


INITIAL EVALUATION
RE: Charles Hatcher
DOB: 08/22/1940
DOS: 08/20/2024
Rivermont MC
CC: New admit.

HPI: An 83-year-old gentleman in residence since 07/09/2024. The patient admitted from home. The patient has had noted memory deficits progressive over the past year. He has been cared for by 24-hour caregivers as well as his daughter intervening and helping when needed. The decision to move him into memory care was made by the increasing amount of care, new incontinence of both bowel and bladder and gait instability with concerns about repeated falls. In May 2024, the patient was hospitalized at Norman Regional for just generalized volume contraction and assessment of his cognitive issues. He was discharged within a week and after being at home for about a month, he was re-hospitalized for URI. He then later went back to the emergency room and was diagnosed with an ear infection and early pneumonia. Daughter in higher 24-hour care that would stay with the patient, as he would also roam in his house at bedtime and did have a couple of falls that were non-injury, but his balance was quite poor overall. Friends and the physician finally just were direct with her about the need to place him and in talking to her today; she knows it was the right decision despite initially feeling guilty. I reassured her that it is common feeling for most caregivers, but it is in the best interest of the patient as well as themselves.

PAST MEDICAL HISTORY: Unspecified dementia, seizure disorder, chronic seasonal allergies, polyarthritis, GERD, and gait instability. He has used a walker and now wheelchair.

PAST SURGICAL HISTORY: Bilateral cataract extraction, left hip replacement, and left rotator cuff repair.

MEDICATIONS: MVI q.d., B12 1000 mcg q.d., Pepcid 20 mg b.i.d., D3 125 mcg q.d., Flonase nasal spray q.d., Aricept 10 mg h.s., Namenda 10 mg b.i.d., Zyrtec 10 mg q.d. p.r.n., lacosamide 200 mg b.i.d., Keppra 1000 mg b.i.d. and albuterol MDI two puffs q.6h. p.r.n.
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ALLERGIES: NKDA.

SOCIAL HISTORY: The patient was married for 56 years. His wife died three years ago. He has two children. His daughter Amy is his POA and he has a son Matt who by his choice is estranged from his family. The patient was a nonsmoker and nondrinker. He worked for Bridgestone/Firestone Tires for his career, retired in his late 50s and then after that went to work at the OU Student Union for five years as he did not enjoy just staying home. The patient was living in his home after his wife’s death. His daughter Amy would supervise and check on him and then it became clear that he needed continued caregivers and some of them were the ones that had been there present for his wife and now were there for him.

FAMILY HISTORY: The patient’s mother at the age of 90 started to have noted memory deficits and he had a sister who died at the age of 46 of breast cancer.

CODE STATUS: DNR.

DIET: Regular with thin liquid and chopped meat.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient’s baseline weight was 190 to 200 pounds, which daughter states was too much for him as he had always been physically active and those were weights of last year prior to admit here.

HEENT: He does not wear corrective lenses. He has native dentition and hears well without hearing aids. No difficulty chewing or swallowing.

RESPIRATORY: Occasional SOB with activity and ambulation. No cough or expectoration.

CARDIOVASCULAR: No chest pain or palpitations.

MUSCULOSKELETAL: Over the last year, he began using a walker in the house and then a wheelchair for distance and he still uses primarily his wheelchair which he can propel.

GI: He has good appetite. Mild dyspepsia, treated with Pepcid, has some bowel incontinence and can be toileted.

GU: He has had few UTIs. He is incontinent of urine. He wears an adult brief for that.

Of note, one of the hospitalizations this year were it was noted that the patient had an increased confusion. He was found to have hyponatremia. The sodium value however is not available. His first seizure was about 15 years ago and that is when he was found to have hyponatremia. His last seizure was Christmas of 2021. Neurologist is Dr. Michael Merkey who diagnosed both his seizure disorder and his dementia.
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PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished male, seen in his room. He was lying comfortably in his bed, but was cooperative to exam.

VITAL SIGNS: Blood pressure 145/95, pulse 62, temperature 97.3, respirations 16, O2 sat 94%, height 5’10”, and weight 179 pounds.

HEENT: He has full thickness hair that is combed. EOMI. PERRLA. Anicteric sclera. His nares are patent. He has moist oral mucosa and has a nice thick white mustache.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: He has a normal effort and rate. Lung fields were clear without cough and symmetric excursion.

CARDIOVASCULAR: He has a regular rate and rhythm without murmur, rub, or gallop. PMI was nondisplaced.

ABDOMEN: Soft, slightly protuberant, and nontender. Hypoactive bowel sounds. No distention or masses.

MUSCULOSKELETAL: He has generalized good muscle mass and fair motor strength. He moves all limbs in a fairly normal range of motion. He is weightbearing. He can propel his manual wheelchair. He self transfers without difficulty. He has no lower extremity edema. With a walker, his gait is a bit unsteady. He tends to shuffle and he has been comfortable using a wheelchair. He moves arms in a normal range of motion with good grip strength.

NEURO: CN II through XII are grossly intact. He makes eye contact. He is quiet. With prodding, he will say a word or two, not really able to give information. His orientation is to self and Oklahoma. Evident deficits in short and long term memory. His affect, he appears comfortable and in good spirits. He smiles.

SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN:
1. Unspecified dementia without BPSD. The patient’s dementia is quite advanced. His MMSC on admit here is a score of 3 with a score 10 or less is considered severe. So, he is not able to give information. He is redirectable or directable with some effort and requires assist with some basic ADLs.

2. Seizure disorder since 12/24/2023 last seizure. He is on Vimpat and Keppra. Continue both medications. No evidence that those levels have been checked. We will check CMP to assess liver function at minimum and go further into the lab work that is available from previous physician as to whether or not anything has been checked and if not we will then follow up on it.
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3. History of hyponatremia which was felt to be contributing factor seizures. CMP is ordered and we will address electrolytes.

4. Chronic seasonal allergies. He takes his antihistamine and nasal spray. He is able to ask for both of them.

5. Unsteady gait. Continue to use his wheelchair. He has had therapy and was not very keen on it. So, we will just work with what we have.

6. GERD. Continue Pepcid which is effective.

7. Social. I spoke with his daughter/POA Amy Hatcher Kenny and she was very helpful in history and just reassured her that placing her father was to his benefit.
CPT 99345 and direct POA contact 30 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
