


INITIAL EVALUATION
RE: Daniel Fulton
DOB: 07/22/1953
DOS: 12/23/2024
The Harrison AL

CC: New admit.

HPI: A 71-year-old gentleman in residence since 12/23/24. The patient shares an apartment with his wife who at home was his primary caregiver. During my time in the room present were the patient’s wife, his daughter, and son-in-law. He slept throughout the visit, slightly awakened at the end of my visit and then went back to sleep. His wife and daughter were the source of information. Before I left, I was able to examine the patient. He was drowsy, but cooperative in response to a question by his wife, but made it clear that he wanted to continue sleeping. The patient is admitted here from Spanish Cove Skilled Care. He had a fall at home where he hit his head in early October. He did not go to the ER. There started to be some changes in his cognition and his gait stability so he was taken to the ER, evaluated and found to have a brain bleed. He remained hospitalized for approximately four weeks with some of that time in the ICU. When the patient was stabilized, he was then transferred to Spanish Cove for rehab which included speech, physical therapy and OT. While there, the patient had an event that was either thought to be a CVA or seizure. He has had recent CAT scan and MRI of his brain to sort out what the most recent event was, but they do not know the results of that imaging. 
DIAGNOSES:
1. Fatty liver, cirrhosis diagnosed approximately 10 years ago – he has not required paracentesis and he is followed by Dr. Joi Patel at the IBMC Liver Transplant Center. He was seen recently and there is no known followup scheduled. The patient is on routine lactulose with monitoring of his ammonia level.

2. DM II – he has been on Trulicity. A1cs are not known. Insomnia: the patient was taking trazodone 200 mg at Spanish Cove and that dose was worked up to overtime and the 200 mg finally helped him to sleep without any secondary side effects and question of seizure disorder has led to Keppra 750 mg b.i.d.
3. Bilateral lower extremity edema for which the patient was placed on diuretic while at SNF and then it was discontinued. He also had bandage compression wraps which daughter stated the combination of diuretic and wraps helped his legs to go down and now they are starting to swell up again as they had stopped the diuretic prior to discharge.
4. CAD, but no recent chest pain, and is managed medically.

PAST SURGICAL HISTORY: TIPPS procedure approximately 10 years ago when diagnosed with fatty liver disease, four-vessel CABG, several cardiac stents and a craniotomy on 10/14/24 secondary to a fall with injury. Dr. Hisey was his neurosurgeon and he does have a followup with him.
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Neurologist was Dr. Cheema, liver doctor Dr. Joi Patel, and cardiologist is Dr. Abu Patel.

MEDICATIONS: ASA 81 mg q.d., folic acid 1 mg q.d., spironolactone 25 mg q.d., Keppra 750 mg b.i.d., Claritin 10 mg q.d. p.r.n., Protonix 40 mg q.d., rifaximin 550 mg b.i.d., Flomax q.d., DuoNeb q.6h., p.r.n., MVI q.d., lactulose 40 mL q.i.d., BuSpar 5 mg b.i.d., trazodone 200 mg h.s., and Trulicity 1.5 mg/0.5 mL SQ q. week.

ALLERGIES: NKDA.

DIET: Diabetic diet.

CODE STATUS: Currently full code.

SOCIAL HISTORY: The patient and his wife have been married 54 years. They have three children. Their son Travis is their POA. The patient was a smoker for approximately 30 years. No significant alcohol use. He worked for OG&E as a career. The patient’s wife has been his caregiver for the last several years. He has not been driving and he is not able to administer his own medications.
FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: 
CONSTITUTIONAL: The patient’s baseline weight is about 245 pounds. Wife states that she knows he has lost weight. I do not have an actual weight at this time.

HEENT: The patient has one pupil that is irregular in dilation compared to the other eye and it is a result of an injury when he was a kid; something hit him in the eye and so it has nothing to do neurologically related to current events. He has partials. He is hard of hearing. He has over-the-counter hearing aids that help.

MUSCULOSKELETAL: The patient used to ambulate independently. He is now in a wheelchair. He had PT, but was not able to use a walker full time. Family states that his stated goal to them was that he wants to walk again. Falls: The patient has had falls while at skilled care while trying to walk on his own and falling out of bed. 
NEURO: There has been some decrease in short and long-term memory. He remains verbal, but speaks less frequently and just states a few words at a time, not always able to give information. Oriented to person.

PHYSICAL EXAMINATION:

HEENT: He has male pattern baldness. EOMI. PERRLA. Nares patent. Slightly dry oral mucosa.

NECK: Supple.

RESPIRATORY: Anterolateral lung fields, he had some gurgling in the anterior upper airways that decreased with throat clearing.

CARDIOVASCULAR: He has regular rate and rhythm. Heart sounds distant. Could not appreciate murmur, rub or gallop.

ABDOMEN: Soft. Hyperactive bowel sounds present. Slightly protruberant.
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MUSCULOSKELETAL: He a fairly good muscle mass. Motor strength could not be assessed, but he was able to reposition himself with some effort in his recliner. He has 1 to 2+ pitting edema bilateral lower extremities. He does have Ace wraps in both legs, but they are starting to become undone and did not observe weightbearing or gait. The patient, however, is not ambulating. He is in a manual wheelchair. He has been able to propel it somewhat, but wife does most of the transport for him.
PSYCHIATRIC: He was quiet, cooperative and appeared to feel okay.
ASSESSMENT & PLAN:
1. Fatty liver disease with cirrhosis, stable at this point in time. He has not had paracentesis. He does receive a generous amount of lactulose and I am ordering ammonia level. Family stated that it was monitored regularly and they would like that here and I did not comment on that, but we will certainly keep an eye on it. The goal is to get him to a baseline where do not have to do it more than once a week, maybe twice a month. 
2. DM II. We will get them started on Trulicity. He has not been on schedule. So, I am ordering for it to be given tomorrow or Wednesday at the latest and whatever he gets will be his new baseline for weekly injection. 
3. Aspiration. Wife is concerned about his swallowing. He did have a swallow study early in his SNF stay, but wife would like to have that reassessed as well as some speech therapy as his speech has changed and not as clear. So, we will first get him established with home health and then have speech therapy through them and go from there. In the meantime, I did ask about diet modification and wife states that he is able to eat a regular diet. So, we will continue with that. 
4. Change in ambulation. Daughter wants him to start with PT right away and I explained that starting with one therapy at a time is usually best as the patient has come from a prolonged stay at SNF as they are usually tired, so reassured her that he would get physical therapy, but we will start with PT first. 
5. Advance care planning. Discussed DNR. The patient has a signed DNR. They are not sure where it is at, but for now I told him it is not something that has to be immediately acted on, but something that down the road need to know what his expressed wishes are. 
6. General care: CMP, CBC and ammonia level along with an A1c are ordered. 
CPT 99345 and direct POA contact 60 minutes and advance care planning 83.17
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
