


INITIAL EVALUATION

RE: Jim Hill
DOB: 02/19/1934

DOS: 04/06/2022
Rivendell MC

CC: New admit.

HPI: An 88-year-old in residence since 03/28 sharing an apartment with his wife. The patient and wife seen together initially then I spoke with their daughter and SIL who were present and able to give additional information to notes accompanying chart. Staff had informed me that the dynamic is that Mr. Hill is identified as the patient with dementia while his wife does not self identify and while he can be hard of hearing, slow to move, his wife speaks on his behalf that he does not want to do activity so he has been isolated and he has been having sundowning at about 5 p.m., which then leads to wife being abrupt and verbally abusive with him. I related this to daughter and SIL who concur they have witnessed the same thing and that patient has become progressed in his dementia, been more cut off from socialization by his wife whereas he is someone who does like to interact with others, likes to do physical activity etc. The patient was cooperative though he did look to his wife for cueing when I spoke to him and there was an activity that was getting ready to start going for a drive and he wanted to do that until she did not and then they were both encouraged to go for the activity.

PAST MEDICAL HISTORY: Vascular dementia with history of CVA, MMSC 20/30 in mild category, and DM II on oral medications. No A1c available, HTN, bilateral OA of knees, generalized muscle weakness, peripheral neuropathy, COPD, smoker for 40 years, HLD, GERD, ankylosing spondylitis lumbar region. Macular degeneration.
PAST SURGICAL HISTORY: Bilateral knee replacement, abdominal hernia repair, tonsillectomy and adenoidectomy.

CODE STATUS: Currently full code.

ALLERGIES: CODEINE.

DIET: NCS.
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MEDICATIONS: Metformin 500 mg q.d., repaglinide 2 mg one tablet t.i.d. a.c., Celebrex 200 mg q.d., FES04 q.d., Colace q.d., D2 50,000 units q. week, trazadone 50 mg h.s. will increase, artificial tears OU q.a.m., Lyrica 150 mg h.s., Flomax q.d., Lipitor h.s., Seroquel 100 mg h.s., KCl 10 mEq b.i.d., and Ocuvite q.d.

FAMILY HISTORY: His father died in his early 60s. Mother’s age of death unknown. No family history of dementia.

SOCIAL HISTORY: The patient married 67 years is a retired Marine and then National Guard of 35 plus years and a retired Vocational Rehab Instructor. He has a 60 pack year smoking history quit approximate five years ago. Social drinker.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight was generally 160 to 165 pounds. He has increased his weight since being in facilities prior to being here.

HEENT: He wears corrective lenses. He has bilateral hearing aids. Native dentition. No difficulty chewing or swallowing.

CARDIOVASCULAR: No chest pain or palpitations.

RESPIRATORY: No cough or SOB.

GI: No nausea, vomiting, constipation, diarrhea, continent of bowel, occasional accidents.

GU: No history of UTIs, continent of urine, or some urinary leakage.

MUSCULOSKELETAL: He ambulates with a walker. He had a fall in March, which prompted an ER visit.

SKIN: Easy bruising and decreased integrity.

NEURO: Diagnosed with dementia in 2019 and there has been a diagnosis of mixed Alzheimer’s/vascular dementia.

PHYSICAL EXAMINATION:

GENERAL: Well developed and nourished male in no distress, but appears confused.
VITAL SIGNS: Blood pressure 127/95. Pulse 72. Temperature 97.3. Respirations 18. O2 saturation 95%. Weight was 216.2 pounds.

HEENT: Full thickness hair. NCAT. EOMI. PERLA. Conjunctivae clear. Corrective lenses in place. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple with clear carotids.

CARDIOVASCULAR: Regular rate and rhythm with soft SCM. No rub or gallop noted. PMI nondisplaced.

RESPIRATORY: He has a normal rate and effort. Clear lung fields diminished bibasilar breath sounds. Prolonged expiratory phase. No cough.

Jim Hill

Page 3

ABDOMEN: Protuberant, nontender, and hypoactive bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. No LEE. The patient observed needing some assist going from sit to stand and then using his walker for support. He is ambulating slowly, but steadily.

SKIN: Warm and dry. He does have a few scattered ecchymosis on his forearms with senile changes on sun exposed areas.

NEURO: CN II through XII grossly intact. He does have a compromised vision both due to macular degeneration and a history of a detached retina but cannot tell me which eye nor can family. He speaks clearly when they were being taken to an activity he did become protective of his wife’s misunderstanding something said to her.

PSYCHIATRIC: Appropriate affect and demeanor for current situation.

ASSESSMENT & PLAN:

1. Dementia Alzheimer/vascular and sundowning behavior. Haldol 0.5 mg at 5 p.m. and will assess benefit adjusting dose as needed.

2. Insomnia. We will increase trazadone to 100 mg and assess benefit adjusting dose again as needed, reports are that he does not sleep, question of that validity will first give some time to see whether Haldol is of benefit for sundowning leading into better sleep.

3. DM II. Continue with current meds. A1c ordered.

4. History of B12 injections and iron supplement. CBC and B12 level assessing need for continuation of either.

5. Potassium supplement. The patient is not on diuretic unclear history of hypokalemia. We will find out in his CMP.

6. Medication review. Discontinue to nonessential medications.

7. Code status review. Full code is what the wife chose for both of them on their admission and daughter said that she would like to have that revisited later and so will bring that up again later.

CPT 99328 and prolonged direct time with POA 40 minutes and advanced care planning 83.17

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

