


INITIAL EVALUATION

RE: Willie Hubbard
DOB: 02/02/1932
DOS: 03/02/2023
HarborChase MC

CC: New admit.

HPI: A 91-year-old gentleman observed in the dining area. He was seated at the table, was quiet, I sat with him and talked to him, he made limited eye contact, did not speak. I was able to examine him without resistance. Staff state that he has post CVA dysphagia and aphasia. Nurses asked for a crush med order having concerns about swallowing some pills. Family stated that they have seen him swallow pills without any difficulty as of even yesterday. I explained that it may also be the duration of time needed to give him to swallow medications that may be a factor. In January 27, 2023, the patient had an ischemic left MCA CVA, was hospitalized for a lengthy duration and then received skilled care at Jim Thorpe. The patient’s baseline is that he has profound hearing loss, he is status post two cochlear implants, which are no longer of benefit. They state he is able to hear his wife’s voice and will respond to that. When I discussed his wheelchair use with family, they also stated that he even since he has been here has spontaneously stood and walked to the bathroom twice. I told them that we are going to encourage he use the call light for assist and they are fine with that. On 03/01, the patient had a fall from standing position sustained a right arm laceration, was sent to SWMC and returned with area cleaned and dressed, multiple sutures were replaced. In addition, he arrived with skin breakdown, the dorsum of his right hand due to hospital IVs. The patient returned from SWMC with a script for Keflex 500 mg t.i.d. x10 days and sutures will be removed 7 to 10 days from placement.

PAST MEDICAL HISTORY: Status post acute ischemic left MCA CVA with residual deficits of expressive aphasia, dysphagia, cognitive deficits, decreased mobility, has hearing loss status post cochlear implants x2, urinary retention for which he is now on Flomax at h.s., resulting in nocturia, HTN.

PAST SURGICAL HISTORY: Cochlear implant x2 failed, prostatectomy secondary to CA status post RTX.
MEDICATIONS: Lipitor 80 mg h.s., Plavix q.d., lisinopril 5 mg q.d., Megace 400 mg q.d., probiotic b.i.d. x7 days, Flomax will be changed to q.a.m. and 3 p.m. and temazepam 7.5 mg p.r.n. h.s. to be dosed if the patient is not asleep by 10 p.m.
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DIET: Regular soft with no straw use, med crush order.

CODE STATUS: DNR.
SOCIAL HISTORY: Married 70.5 years to Zelma. A retired high school math teacher and was a farmer, nonsmoker and nondrinker.
FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Weight is stable.
HEENT: Adequate vision. Profound hearing loss. Did not observe chewing or swallowing.

CARDIAC: No significant history.

RESPIRATORY: No noted cough, expectoration or SOB.

GI: No history of dyspepsia. Limited bowel continence, can be toileted.

GU: Nocturia.
MUSCULOSKELETAL: Non-ambulatory. He has compromised weight-bearing, requires standby assist and then has spontaneous walking as they have seen in his bedroom since he has been here.

SKIN: Decreased integrity with recent injury as above.
PHYSICAL EXAMINATION:

GENERAL: The patient seated quietly in dining room. He was cooperative to exam, but did not speak.
VITAL SIGNS: Blood pressure 141/86. Pulse 84. Temperature 98.3. Respirations 18. Weight 170 pounds.
HEENT: Hair was groomed. Conjunctivae clear. Nares patent. Moist oral mucosa.

NECK: Supple.

RESPIRATORY: Did not cooperate with deep inspiration, but lung fields clear with symmetric excursion and no cough.
CARDIAC: An irregular rhythm without MRG. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: Intact radial pulses. No LEE. Did not observe weight-bearing. He has good neck and truncal stability while seated.

SKIN: He has bandages covering right forearm dorsum of same hand with no bleeding through. I did see pictures of the actual injury. Remainder of skin is warm, dry, intact.

NEUROLOGIC: Orientation x1. He is alert. He is cooperative, not able to give information, recognizes family and will talk if he has things written out on the whiteboard that they keep in his room and son states he will write down math problems for his father and he will work them quickly.
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ASSESSMENT & PLAN:

1. Status post ischemic left MCA CVA, post rehab, in a wheelchair that I am not sure he can propel, but we will encourage him to and, if he needs transporting, then we will do so. I told family who asked about ongoing PT to give him a rest break from hospitalization and the extensive therapy that he has already had and the goal will be for him to maintain assist in transfers and upper strength.

2. Dysphagia. We will see how the patient does with swallowing. Family was not keen on everything going to crush med order if he is able to swallow.

3. Nocturia. I have changed Flomax schedule to one tablet q.a.m. and one at 3 p.m.
4. Sleep disorder. The patient has difficulty with sleep maintenance. Temazepam has been effective; however, he has daytime sleepiness the next day per the DIL; staff did not report it, but we will make the temazepam p.r.n. and, without the medication if he is still awake by 10 p.m., then nursing is to give him the medication.

5. General care. Obtained a DNR and I am ordering CMP, CBC and a TSH for baseline lab.

6. Social. Spoke with son Kent and DIL Deborah who gave additional history.

CPT 99345 and direct POA contact 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

