


PROGRESS NOTE
RE: Robert Ellis
DOB: 08/03/1935
DOS: 05/10/2023
Rivendell MC
CC: Hospital followup.
HPI: An 87-year-old with end-stage Alzheimer’s disease and BPSD in the form of agitation, continual pacing and difficult to redirect is seen today after hospitalization at SSM from 04/23/23 to 05/03/23. During hospital admission, the patient was treated for acute delirium with Zyprexa 5 mg p.o. t.i.d. and treated for his major neurocognitive disorder with BPSD by in addition to Zyprexa, Seroquel 25 mg h.s., and Depakene 250 mg t.i.d. Labs included BMP, which was WNL. CBC on admission was noted 4 and H&H of 10 and 33.7 and on 04/30/2023 white count was up to 14.1 with H&H of 11.7 and 37.5 with platelet count of 205K. The patient had a nutrition assessment that recommended at that time a regular diet with Ensure b.i.d. Since his return, he has been changed to a purée diet given dysphagia with mechanical soft diet. Wife was kept informed as to his hospital stay by us as well as the staff at SSM. She was in agreement with palliative care. He is already on hospice care and she wanted to look into the VA Facility in Norman that was not discussed in my visit with her today. The patient on admit was found to be COVID positive, but asymptomatic and was found to have acute cystitis with hematuria. Culture was positive for mixed urogenital flora. He had already been started on Rocephin receiving three days worth of ABX, which was then stopped. His PO intake was quite poor so he was placed on IVF. Today when seen in room he was awake and uttering but not communicating clearly. He did not resist exam and allowed me to palpate bilateral hip areas, which have been x-rayed after complaints of pain to the right hip. The right hip x-rays reviewed with wife and it rules out fracture or dislocation and the pubic symphysis is intact.
DIAGNOSES: The patient’s diagnoses are end-stage Alzheimer’s disease with BPSD, dysphagia, HTN and pain management.
MEDICATIONS: ABH gel 225/2 mg/mL 1 mL q.4h. routine and q.6h. p.r.n., Norco 7.5/325 mg one at 11 AM, 4 PM and 9 PM, and Barrier ointment to bottom a.m. and h.s. and b.i.d. p.r.n.
DIET: Puréed.
CODE STATUS: DNR.
Robert Ellis
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HOSPICE: Frontier.
PHYSICAL EXAMINATION:
GENERAL: Frail elderly male who would grown but not verbalize clearly.
VITAL SIGNS: Blood pressure 148/69, pulse 64, temperature 97.9, respiration rate 12, oxygen saturation 94% and unable to weigh the patient.
CARDIAC: He has regular rate and rhythm. No M, R, or G.

ABDOMEN: Scaphoid. Hypoactive bowel sounds present.
MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. He requires full transfer assist, move arms about non-purposefully. He had equal groaning to palpation of bilateral posterior hip right and left.
NEURO: He knows who his wife is. He is unable to verbalize his needs, but pain, etc., is communicated by grimacing or fidgeting.
ASSESSMENT & PLAN:
1. End-stage Alzheimer’s disease total assist with 6/6 ADLs. Wife is now here spending the nights, which has had a positive effect on him, not calling out or trying to get out of bed.
2. Right hip pain. X-ray reviewed and then reviewed with family. There is no evidence of right hip or pelvic dislocation or fracture.

3. Pain management. He is now on Norco routinely and it has been a benefit of keeping him calmer and it has been actually increased to q.4 routine.
4. Dysphagia. He is on a modified diet requires being fed.
5. Social. Spoke with wife at length as well as the patient’s son by a previous marriage and gave him information as to the patient’s current status.
CPT 99350 and direct POA contact 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

