


INITIAL EVALUATION
RE: Michael Collins
DOB: 03/21/1955
DOS: 06/05/2026
Windsor Hills
CC: New patient.

HPI: A 71-year-old gentleman admitted to WH 05/25/2026, admitted from INTEGRIS Southwest Medical Center where he was in house from 05/14/2026 to 05/22/2026. Admitting diagnoses were altered mental status, weight loss, and elevated bilirubin. Clinical Course: The patient was treated for acute liver failure with decompensated alcoholic hepatitis and hepatic encephalopathy with bilateral pleural effusions requiring thoracentesis. He has acute on chronic systolic heart failure with atrial fibrillation and RVR, COPD and developed C. difficile for which he was treated. Complications incurred were a small right apical pneumothorax following thoracentesis, history of pulmonary embolism due to factor V Leiden mutation, neuroendocrine tumor of the jejunum and a history of stage I colon cancer status post right colectomy.

DIAGNOSES: COPD, atrial fibrillation with AICD, alcoholic cirrhosis of the liver without ascites, carcinoid jejunum, chronic systolic and diastolic CHF, GERD, HTN, pulmonary hypertension, iron-deficiency anemia, and left bundle-branch block.
PAST MEDICAL HISTORY: Alcohol and tobacco dependence, anemia, arthritis, basal cell carcinoma of the nose, cardiomyopathy with pacemaker and AICD placed, DVT, GERD, HTN, history of transfusion x3 units, and history of PE in bilateral lungs and pneumonia.

PAST SURGICAL HISTORY: Cardiac catheterization, colonoscopy with biopsy, EGD, hernia repair, ICD implant, laminectomy L4, L5 and S1, robot-assisted laparoscopic right colectomy, and tonsillectomy.

MEDICATIONS: Trazodone 100 mg h.s., hydroxyzine 50 mg q.i.d. p.r.n., Lasix 20 mg q.d., lactulose 30 mL b.i.d., Toprol ER 25 mg q.d., FeSO4 one tablet b.i.d., Mag-Ox 400 mg q.d., probiotic two capsules q.d., MVI q.d., thiamine 100 mg q.d., Xarelto 20 mg q.d., Protonix 40 mg b.i.d., folic acid 1 mg q.d., Pepcid 20 mg q.12h. p.r.n., digoxin 125 mcg q.d., budesonide nebulizer q.d., and albuterol nebulizer q.6h. p.r.n.
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ALLERGIES: SPIRIVA which led to shortness of breath.

DIET: Regular with chopped bite-size portions and thin liquid.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient lived alone. He was employed in medical billing. He was a daily drinker. History of cigarette smoking. Smoking start date was 1971, quit date was 2011, one-half pack per day with a 20 pack-year smoking history.

FAMILY HISTORY: Heart disease in father along with arthritis and same and atrial fibrillation and colon cancer in mother.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Weight has fluctuated as high as 260 pounds. He is 6 feet tall.

HEENT: He does not wear corrective lenses. He has native dentition. Adequate hearing without the use of hearing aids.

CARDIAC: As above with AICD.

GI: A neuroendocrine tumor or carcinoid in the jejunum, it has been evaluated after biopsy injection therapy occurred.
At baseline, the patient ambulates independently. When asked about falls, he stated that it has been a long time. He does not recall having a UTI. He is generally continent of bowel and bladder. He generally has a good appetite with sleep at night generally the result of drinking and states that since he was hospitalized, he has not been sleeping at night and is having agitation and anxiety which is new for him.
HEMATOLOGIC: The patient has a clotting disorder, the Leiden factor V mutation.

SKIN: He has a wound on his left elbow and he tells me about massive irritation and tenderness that he has on his rectum because of all the diarrhea he has had.

PHYSICAL EXAMINATION:

GENERAL: Disheveled chronically ill-appearing gentleman curled up in bed. He was awake and cooperative to being seen.

VITAL SIGNS: Blood pressure 99/58, pulse 98, temperature 97.6, respirations 16, O2 sat 97%, and weight 166 pounds.

HEENT: He has full-thickness hair and again disheveled. EOMI. PERLA. Eyes appear blurry. Nares patent. Dry oral mucosa. Native dentition.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: Anterolateral lung fields auscultated, relatively clear. He had no cough. Decreased bibasilar breath sounds secondary to effort and no evidence of shortness of breath with repositioning or speech.
Michael Collins

Page 3

CARDIAC: He had an irregular rhythm at a regular rate without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Flat and nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: He has generalized decreased muscle mass and motor strength. He can reposition self in bed and is weightbearing with standby assist, but not ambulating at this point due to disequilibrium.

NEURO: He is oriented to self and Oklahoma. He is not aware of the date or time. Affect is congruent to situation. He asked appropriate questions and seemed to understand given information. He also voiced his concerns, among them was the irritation and tenderness in his perianal area secondary to the diarrhea that he has had.

SKIN: He has a stage IV pressure injury ulcer to the left elbow. The skin in his peri-area is erythematous with maceration. No drainage noted.

ASSESSMENT & PLAN:
1. Insomnia. I explained to the patient that this is not unusual with people who drink daily as he has and then stop that it will take some time for sleep cycle to be established. In the interim, we will start trazodone 100 mg h.s. and see how that works for him, can decrease the dose if needed or increase if needed.
2. Anxiety and fidgeting. Staff reported that the patient most of the day and evening will turn the TV off and on, off and on and try to sleep and not be able to, he will toss and turn in bed and when they check on him and ask how he is, he just will say that he just feels anxious and does not know what to do, so I am ordering hydroxyzine 50 mg tablet one x 4 daily p.r.n.

3. Diarrhea. I am decreasing his lactulose to once daily and then I am obtaining a stool specimen and we will send it out for a C. diff culture though he has been treated while in the hospital for the same infection; my question is recurrence which can be quantified by the lab. There may be some component of the carcinoid tumor he has being a contributing factor. We will monitor and follow. Imodium was requested by the patient, but we will wait to see whether we have active C. diff.
4. Hypoproteinemia. The patient’s hospital labs showed a T-protein of 4.7 and an albumin of 2.5 which are quite low. In addition to his routine diet, I am adding Thrive which is a concentrated cold protein like hard ice cream, but not with lactulose and he will get that t.i.d.
5. Erythematous and very irritating perirectal and peri-area skin. I am doing a barrier protectant with a combination of a petroleum base with menthol and zinc oxide that will be applied to the clean areas that were mentioned and routinely a.m. and h.s. and after each bowel movement. It was placed while I was with the patient and nurse present. It was very tender and just uncomfortable for him, but we managed to complete it and later he stated that it felt better.
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6. General care. CMP, CBC, TSH and A1c are ordered for baseline labs here. His hospital labs showed a potassium of 3.0, calcium of 6.5 and we will see where he is now.
7. Social. Left a voicemail for POA Jackie Collins and we will let her know that the family member has been seeing and what the current plan of care is.
CPT 99345
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
