


INITIAL EVALUATION

RE: Larry Kerr
DOB: 07/05/1936
DOS: 05/23/2022
HarborChase MC
CC: New admit.

HPI: An 85-year-old with Alzheimer’s disease admitted to facility on 07/15/2022. This is my first time to see him. The patient had been observed walking with his walker. He is slow, it took him a while to maneuver just turning around to go back to his room, but he was able to do so. He did have a fall on 05/18/2022, with a head laceration, was seen at IBMC, had staples placed. CAT scan showed a parietal fracture. The patient returned with new order for Keflex due to laceration. The patient was not able to give information. I did speak with his daughter and/POA Margaret Kerr for information. The patient was diagnosed with vascular dementia 05/2019, by Dr. Jonathan Wilks. Prior to that, the patient had been living at home with his second wife and it was after she passed 05/2018, that family then started to note cognitive changes, not able to keep up with his personal care or his home and from that point then to Dr. Wilks and given the diagnosis, he went into Assisted Living at Quail Ridge where he was placed 06/2019, through the end of 2020 and then went to Memory Care. In December 2021, he contracted COVID and family noted big decline secondary to the isolation as well as the illness itself. He has had falls at home and then the one that has occurred here per daughter.
ADDITIONAL DIAGNOSES: To vascular dementia include HTN, insomnia, chronic seasonal allergies, atrial tachycardia, paroxysmal.
PAST SURGICAL HISTORY: Appendectomy and tonsillectomy 06/2019, after a fall with resulting in hip fracture. The patient then underwent left hip replacement and, then 12/2019, secondary to a fall with a right hip fracture. The patient then underwent right hip replacement.
MEDICATIONS: Melatonin 10 mg h.s., Namenda 5 mg b.i.d., Xyzal 5 mg q.p.m., Aricept 5 mg q.d., Norvasc 2.5 mg q.d. and p.r.n., Tylenol and Flexeril.
ALLERGIES: NKDA.

DIET: Regular.
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SOCIAL HISTORY: The patient is a retired stockbroker. He has two daughters with Margaret being the POA. The other daughter is local, but did not have a close relationship with her father. He was a nondrinker, rare ETOH user.

FAMILY HISTORY: His mother developed dementia at an older age as did his sister, both have since passed. His father had a history of cardiac disease and had a CVA.
CODE STATUS: Full code.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Unclear if there has been weight loss.

HEENT: He wears corrective lenses, has native dentition and no hearing aids. His hearing appears adequate.

CARDIOVASCULAR: He denied chest pain or palpitations, but positive for CAD and HTN.

RESPIRATORY: No cough.

GI: He can be toileted, but has occasional accidents.

GU: Urinary leakage with incontinence.

MUSCULOSKELETAL: He has a walker and again his fall history with significant injury as a result.

NEURO: Positive for vascular dementia and currently no behavioral issues observed.

PSYCHIATRIC: Appropriate for new admission with his level of dementia.
PHYSICAL EXAMINATION:
GENERAL: The patient is alert, makes eye contact, in no distress.
VITAL SIGNS: Blood pressure 138/73, pulse 80, temperature 97.4, respirations 18, O2 saturation 95% and weight 179 pounds. He is 6’4”.
HEENT: Right parental area, he has eschar formation with staples in place. No warmth, redness or tenderness. Conjunctiva clear. Corrective lenses in place. Native dentition. Moist oral mucosa.
NECK: Supple. Clear carotids.
CARDIOVASCULAR: Regular rate and rhythm. No MRG. PMI nondisplaced.
RESPIRATORY: He does not cooperate with deep inspiration. Lung fields are clear. No cough.

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

MUSCULOSKELETAL: He is able go from sit to stand using his walker, but it does take effort and he is slow and somewhat unsteady when he walks. No lower extremity edema.

SKIN: Warm, dry, intact with fair turgor.
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NEUROLOGIC: Orientation x 1. Limited eye contact. He did speak. It was random. He is commenting about a woman that he would sleep with and wanting to know where she was, likely referencing his deceased wife. He was cooperative to exam and is dependent on assist 3/6 ADLs.
ASSESSMENT & PLAN:

1. Vascular dementia. There is also notation that it is Alzheimer’s, but that was clarified in speaking with family. At this point, assessing that the patient needs assist with more ADLs than not, we will watch for areas that he will continue to need more assistance.
2. Gait imbalance. He is currently using his walker, but we will evaluate and have staff monitor when he is up and about and again his history has significant injury when he does fall. At this point, I do not think physical therapy would necessarily be of benefit.

3. Head laceration. Orders for staples to be removed on 05/27/2022 and he will complete his antibiotic on 05/25/2022.
4. General care. Spoke with daughter at length and reviewed areas of question and clarified those.
5. Code status. Daughter requests that a DNR be completed by me and so that is done so and placed in chart.

CPT 99328 and advance care planning 83.17 and prolonged direct contact with POA 15 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

