CVA due to occlusion of right cerebellar artery, hypothyroid, malignant melanoma status post excision, HLD, GERD, HTN, asthma, insomnia and agitation.
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MEDICATIONS: Eliquis 5 mg b.i.d., probiotic b.i.d. AC, clonidine 0.1 mg two tabs b.i.d., Protonix 40 mg q.d., levothyroxine 88 mcg q.d., Singulair 10 mg q.p.m., cyproheptadine 4 mg one half tab q.d., Lipitor 20 mg q.p.m., Namenda currently 5 mg q.d. until 02/20/22 then will begin 10 mg q.d., Seroquel 50 mg h.s., Multaq 400 mg one half tab q.d., melatonin 5 mg h.s., and docusate q.d.

DIET: Regular.

CODE STATUS: DNR with physician certification form completed.

ALLERGIES: Dabrafenib and trametinib.

SURGICAL HISTORY: Tumor mass excision from left axilla, pacemaker placement, esophageal dilation and tonsillectomy.

FAMILY HISTORY: Positive for prostate CA in brother and cardiac issues in other family members.

SOCIAL HISTORY: The patient and his wife have been married 63 years, nonsmoker and social drinker. He is a retired superintendent of schools. He has two children are POAs Jeania and Mark.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: No weight change, fevers, or chills.

HEENT: He denies visual deficits. He has reading glasses. Wears bilateral hearing aids and native dentition.

CARDIOVASCULAR: No chest pain or palpitations.

RESPIRATORY: No cough, expectoration or SOB.

GI: Appetite good. No difficulty chewing or swallowing. Incontinent of bowel.

GU: Incontinent of urine.

MUSCULOSKELETAL: Ambulates independently. Has had falls both at home and then last evening in facility.

NEURO: Positive for dementia. No history of seizure, syncope or vertigo.

PSYCHIATRIC: Positive for insomnia and behavioral issues.

SKIN: In the past, he has had significant skin tears incurring in falls per his daughter.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert in recliner, no distress.

VITAL SIGNS: Blood pressure 118/64, pulse 92, temperature 98.1, respirations 14, and weight 186 pounds. He is 6’4”.
HEENT: He has full thickness hair. Conjunctivae clear. Nares patent. Hearing aids in place, but he still remained HOH. Native dentition in fair repair.
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NECK: Supple with clear carotids.

CARDIOVASCULAR: He had irregular rate and rhythm without M/R/G. PMI nondisplaced.

RESPIRATORY: Normal respiratory effort and rate. Lung fields clear. Symmetric excursion without cough.

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

MUSCULOSKELETAL: Intact radial pulses. No LEE. He moves limbs in a normal range of motion. Did not observe gait. Repositions himself without help.

SKIN: Warm, dry and intact. The skin on both forearms heavily resolving old bruises. He does have bruising on the pretibial area with some abrasions and has an abrasion at the crown of his scalp with sutures in place.

NEURO: CN II through XII are grossly intact. He is oriented to person and Oklahoma. Speech is clear. When asked questions, his responses are random and tangential, not related to what was asked. He requires redirection. Interrupts his wife frequently.

ASSESSMENT & PLAN:
1. Dementia with BPSD. We will monitor him for now as he and his wife have just moved in over the last five days, he still becoming oriented. He has asked his family about driving and if he has an anger response to that we will all be seen at monitoring for leaving the facility.

2. Gait instability with falls. He ambulates independently. Whether a walker would be of benefit will be addressed, but currently the use of Eliquis is the bigger question. Discussed with daughter who will bring it up to the rest of her family and get back to me about the okay to discontinue. The risk I think is greater than the benefit of anticoagulation in his fall risk category.

3. Hypothyroid. The patient had lab work done on 11/26/21. His TSH was suppressed at 0.32 and it is unclear whether the current levothyroxine dose was changed. We will order a TSH for the end of the month.

4. HLD. FLP on 11/26/21 showed TCHOL of 114. HDL and LDL of 36 and 46. His Lipitor 20 mg q.d. could actually be q.o.d., but we will wait and talk with family before making the change.

5. Code status. Per talking to POA and clarifying they did have a DNR and it was their expressed wishes when they were more cognizant that they be DNR so physician form completed and in chart.

6. Social. I spent about 20 minutes with daughter answering questions and discussing both parents.

CPT 99328 and 83.17
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

