


INITIAL EVALUATION

RE: Tim Wall

DOB: 07/12/1961

DOS: 06/29/2023

Harbor Chase MC

CC: Admit note.

HPI: A 61-year-old in residence since 06/20/23. The patient admitted from St. Anthony’s Geri Psych where he was in residence for nine days and then admitted here. Prior to that the patient was living at home with his wife Debbie Wall. The patient was diagnosed with Alzheimer’s disease in 2018 and he was manageable at home until the beginning of 2022 when he started to become a little more irritable, progressing to agitation and then aggression both first verbal and then becoming physical directing it toward wife. Since his admission here there have been behavioral issues. He tends to pace and just go from one setting to another. He has a verbal capacity however it is all word salad so he is not able to engage in conversation and it is questionable how much he understands of what is said to him. Wife had medication regimen that had been worked out with the patient’s primary care that included Depakote and p.r.n Klonopin as his dementia progressed those medications became less effective she tried CBD gummies, which helped him to sleep and also calmed him down when he was agitated. Medications were further adjusted when he was in Geri Psych. Here the patient is cooperative with taking medications. There has not been the desired benefit to the patient with current medications and after speaking at length with wife I am going to adjust his medication regiment, which will hopefully be more beneficial.

DIAGNOSES:

Alzheimer’s disease diagnosed 2018, spinal tap and MRI of the head confirmed diagnosis he had cerebral atrophy generalized and Dr. Pardo was the neurologist following him. Symptoms began in 2014 when wife noted that he began to have difficulty following or participating in conversation. Progression has been slow with progressive inability to do his own ADLs starting with personal care and in the last year anger has become a significant part of his behavior verbally aggressive and physically aggressive. He has hit his wife on more than one occasion and while she has been driving he has attempted to open the car and get out. He requires full assist in monitoring for all ADLs and no longer was able to help with things at home.
DM II. The patient is on insulin and he does not like injections or fingersticks and has been very resistant to having them done becomes not only angry but tearful and seems hyper excitable about having it done.
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Anxiety disorder. He was diagnosed with this prior to Geri Psych but it was confirmed during Geri Psych and he has been on Klonopin in the past, which was of benefit and those medications were adjusted via Geri Psych. Wife believes that there is still some component in his anxiety but less so.
Musculoskeletal pain. The patient was very athletic in his youth and then was a firefighter and retired as a fire marshal so lot of physical activity there and has had several orthopedic surgeries. He was treated with Celebrex, which he is not sure how much benefit that gave him, but wife’s concern is that he does have pain that is untreated.
Insomnia. The patient had an erratic sleeping pattern up and down through the night wandering around the house. He had been on melatonin and CBD gummies seemed to give him the most help.
Dysphagia to pills. The patient has had the most difficulty swallowing capsules so wife has taken medication that was needed but in capsule form and just sprinkles it on food and he takes it that way.
GERD. This has been a significant problem for the patient for many years. He had derived the most benefit from lansoprazole 15 mg and he was on that until his Geri Psych stay and it was changed to Protonix and she wants to have it changed if possible.
Loss of articulation. The patient now speaks word salad and difficulty communicating anything.

PAST SURGICAL HISTORY: Hip resurfacing right side five years ago with a good outcome, bilateral knee arthroscopy, and bilateral shoulder arthroscopy.

HOSPITALIZATIONS: SSM Geri Psych for nine days. He was very aggressive and agitated despite being given Haldol and IV Ativan. He required four-point restrains before he was able to be admitted into Geri Psych.

MEDICATIONS: Trazodone 200 mg h.s, temazepam 30 mg to be given if not asleep at midnight, tramadol 100 mg at 8 a.m., 2 p.m. and h.s., lansoprazole 15 mg q.d., Depakote sprinkles increased to 500 mg b.i.d., olanzapine 5 mg q.a.m. and 10 mg h.s., glipizide 5 mg at breakfast and at lunch and ABH gel 225 2 mg/mL 1 mL at 10 a.m., 3 p.m. and 2 p.m.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.

FAMILY HISTORY: The patient’s father had late onset dementia and paternal uncle early onset dementia.
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SOCIAL HISTORY: The patient is a retired fire marshal. His wife of 31 years is a nurse and this is the time that they had planned on different trips and other endeavors and she acknowledges mourning the loss of that. The patient has a 25-year-old son he called Baba who is a fireman and a 28-year-old daughter who lives in Dallas. The patient’s sister Glenda is a resident in AL and his brother Dr. Louis Wall has come to visit him.

REVIEW OF SYSTEMS: 

Constitutional: The patient has lost weight. He is currently 213 pounds, down about 30 pounds over the last year and half..
HEENT: He wore glasses, which he no longer wears as he does not like have anything on his face. Good hearing. Native dentition and does have a bridge.

Cardiovascular: No history of chest pain or hypertension.

Respiratory: No evidence of cough, shortness of breath or expectoration. The patient in his administrative roles of fireman was in charge of investigations and he had several exposures to fires in meth houses so in exposure to meth fires, which led to meth toxicity in his lungs for period of time. He had lot of respiratory issues with inflammation, which has subsided and caused frequent nosebleeds.

GI: The patient has urinary urgency and can be toileted and is incontinent of bowel and now wearing adult briefs.

Musculoskeletal: The patient has long history of chronic back pain. He has had disc protrusion in sacrum and grimaces when his back is bothering him.

Neurologic: Positive for Alzheimer’s with progression significant over the past year, BPSD of aggression and difficulty redirecting.

Obstructive sleep apnea for which he wears CPAP for many years and quit wearing it over the last couple of years as he does not like wearing the facemask.

PHYSICAL EXAMINATION:
GENERAL: The patient has short grey hair. 

VITAL SIGNS: Blood pressure 140/83, pulse 84, temperature 98.1, respirations 22, and currently weight is written at 313 pounds. I am going to have that checked for validity.

HEENT: Conjunctive clear. Nares patent. Moist oral mucosa.

CARDIAC: Regular rate and rhythm. No M, R, or G.

RESPIRATORY: He does not know how to cooperate with deep inspiration, but lungs fields are clear. No cough and symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. Slightly protuberant but nontender.

MUSCULOSKELETAL: Ambulatory independently, moves limbs in a normal range of motion. He has trace lower extremity edema. The patient tends to pace and does not sit down for very long.

SKIN: Warm and dry and intact.
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NEUROLOGIC: He makes eye contact. He looks around. He likes engaging with people. His speech is complete word salad. Unable to voice needs or give information. He can be difficult to redirect unaware of surroundings.

PSYCHIATRIC: He can spontaneously become tearful or agitated and has been noted to have since admission episodic spontaneous crying and then seems to stop on its own. There is no commonality in situation or time of day.
ASSESSMENT & PLAN:
1. Alzheimer’s disease moderately advanced. After talking with wife decided on a new routine medication regiment that included some of what was being done at home as well as what was started in Geri Psych and it is as above in new orders.

2. DM II. The patient does not like needles. He becomes agitated so I am discontinuing insulin and FSBS and switching to an oral regimen as above. He had an A1c that returned today from the previous 90 days and it is 10.3 so there is a question of how frequently he actually received the prescribed medications so we will start new and recheck in 90 days.

3. Pain. This is primary musculoskeletal for reasons of athleticism and profession. Tramadol 100 mg three times daily and we will see treating pain also results in decrease of agitation.

4. Insomnia. I have adjusted trazodone dose and reiterated giving temazepam if awake at midnight.

5. Dysphagia to medication is primarily the gelatin capsid get stuck in his throat. He is not able to swallow so I have given direction to empty medication that comes in capsule form on the food and then give patient.

6. Reflux. I changed back to lansoprazole, which seemed to work better for the patient per wife’s observation.

7. Medication review. I have discontinued Namenda, which he was not getting at home and Celebrex as I think tramadol will be more benefit.

8. Social. I spent an hour speaking with wife getting history and reviewing medications as well as discussing what I would like to try and see if it works for him here. She was agreeable with all.
CPT 99345 and direct POA contact one hour.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

