


PROGRESS NOTE

RE: Bill Sexton

DOB: 06/30/1936

DOS: 03/01/2022

Rivendell MC

CC: Followup on neurology visit.

HPI: An 85-year-old with Alzheimer’s disease and history of a CVA. He was seen today by his neurologist Dr. Matthew Ryan at St. Anthony’s. The patient and his wife both had an appointment, escorted by his stepdaughter and co-trustee Cindy Dililu. Cindy was also able to give me information that I was unable to obtain from the patient or his wife and was not available when I left a VM last week. We reviewed the patient’s medications and agreed on nonessential discontinuation. The patient had labs that were reviewed with Cindy, generally WNL with the exception of a low total protein. Initially, on return, the patient and his wife both went to take a nap and then later came back and wanted to sit while we were talking. He stated that he wanted to know what was going on, but he never commented on anything being said.

PAST MEDICAL HISTORY: Alzheimer’s disease diagnosed January 2018 by Dr. Ryan. A recent MMSE, the patient scored 3/30 which is severe dementia. He also has a history of CVA in 2015 with resultant tremor. He was started on Keppra shortly thereafter and that has resolved.

OTHER DIAGNOSES: HLD, GERD, BPH, and history of prostate cancer status post radiation pellet placement.
PAST SURGICAL HISTORY: Back surgery with lumbar fusion remote and prostate surgery limited with RTX bead placement.

ALLERGIES: NKDA.

MEDICATIONS: ASA 81 mg q.d., divalproex 125 mg b.i.d., Lexapro 10 mg q.d., Prevacid 20 mg q.d., Keppra 500 mg b.i.d., Xyzal 5 mg q.d., risperidone 2 mg b.i.d., and Flomax q.d.
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CODE STATUS: DNR.

DIET: Regular with thin liquids.

FAMILY HISTORY: His father died in his 60s of an MI and his mother at 94 of natural causes.

SOCIAL HISTORY: He and his wife have been married for 45 years. He has three children by a previous marriage and she has four children by previous marriage. The families get along and the co-trustees for both Mr. and Mrs. Sexton are the oldest daughter of each of the parents. The patient was a developer and landlord, leaving 68 units of development property that is now managed by his family. He was a nonsmoker and nondrinker. Both he and his wife were practicing Mormons.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient’s baseline weight is 165 pounds.

HEENT: The patient has new drooling. There was some at a minimal level when I saw him initially and then today he has been drooling throughout the day. Stepdaughter states she has not previously seen this. Discussed with Dr. Ryan and medication that he would give to the patient, the risks outweigh benefit. When I spoke to the patient about using some drops, i.e., atropine, he stated he would like that because it bothers him. He has native dentition. Hears adequately as well as vision adequate.

GI: When asked about difficulty chewing or swallowing, the patient said not really and then stated that maybe sometimes. POA pointed out that for her lifetime that she has known the patient as he is her stepfather 45 years, that after the patient eats – regardless of the circumstances – he will vomit. She believes in part it was related to a weight control issue and then became a habit. I told her I am not aware of him doing that on the unit, but we will start monitoring. He was doing it though up until he was brought here. Due to his back surgery, she believes that he has gait favoring one side that has been long term.

GU: Per HPI. He denies difficulty with urine stream.

MUSCULOSKELETAL: He ambulates independently. He has developed a shuffling gait that is stated to be new by POA. He has not had falls.

NEURO: He is aware that he has some memory deficit, but minimizes it as well as his wife. POA states that he appears to be progressing more rapidly than her mother. The patient as a part of his diagnosis of dementia had aggression that he showed primarily towards his wife and some of the behavioral medications that he is on which have managed that. He has been seizure free. He actually does not have an actual seizure diagnosis but rather Keppra for the tremor post CVA. The patient is incontinent of bowel and bladder.
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PHYSICAL EXAMINATION:

GENERAL: Frail appearing male in no distress.

VITAL SIGNS: Blood pressure 108/63, pulse 73, temperature 97.3, respirations 16, O2 saturation 97%, and weight 171.4 pounds.

CARDIAC: He has regular rate and rhythm without M, R or G.
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

GU: Incontinent though he states he is continent and per daughter he remains sexually active with his wife here in the facility.
MUSCULOSKELETAL: He has a slow shuffling gait and stooped posture. His movements are slow and deliberate. No lower extremity edema. He is able to go from sit to stand and vice versa using a chair for support.

NEURO: He makes eye contact. He speaks in a monotone voice with a flat affect. He asked brief questions. Voices his needs and throughout the time that he spent, there was a drooling going on.

SKIN: Dry. No bruising, skin tears, or other breakdown noted.

ASSESSMENT & PLAN:

1. Medication review. I have discontinued three nonessential medications with POA’s agreement.

2. Drooling behavior. This is new. We will monitor for this and order Atropine drops two drops q.6h. p.r.n.

3. Hypoproteinemia. T-protein 5.5 and Ensure one can q.d.

4. Postprandial emesis. We will have staff monitor for this.
CPT 99338 and prolonged direct contact with POA

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

