


INITIAL EVALUATION

RE: Jonas Foster
DOB: 02/21/1936
DOS: 09/12/2023

Jefferson’s Garden AL
CC: New admit.

HPI: The patient is an 87-year-old gentleman admitted on 08/28/2023 from Counsel Road AL in speaking with family this is closer to POA and daughter as well as they were not happy with the care provided there. The patient was seated in his wheelchair. He was cooperative to being seen though I am not sure he fully understood what we were doing. The patient propelled himself from his room to the hallway where I then spoke with him. He was pleasant and cooperative. Cognitive deficits I think lead to him not fully understanding some questions and there is mild hearing deficit. Information provided by daughter/co-POA Felina Foster.
DIAGNOSES: Frontal lobe dementia diagnosed on 02/20/22, nonambulatory wheelchair dependent, new bilateral lower extremity edema, urinary incontinence with history of UTIs, peripheral neuropathy, HTN and new issue of sores developing on lower extremity that ruptures and weep.
PAST SURGICAL HISTORY: Bilateral knee replacements, back surgery x2 both lower. He has had a history of prostate cancer and he is unaware of what was done regarding that, but appears to be in “remission” and he had in his back urostimulator to help awareness of when the patient needed to urinate, but he never used it properly, but the implant remains in place.
ALLERGIES: NKDA.
DIET: Regular.
CODE STATUS: DNR.

MEDICATIONS: Albuterol HFA two puffs b.i.d., Flonase q.d., ASA 81 mg q.d., lisinopril 10 mg q.d., gabapentin 100 mg h.s., Gemtesa 75 mg q.d.,(OAB) KCl 20 mEq q.d., torsemide 100 mg q.d., progesterone 100 mg q.d., and D3 5000 IU q.d.
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SOCIAL HISTORY: The patient has been married twice. His first marriage he has three sons with whom he has limited contact and daughter states that she really does not know them well and believes that it has been a source of depression for her father though they do not talk about it openly. He is married to his current wife x43 years and their only child is Felina. The patient worked for Boeing and he is also retired military serving both in the Army and the Air Force for a total of 25 years. He was a short-term smoker and it has been remote since his last use and minimal if any ETOH use.
REVIEW OF SYSTEMS:
Constitutional: His baseline weight is 240 to 250 pounds.
HEENT: He wears glasses, has a lower partial that he had in place today. He does not wear hearing aids.
Cardiovascular: He denies chest pain or palpitations.
Respiratory: He denies cough, expectoration or SOB.

GI: He states that he does not particularly care for the food so he has been eating but not at his baseline level. He has mixed continence of bowel, wears depends.
GU: Urinary incontinence, which he minimizes staff report that he soils briefs very heavily and will not ask for assistant change.
Musculoskeletal: He is in a manual wheelchair and has been for some time secondary to gait instability with continued falls.
Neurologic: Daughter states that she and mother noted some cognitive change more pronounced in the last year to six months, but prior to that it was unexplained urinary incontinence than limited continence of bowel and then gait instability from walking independently to just loss of balance unexplained requiring that for safety he be in a wheelchair and behavioral changes that were unexplained at times just being very withdrawn or very hostile and irritable. She states that she knows he gets anxious and agitated, which is something out of the norm for him over the last six months.
PHYSICAL EXAMINATION:
General: Obese male seated in wheelchair. He is pleasant, but not able to give information.

Vital Signs: Blood pressure 140/60, pulse 90, temperature 97.0, respiration rate 16, oxygen saturation 98% and 240 pounds.
HEENT: Male pattern baldness with his hair unkempt. Sclerae clear. Nares patent. Moist oral mucosa. He has a lower plate in place on the right. Native dentition otherwise with some teeth missing.
Neck: Supple.

Cardiac: He has regular rate and rhythm. No murmur, rub or gallop. PMI nondisplaced.

Respiratory: Decreased bibasilar breath sounds secondary to body habitus but he has a normal effort and rate. No cough. Symmetric excursion relatively clear.

Abdomen: Protuberant and nontender. It is taught, hypoactive bowel sounds present. Pain denied to palpation and the patient states that his abdomen is generally distended, but he has no difficulty passing gas to alleviate it.
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Musculoskeletal: He has fair neck and truncal stability in his manual wheelchair that he slowly propels with his hands and feet. He has +1 lower extremity edema that is soft.

Skin: Over legs it is thin, shiny and hairless. He has a Telfa dressing on his right shin and then a larger dressing with wrap on the left.

Neurologic: Orientation x1 to 2. He does not know the month or the year or his own age. He is cooperative and generally directable, but quite limited and information that he can give his orientation is to self and Oklahoma. He thinks he is in Oklahoma City as well. Affect is that of confused, but trying to give information that he cannot recall.
ASSESSMENT & PLAN:
1. Frontal lobe dementia. This is diagnosed on 02/20/2022.  There are no significant behavioral issues reported in other facility and have not seen since here. I think that he will just kind of speak spontaneously whether information is appropriate or not. We will just continue to monitor and in MMSC at admit here will be reviewed.
2. Psychosocial issues. Daughter alludes to her concerns about depression, which I think was evident to some degree when seen him so Zoloft 50 mg q.d. will be started and monitor with adjustment as needed.
3. OAB with urinary incontinence. This has been reported to be more of a problem than I was aware while he maintains skin integrity in the periarea the frequency of having to change him is an issue and there is question of urinary retention. It has been noticed by hospice and between hospice and the DON will check to assess for retention and an indwelling Foley may be in patient’s better interest and so daughter will then be contacted and it will be placed if needed.
4. Code status talked with daughter. The patient has an advanced directive where he indicates no heroic measures be undertaken and she recalls reviewing that and with him so given that a physician certification of DNR is completed and placed in chart. He is now DNR.
5. Abdominal distention. The patient notes and states it is almost every day, but he does not seem bothered by and states that he is able to relieve himself so for right now will monitor and keep an eye on his weight. Daughter states that at home he actually tended to be closer to the 250 so he is less than that here.
6. HTN. We will monitor given the high dose diuretic and its effect on BP so we will monitor his BP q.d. adjusting lisinopril as needed.
7. Social. I answered several questions from daughter and she was able to give a lot of information, which was of benefit.
CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

