


INITIAL EVALUATION
RE: Ronald Applegarth
DOB: 02/17/1934
DOS: 01/11/2023
Rivendell, AL
CC: Assume care.

HPI: An 88-year-old seen in apartment that he shares with his wife. He was alert, attentive to what the discussion was with his wife and had to be redirected a few times. When I spoke with him it was clear that he would wander and become random and tangential in answering the basic question that was asked. He did not like being redirected, but had to be in order to get the interview through. Hospice evaluation occurred primarily due to the patient’s disease progression. The patient’s decline accelerated starting with the hospitalization at OUMC for acute respiratory hypoxia. He returned to facility on 12/14/22. He continued with weakness and then was admitted to NRH on 12/20/22 for SOB and diagnosed with CHF exacerbation, pneumonia and influenza. After treatment with IV antibiotics, Tamiflu and Lasix, the patient returned to facility on 12/25/22. He has had a significant weight loss in the past month. December 2022 weight was 144 pounds versus January 2022 weight of 164.4 pounds so a weight loss of 20.4 pounds. He has had pain related to his right hip and foot. He states that there was a fall where he broke his right hip. He was not a candidate for ORIF so conservative measures were opted for. He is not able to weight bear and does ambulate with a walker. There is an x-ray of his right foot showing mild degenerative change without fracture or dislocation, but no hip x-ray in his chart. The patient’s chart does not carry diagnosis of dementia, but it is clear that that is in place most likely vascular in nature given his other diagnoses. When speaking to the patient, he would start answering the question asked and then it would become a long drawn out answer and I am not clear that he was sure what he was talking about. He had to be redirected and appeared to not like that. Since his hospitalization at the end of December for CHF exacerbation, pneumonia and influenza, he now has O2 at 2L/nc at h.s. and p.r.n. during the day.
DIAGNOSES: Dementia, atrial fibrillation, CAD, CHF, COPD, CKD stage III, HLD, hypothyroid, OSA syndrome, and gait instability uses walker and HOH despite hearing aids.

PAST SURGICAL HISTORY: CABG, TURP, right temple melanoma excision, bilateral cataract extraction, and pacemaker placement.
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MEDICATIONS: Allopurinol 100 mg q.d., vitamin C 1000 mg q.d., Bumex 2 mg b.i.d., Coreg 3.125 mg b.i.d., Eliquis 2.5 mg b.i.d., Depakote 125 mg q.a.m. and 250 mg q.p.m., Farxiga 5 mg q.d., Atrovent nasal spray t.i.d., MiraLax q.d. p.r.n., and Remeron 7.5 mg h.s.

ALLERGIES: DIGOXIN, METOPROLOL, SIMVASTATIN, and LIPITOR.

CODE STATUS: Now DNR.

DIET: NCS.

FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Greater than 20-pound weight loss in one year.

HEENT: He wears corrective lenses. Bilateral hearing aids. On his upper gum, he has a near normal set of teeth. Bottom, he has loose tooth on the right and three teeth on the left and he acknowledged having worked out almost pulling the loose tooth due to what he calls an abscess. He denies chest pain or palpitations.

RESPIRATORY: He does wear O2 at h.s. which he states helps and denies needing it during the day. He spends his time sitting in his chair very little exertion.

RESPIRATORY: O2 2L at h.s. He has OSA syndrome. He has never used CPAP.

MUSCULOSKELETAL: He ambulates with a walker, but he primarily stays in his room. He is generally too weak to walk at any distance.

GU: He has urinal right next to his recliner and he uses it routinely. Occasional urinary leakage, but denies incontinence of bowel.

PHYSICAL EXAMINATION:
GENERAL: Frail elderly male engaged in discussion with him.

VITAL SIGNS: Blood pressure 151/76, pulse 70, temperature 98.2, respirations 18, O2 sat 99%, and weight 144 pounds.
HEENT: He has some male pattern hair loss. Conjunctivae clear. Corrective lenses in place. Nares patent. Moist oral mucosa. He has poor native dentition. Teeth up top on the bottom, he has two actually on the right lower gum line and three on the left. There is one loose tooth with small amount of oozing blood.

NECK:  Supple. No LAD.

RESPIRATORY: Normal effort and rate but decreased bibasilar breath sounds. No cough and some scattered rhonchi.
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CARDIOVASCULAR: Irregular rhythm with a soft SEM.

ABDOMEN: Flat and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. He has trace edema of the ankle. He moves his arms in a normal range of motion.

NEURO: He is oriented to person and general location. He did know the year was 2022 and had to stop and think he could tell me it was January, but he is random and tangential whether that is intentional or due to dementia unclear.

ASSESSMENT & PLAN:
1. Dementia. MMSC will be administered next week and we will see where he sits and then I will see if he has previously been diagnosed when I speak with his POA.
2. Generalized weakness with gait instability. For now, he is using his walker in his room. I do not think that he walks outside of the room with it and we will find out when he last had PT most likely when he was with home health.
3. Room air hypoxia with O2 to be used at h.s. and p.r.n. during the day. This started after hospitalization end of December.
4. Current dental caries. The patient thinks he has an abscess. I spoke with his POA. He has a dental appointment tomorrow. I did make him aware that given his ongoing Eliquis use that he would not be a candidate for any kind of procedure and I told him if he pulled his tooth and cause a lot of bleeding that was going to be a problem that would require him going to the ER for.
5. Atrial fibrillation/HTN. We will monitor BP and heart rate adjusting medication as needed.

6. BPSD. Continue with divalproex for now. We will assess as I get to know him better if doses need to be adjusted.
7. BPH. He has no difficulty with urine output. We will continue on Flomax.

8. CKD III. His last labs in chart 03/2022 were BUN and creatinine of 41/2.15. His recent hospital notes have no lab information. We will order labs next week after seeing him.
9. Code status. The patient has an advanced directive indicating no heroic measures be undertaken at end-of-life care so DNR was signed and placed in chart.
CPT 99345 and advance care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
