


INITIAL EVALUATION
RE: James Smith
DOB: 09/01/1927
DOS: 07/03/2024
HarborChase MC
CC: New admit.
HPI: A 96-year-old gentlemen in residence memory care since 06/26/2024, seen today. He was in his high back wheelchair, somewhat slouched at the head of the table, looking around just quietly, drinking a protein drink. I asked if I could sit with him and just talk to him for a little bit. He looked at me and did not say anything, but as I spoke to him he seemed to relax and continued with eye contact so I did get him able to let me examine him. Prior to HarborChase, the patient was at Epworth Villa Assisted Living. He has a female friend Opal Longhofer. They have been together 60+ years though never married nor had children. Mr. Smith sat quietly at the end of the table. He would take a drink of his protein drink and smack his lips for a while. He did make eye contact with me and I spoke to him, but did not get much of a response, so information is gleaned from chart though it is limited.
DIAGNOSES: Unspecified dementia end-stage, BPSD in the form of agitation/anxiety, dry eye syndrome, dysphagia, and constipation.
SURGICAL HISTORY: Right hip replacement; then the patient later adds he has had both hips operated on, so unclear. Inguinal hernia repair.
MEDICATIONS: Senna S two tablets b.i.d., risperidone 0.5 mg one tablet p.o. h.s. and one-half tablet q.a.m., Tylenol 650 mg q.12h. routine, MiraLax q.d. p.r.n., and artificial tears OU q.i.d. Nystatin cream to bilateral feet b.i.d. until irritation resolved and Calazime barrier protectant apply topically to buttocks q. shift and A&D ointment apply topically to bilateral lower extremities q.a.m.

ALLERGIES: SULFA.
CODE STATUS: DNR.
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DIET: Mechanical soft with nectar thick liquid. Protein drink lactose free one t.i.d. between meals.
SOCIAL HISTORY: Prior to move here, the patient had lived with Ms. Longhofer. He could not tell me where, but I am going to assume at Epworth Villa and that he was a salesman for Pitney Bowes and when asked about children, he said none. Asked about cigarette smoking, he said no and alcohol he said sometimes.
REVIEW OF SYSTEMS:

HEENT: He has male pattern hair loss. He does not wear glasses. He is hard of hearing, but does not wear hearing aids. He is able to chew. Swallowing is an issue per a recent swallow study, thus modified diet. The patient has native dentition. His upper gum has two teeth in it and his lower gum has most of his teeth in fair repair.
GU: He wears an adult brief. He states that sometimes it gets wet without him knowing it, but he tries to toilet.

GI: The patient states he goes to the toilet if he has to have a bowel movement.
MUSCULOSKELETAL: He is in a Broda chair non-weightbearing. Hoyer lift is used. The patient is verbal though requires prompting to speak and it is a few words at a time, unclear if it is factual.
PHYSICAL EXAMINATION:
GENERAL: Frail elderly gentleman, seated quietly and gradually interactive with my effort, but clear that he was unable to give information.
VITAL SIGNS: Blood pressure 99/48, pulse 62, temperature 97.3, respiratory rate 17, and weight 148.7 pounds.
HEENT: Male pattern hair loss. EOMI. PERLA. Moist oral mucosa with facial hair.

NECK: Supple. Clear carotids.

CARDIOVASCULAR: He has distant heart sounds with occasional irregular beat, could not appreciate murmur, rub or gallop.

RESPIRATORY: He has fair effort. Decreased bibasilar breath sounds. No cough. Symmetric excursion. No DOE while he was consuming his protein drink or speaking slowly with me.
ABDOMEN: Flat. Nontender. Hypoactive bowel sounds. No masses.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. Non-weightbearing. No lower extremity edema. He was moving his arms as he would lift his protein drink to and from his mouth.
NEUROLOGIC: CN II through XII grossly intact. Oriented x 1. Speaks infrequently a few words at a time. They can be appropriate in content or out of context.

SKIN: Warm, dry, intact. Fair turgor. No noted bruising or skin breakdown.
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ASSESSMENT & PLAN:
1. He appeared generally detached. We will just give more orientation time to facility and we will check in on him next week to see how he is doing overall.

2. Dysphagia. The patient has been on modified diet for an unknown amount of time, but he appears to be okay with it and from what I saw he drank his total protein drink in the time that he was sitting in the day room. I reviewed weight from a note dated 02/21/24 and he weighed 121 pounds. He is currently 148.7 pounds so that would be a 27.7-pound weight gain in four and a half months. We will have him weighed again next week and see how that compares to today’s weight.
3. BPSD indicated by use of risperidone twice daily. As he acclimates and gets comfortable, we may start to see some behavioral issues or they may continue to be tempered by medication. He could not give me any information on asking him what was it that he would do if he was mad or did not like what was going on.
4. GI issues. The patient wears an adult brief and can let someone know if he needs to toilet, but it is usually too late. Constipation has been an issue, but he is on generous doses right now of stool softener so we will see how that does for him and next week if it has been problematic, then we will make some adjustments.
5. General care. Baseline labs CMP, CBC, TSH. I also contacted the listed POA Aaron Peterson who they state is a friend and he resides in Montrose, Colorado. There was a voicemail. I left a message and we will see if he calls back.
CPT 99345 and POA contact 5 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

