


INITIAL EVALUATION

RE: James Schlittler
DOB: 06/01/1935

DOS: 07/07/2025
Rivermont AL

CC: New admit.

HPI: A 90-year-old gentleman seen for the first time today. His wife Karen Nix was present and she was able to help fill in with needed information. The patient is brought into the room in his manual wheelchair and looking at him it is clear that he has significant medical issues, but he is alert, engaging, and stated that “let me tell you what has happened to me” and I told him that I wanted to get his history from him, but I wanted to go in order so that nothing was missed and generally he was able to wait until I asked him questions. Essentially, he has had significant medical issues over the past couple of years that limit his mobility and definitely his independence, but his attitude seems to be good that he will do as much as he can and he told me that he would give me his history, but he wanted me to know that he is not complaining about things, but in looking at him, it is clear that he has had some significant chronic medical issues take place.

PAST MEDICAL HISTORY: Severe polyosteoarthritis, history of prostate cancer with prostatectomy, hyperlipidemia, hypertension, near immobility of right upper extremity and polyneuropathy of all four limbs especially both hands, chronic pain that he describes in particular of his butt as he stated and that he has this pain that goes across like from hip to hip; it is most prominent at night, but also occurs when he has been sitting too long, history of gout with no recent flare, and chronic constipation. He has bilateral carotid artery stenosis with stent in left carotid.

PAST SURGICAL HISTORY: Prostatectomy secondary to CA in 1998, bilateral knee replacements in 2003, bilateral cataract extraction with lens implant, and left carotid artery stent placement.

MEDICATIONS: Tylenol ER 650 mg 9 a.m. and 7 p.m., allopurinol 300 mg q.a.m., Norvasc 5 mg q.a.m., ASA 81 mg 9 p.m., atenolol 50 mg 9 p.m., Lipitor 40 mg h.s., Celebrex 200 mg one capsule q.o.d. and he did get consent to take that from his previous physician, Dr. Merrill, CoQ10 100 mg q.d., docusate 100 mg one capsule q.o.d. along with MiraLax one-half dose q.o.d., fenofibrate 145 mg q.d. 9 p.m., Omega-3 1000 mg 9 p.m., losartan 50 mg b.i.d., MVI q.d., Protonix 40 mg b.i.d., phosphatidylserine 100 mg q.p.m. , and KCl 8 mEq b.i.d.
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ALLERGIES: NKDA.

DIET: Regular with thin liquid.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient is married. Prior to coming here, he was living at home with his wife and she assisted in his caretaking. The patient worked in the oil fields and did oil well completion. He is a graduate of Texas Tech. He retired in 2003. The patient is a nonsmoker and a social ETOH user.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: His baseline weight is 150 pounds.

HEENT: He wears reading glasses. He has bilateral hearing aids, but he generally only wears the right side as he has difficulty due to neuropathy and limited hand movement on the left, but he states it is adequate with just one. He denies difficulty chewing or swallowing.

CARDIAC: He denies chest pain or palpitations.

RESPIRATORY: No cough expectoration or SOB.

GI: He denies dyspepsia. He has chronic constipation. He is continent of bowel, but at times his bowels will get ahead of him and he is not able to control it and will often be incontinent.

GU: He has limited urinary continence, does not recall when he had a last UTI. He denies any current dysuria or blood in his urine.

MUSCULOSKELETAL: The patient stresses that he has chronic dislocation of his right shoulder, it has been going on seven to eight years and he is right-hand dominant, so he is limited in things that he can do for himself. He states that it is a source of chronic pain and it was recently imaged when he was hospitalized. The patient has an electric wheelchair that he came riding into the room on, he appears to operate it at a slow speed and safely. He states that he knows that he is having progressive weakness of upper and lower extremities. He has polyneuropathy and again of both hands and states that most recently his left hand has become progressive in its pain and limited use. He states his appetite is good. He sleeps through the night. His pain is generally adequately managed. The patient wanted me to know that three months ago he passed out in his home, was taken to the hospital, diagnosed with dehydration, which was treated and within a matter of a short time from ambulating with a cane, he was in a wheelchair and has had chronic anemia that he was not aware of previously. He comes with recent labs that also have comparison labs of the month prior. His wife tells me that he has a 07/14 appointment with hematology and oncology Dr. Kristin Thorp and hopefully that will bring some answers as to what is going on with his blood dyscrasia.
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PHYSICAL EXAMINATION:

GENERAL: Frail gentleman who appears chronically ill. He is in an electric wheelchair that he operated safely.
VITAL SIGNS: Blood pressure 136/73. Pulse 59. Temperature 97.0. Respirations 20. O2 saturation 98%. Weight 150 pounds.

HEENT: He has full-thickness hair that is disheveled. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa. Native dentition in fair to poor repair.

NECK: Supple. Clear carotids to include on the left side.

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

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion. He had no conversation or movement related SOB.

ABDOMEN: Soft. Bowel sounds are present. No distention or tenderness.

MUSCULOSKELETAL: Limited mobility of both hands of flexion and extension and his right shoulder is clearly dislocated and leaned in the favor of the right side and to palpation, there is soft tissue as opposed to the feeling of muscle or bone. He has no lower extremity edema. He does lean in his wheelchair to the right and has difficulty repositioning himself. Overall generalized decreased muscle mass and motor strength.

ABDOMEN: Soft. Hypoactive bowel sounds. No distention or tenderness.

SKIN: Warm, dry, and intact with fair turgor.

NEURO: CN II through XII grossly intact. He makes eye contact. His speech is clear. He can give information and understands given information. His hearing appears fairly adequate. His affect is congruent with situation and he seems to be taking all these current medical issues in stride.

ASSESSMENT & PLAN:

1. Chronic anemia. This has been going on for at least the past six to eight months. His labs that I am referencing are dated 06/23/25 and his H&H are 8.3 and 28.0 with a normal MCV and an MCH at 26.2. The patient has not been started on iron. Wife states that it makes him constipated. However, the patient does state that he frequently has just no control of his BMs and will poop all over himself, so it sounds like he has limited episodes perhaps of diarrhea, but we will revisit the issue of starting iron as he has his hematology appointment in one week and we will defer whatever recommendations are from Dr. Thorp. His platelet count is normal.

2. Elevated BUN and creatinine. BUN is 28, which I told him shows that he is a bit dry and needs to drink more free water. His creatinine is 1.32 and his eGFR is 51, so the latter two slightly elevated and he does not know what his kidney function was previously. The remainder of his BMP is WNL.

3. TSH, it is WNL at 1.29, no supplementation required.

4. Iron profile. His total iron is 25 with ferritin WNL at 74.

5. B12 level WNL at 523, no supplementation required.
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6. Hypoproteinemia. T protein and ALB are 4.9 and 3.1 and I suggested to the patient a protein drink daily would be beneficial to him and he is willing to do that, so I will order a pure protein and recommend wife get that in whatever flavor the patient likes.

7. Lipid profile. He is on Lipitor 40 mg h.s. and fenofibrate 145 mg q.d. So, his lipid profile shows a TCHOL of 78, an LDL of 33, HDL of 29, and a risk ratio of 2.7, which is actually very good, so I am discontinuing fenofibrate and Omega-3 fish oil as it is not needed, he will remain on Lipitor 40 mg h.s.

8. Mobility decline. He will keep his electric wheelchair as long as he continues to operate it safely and I did stress that. The patient is not on home health service, which I think he would benefit from and so I will discuss that with him tomorrow.

9. Advance care planning. The patient is a full code and I am going to review that with him as well; in the event that he had cardiopulmonary failure, he would clearly not survive the full DNR procedure and, if he did, he would certainly be more compromised than he is now, which is compromised.

10. Social. All of this was reviewed with his wife present and she was able to give some information. One of the things that was noted when he described having difficulty holding things because of his neuropathy and limited mobility of his hands especially when it comes to eating and I told him and her about these utensils that have a rubberized grip that is enlarged so that it is easier to hold onto and she asked me how to find them and I said just go on to Amazon and search for utensils for Parkinson’s patients and you will find them. She pulled it up, found it and she ordered it for him right there, so hopefully that will make mealtime easier for him.

CPT 99345 and direct POA contact 60 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

