


INITIAL EVALUATION
RE: Bobby Clark
DOB: 07/22/1936
DOS: 06/26/2023
Jefferson’s Garden
CC: New admit.

HPI: An 86-year-old in residence since 06/19. He came from his home where he lived with his wife here in Oklahoma City. The patient’s wife Kay was present in room when I went to see the patient the second time and so she was able to give me information. The patient was seen earlier when I parked at this morning, I noticed an older man being outside who then walked in and it was him having left without anyone being made aware, that was considered exiting and I spoke with the DON regarding treating the patient to take the edge off that continual pacing and wandering, which is something he did at home per wife. The patient is a pleasant older gentleman. He is verbal. Cognitive impairment impedes information given, but he was pleasant, cooperative and sat while wife and I spoke and she was able to give me information. There were points where he became tearful and she states that he was always an emotional type guy with things that were sentimental or sad and she is concerned about him having to leave the facility because of what happened this morning and I reassured her that we are going to try and do what we could to temper that.
PAST MEDICAL HISTORY: Alzheimer’s dementia diagnosis made in 2018 by neurologist, the patient underwent neuropsychiatric testing at OU and had an MRI of the brain, which also showed a small tumor posterior to the right ear and the plan was to follow it and he had an MRI in this calendar year and it was unchanged in size. The patient’s neurologist was Dr. Stuckey. He was tried on Aricept, which he could not tolerate, is now on Namenda and wife questions whether he needs to continue it. Talked about the potential benefit versus the fact that much of what it is intended for does not apply to him at this point. She states that at home as long as he was with her, he would be calm and he slept at night initially and then would get up and wander have a snack or just walk around the house and, of course, she would be anxious that he would try to leave, which he did not. He would get agitated, but she was able to calm him down and he had started falling at home and was not able to get himself up and she was not able to get him up by herself, so when she would have to start calling other people that was also a turning point. HTN, he is on low-dose amlodipine with adequate control, CKD stage III; it was diagnosed, but any further action deferred, prostate cancer; the patient is status post robotic prostatectomy, he does have urinary leakage; insomnia, this is an issue as his dementia has progressed, trazodone 50 mg started here and is of benefit.
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PAST SURGICAL HISTORY: Four-vessel CABG post MI in 2010, prostatectomy in 2012, cholecystectomy. Multiple facial surgeries post farming accident where he had crush injury to several facial bones and then a reinjury later in a motorcycle accident.
MEDICATIONS: Amlodipine 2.5 mg q.d., ASA 81 mg q.d., Lipitor 10 mg q.d., omeprazole 20 mg q.d., SLNTG 0.4 mg p.r.n., Voltaren gel to affected joints p.r.n., trazodone 50 mg h.s. and Ativan 0.5 mg one-half tablet q.6h. p.r.n. anxiety and to be started ABH gel 1/25/1 mg/mL 1 mL b.i.d. and q.6h. p.r.n.

ALLERGIES: ARICEPT.
DIET: Regular.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient is married to Kay 63 years. They have two daughters, who live locally. The patient was a truck driver and would buy rehab trucks and sell them. Nonsmoker, nondrinker. Wife Kay is the patient’s POA.
FAMILY HISTORY: His mother, who is one of eight children, had four siblings that all had Alzheimer’s disease or unspecified dementia.
SOCIAL CARE: The patient while at home with wife had a sitter every Tuesday for 4½ hours and the patient went to the daily living center that was from 9 o’clock in the morning till 4 in the afternoon and there were no problems there.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Baseline weight fluctuates between 170 and 174.

HEENT: He wears prescription reading glasses, but has not been wearing them since he is here and has a partial upper plate that he is able to take out and put back in, but he needs assist in setting it up for overnight cleaning, so an order will be written to that effect.

CARDIAC: No chest pain or palpitations.

RESPIRATORY: No cough, expectoration or SOB.

GI: He has a good appetite. Has normal bowel pattern with incontinence.

GU: Urinary incontinence, wears adult briefs.

MUSCULOSKELETAL: He ambulates with a walker and that began after he was diagnosed with Alzheimer’s disease in 2018. OA of left knee, which he favors to some degree and history of esophagitis.
NEURO: The patient recognizes his wife, requires assist for five of six ADLs. He remains with verbal capacity, but she states that he has become primarily nonverbal with her and the tone of his voice volume has softened.
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PHYSICAL EXAMINATION:

GENERAL: Pleasant elderly gentleman, who was cooperative, but not able to give much information.
VITAL SIGNS: Blood pressure 135/83, pulse 66, temperature 97.3, respirations 19 and weight 170.2 pounds.

HEENT: A male pattern baldness. Conjunctiva clear. Nares patent. Moist oral mucosa. A well-fitting upper plate.

NECK:  Supple without LAD.

CARDIOVASCULAR: He has a regular rate and rhythm. No MRG. PMI nondisplaced.

RESPIRATORY: He is unable to cooperate with deep inspiration, but lung fields are clear. No cough and symmetric excursion.

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

MUSCULOSKELETAL: The patient is ambulatory with the use of his walker, which he uses appropriately. He has intact radial pulses. No lower extremity edema. He was walking in his house slippers all day; wife had brought him slip-on shoes that have traction, so I will write order for those to be placed q.a.m. The patient is ambulatory. He generally uses his walker. He is slow and steady. He moves limbs in a normal range of motion. He does have crepitus of both knees, the left greater than the right and he can go from sit-to-stand using his walker.
SKIN: Warm, dry and intact with fair turgor. He does have some facial scars and those are a result of a facial crush injury when he was 19.

NEURO: II through XII grossly intact. He makes eye contact. His speech is slow and soft volume. He can give some basic information, but clear memory deficits short and long-term present. He also had spontaneous crying when his wife was talking about him being here and that she just could not meet his care needs at home and he was able to express himself as he wanted to have one of my business cards and just to share some information about his wife and how she had been a dedicated caretaker to him.
ASSESSMENT & PLAN:

1. Alzheimer’s disease with progression. The patient was walking outside of the building today. I told the patient that there are residents who do go outside and sit outside, but with him, we need to know when he does that, so that there are someone monitoring and making sure that he does not get lost and he seemed to understand that. ABH gel 1/25/1 mg/mL with 1 mL b.i.d. routine and q.6h. p.r.n. is ordered to see if it does not temper some of that labile emotion.
2. Medication review. Wife would like to have the Namenda discontinued as she does not see any point to it which I would agree with, so it is discontinued along with the SLNTG, which he has never required and the Voltaren gel; I am not sure that that may not be of benefit to the patient, so we will check with the nurse.
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3. General care. Staff to set up the cleaning of his partial plate at h.s. and q.a.m. to put him into the slip-on-shoes that his wife has brought. CMP, CBC and TSH ordered for baseline lab.

4. Social. All of this was discussed. I spoke with his wife. She is emotional and wants him to be able to stay here and just wants what is the best for him as well and reassured her that we will try what we can to keep him here.

CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

