


INITIAL EVALUATION

RE: William Troutman

DOB: 04/22/1957

DOS: 04/05/2022

Autumn Leaves South

CC: New admit.
HPI: A 64-year-old with frontotemporal dementia diagnosed in 2017, seen today on his own. He was pleasant and cooperative; however, it was clear that he had poor short and long-term memory recollection and difficulty with word finding and sentence formation. The patient has been observed out on the unit walking amongst other residents not making contact particularly with anyone and did take redirection from staff when he understood what was being asked. Staff report that he is compliant with medications and the routine in general; however, he has a lot of anxiety and want staff with him when they are directing him to do things. Wife has noted his anxiety level becoming clear what he came onto the facility. The patient was started on Zoloft 25 mg at h.s. 02/16/2022, by his previous physician Dr. Housman. The patient is unable to go for outside appointments. So, I will be following him as the physician here. Wife notes initial benefit which has worn out. I told her we would increase it and explained how I would titrate it upward and she is happy with that. He has also had a history of sleep disorder more pronounced since he came to the facility, was prescribed Ambien 10 mg at h.s. Wife reports that he tells her he has bad dreams, however, he has been maintained on that. I reassured her that we would change to something else as this medication is not favored in this population. The patient seemed comfortable when I finished talking with him and asked him to step out of the room so that I could speak with his wife. He did so and later had to be found sitting with other residents.

PAST MEDICAL HISTORY: Frontotemporal dementia with BPSD diagnosed February or March 2017, to include a neuropsych evaluation, OA of knees, insomnia, GERD, rosacea and lower extremity edema since resolved.

PAST SURGICAL HISTORY: Cholecystectomy, C-spine fusion and right inguinal hernia repair.

MEDICATIONS: Going forward, ASA 81 mg q.d., Aricept 10 mg h.s., glucosamine two capsules q.d., HCTZ 25 mg q.d., Namenda 10 mg b.i.d., MVI q.d., Remeron 15 mg h.s., stool softener q.d., Zoloft 25 mg h.s., Ambien 10 mg h.s. and Finacea Foam to affected area b.i.d. p.r.n. and Efudex apply to face and forehead b.i.d p.r.n.
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ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

CARDIOLOGIST: Dr. Norris, SWMC.

SOCIAL HISTORY: The patient has been married to Anita 43 years. They have two children. He is a nonsmoker and nondrinker. Wife is POA. He was an engine and transmission builder for Fred Jones for 45 years.

FAMILY HISTORY: Mother had Alzheimer’s disease passed at the age of 91 and she has four siblings who also had Alzheimer’s disease. The patient has two brothers a few years older than him who both have dementia. His father died of COPD in his mid 90s.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: He has lost weight. His baseline weight had been about 238 to 240 pounds.

HEENT: He wears glasses. He has native dentition. Acknowledges difficulty hearing, but no history of hearing aids. He is incontinent of both bowel and bladder. He had four falls in three years, but all prior to admission here. He has a history of OSA with CPAP use, which he no longer wears as he is uncomfortable with it. History of rosacea for which he has p.r.n medication, usually flares when he is out in the sun too long.

NEUROLOGIC: Wife states that his nighttime wandering and exiting as well as his bowel and bladder incontinence were the things that just let her know she could not care for him at home and sought placement.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished male, cooperative, but quiet.

VITAL SIGNS: Blood pressure 121/71, pulse 57, temperature 98.2, and weight 220.6 pounds; on admission 01/19/2022, the patient weighed 228 pounds, so weight loss of 7.4 pounds in just shy of two and half months. BMI is 28.3.

HEENT: He has male pattern baldness. Conjunctivae clear. Corrective lenses in place. Nares patent. Moist oral mucosa. Native dentition in fair repair. Some teeth missing on the bottom.

NECK: Supple with clear carotids. No LAD.

CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: Cooperative with deep inspiration. Lung fields are clear to bases with normal effort, rate and no cough.

ABDOMEN: Protuberant and nontender. Bowel sounds present.

William Troutman

Page 3

MUSCULOSKELETAL: Ambulates independently, upright posture. Intact radial pulses. No LEE.

SKIN: Warm, dry and intact with fair turgor. No bruising or breakdown noted.

NEUROLOGIC: CN II through XII grossly intact. Orientation x 1. Makes eye contact. Evident frustration with himself when unable to get his point across.

ASSESSMENT & PLAN:
1. Frontotemporal dementia moderately advanced. MMSE on admission shows the patient completing the first three sets of questions and unable to then complete the rest. His score was 6 of 30. The goals are to monitor the patient for comfort and safety. At this point, those have been met, however, anxiety is becoming an issue.

2. Anxiety. Increase Zoloft to 50 mg times one week and then increase to 75 mg thereafter monitoring for benefit. I discussed with wife having p.r.n. medication such as low dose Xanax available. She is agreeable to that as p.r.n.

3. Disordered sleep with nightmares. We will discontinue Ambien and start trazodone at 50 mg h.s. and monitor for benefit as well as any withdrawal.

4. Medication review. There are medications at this point nonessential and wife agrees to discontinuation.

5. General care. CMP, CBC and TSH ordered and also physician certification for a DNR form is completed and placed in chart. Wife states that DNR discussion happened prior before the patient progressed to the current point and he was in agreement and that has been signed, but unable to be located; however, as his POA she wants to have it instituted.

6. Weight loss. While the patient has had progressive weight loss, his BMI is over his target range at 28.3. We will monitor weight and then check his total protein and albumin on the labs ordered.

CPT 99328 and advance care planning 83.17 and direct contact with POA prolonged 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

