


INITIAL EVALUATION
RE: Steven Wheeler
DOB: 05/20/1955
DOS: 02/17/2024
Town Village AL

CC: New admit.

HPI: A 68-year-old gentleman admitted to facility on 02/09/24, transferred from Park Place where he had been in residence since 01/04/2024 post hospitalization. The patient has a history of prior spinal surgeries with chronic compression fractures and repeat infections due to spinal hardware and repeated cellulitis of his back with subcutaneous fluid accumulation. In 2023, the patient was hospitalized seven times. In talking with him, he is relaxed. He does not seem distressed by his current situation though he states that he is tired of it. He spends his day watching television. He is still ambulatory and can get up to go to the bathroom and states that he eats whatever he is served. He did bring up questions that he had regarding pain management. The patient’s hospital of choice is Baylor Scott & White in Frisco Texas where he has been hospitalized multiple times as well as had surgery for vertebral compression fractures and spinal fusion.

PAST MEDICAL HISTORY: Chronic pain syndrome, multiple spinal hardware surgeries with infection, multiple vertebral compression fractures, history of right and left pleural effusions with associated atelectasis, history of back cellulitis with subcutaneous fluid collection, overlying area of existing hardware T9-T11, subacute compression fracture T4, history of C difficile enterocolitis requiring hospitalization x3, hypothyroid, thrombocytopenia, anemia and DVT of the brachial vein left upper extremity, and hyponatremia.

PAST SURGICAL HISTORY: Back surgery with wound dehiscence current issue, spinal surgery for hardware placement from T10 through L2 bilateral, and surgeries for PICC line placement.

MEDICATIONS: Currently diclofenac gel to left shoulder q.i.d., docusate S one p.o. q. shift p.r.n., Eliquis 5 mg q.12h., Lasix 20 mg q.d., Protonix 40 mg q.d., MiraLax q.d., KCl 10 mEq q.d., levothyroxine 50 mcg q.d., midodrine 2.5 mg b.i.d., omeprazole 20 mg q.d., Zofran 4 mg ODT t.i.d. routine and q.6h. p.r.n., NaCl 1 g tablet 0.5 tablet q.d., Effexor 75 mg q.d., Viactiv chew one b.i.d., vitamin D2 50,000 IUs q. week, OxyContin ER 20 mg one tablet q.12h., received at 8 a.m. and 4 p.m., and Percocet 10/325 mg one tablet q.4h. p.r.n. 
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SOCIAL HISTORY: The patient is self-employed, geologist who continues to work prior to current hospitalization. He owns a farm in Kingfisher that he rents out as a working farm and has a home that he can return to. Nonsmoker greater than five years. He states he has not had a drink in about five years as well. He has been married and divorced. He has one daughter who lives in San Clemente California who has a relationship with POA is his sister Brynda.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: He states his baseline weight is 167 pounds and last available weight is 01/01/2024 of 134 pounds. The patient is 6-feet. BMI is 18.17 at that time. The patient states that his appetite is good. He will eat everything that is served. He drinks fluid throughout the day and states that he urinates frequently without difficulty. Denies constipation. He states he has generally two bowel movements daily. He gets ample sleeve stating he generally sleeps through the night. Pain despite getting ample pain medication he reports inadequate control most evident during the day.

MUSCULOSKELETAL: He is still ambulatory. He gets himself up to go the bathroom. He has had no falls since here. He points to his skin and his arms and legs where there is pitting edema.

NEURO: Denies a history of seizures or syncope. He states that occasionally he will have dizziness and he just slows down what he is doing and it clears up.

SKIN: Thin. No significant scattered bruising. He does have a wound on his back that was currently cleaned and redressed this morning. So, it is covered.

PSYCHIATRIC: He acknowledges some mild depression and anxiety when all of these medical issues not first began, but continues to have more issues and complications as a part of treatment. He states he talks about it openly with his family.

PHYSICAL EXAMINATION:

GENERAL: The patient is lying in his bed on left side which he remained on throughout conversation. He was alert and cooperative.

VITAL SIGNS: Temperature 98.5, blood pressure 115/66, pulse 71, respirations 18, O2 sat 98% RA, height 6’ and last weight on 01/01/24 was 134 pounds with a BMI of 18.2.
HEENT: He has full thickness hair. Sclerae are clear. Nares patent. Slightly dry oral mucosal.

NECK: Supple. No LAD and clear carotids.

RESPIRATORY: Normal effort and rate. He had decreased breath sounds at the bases secondary to respiratory depth and no cough. Symmetric excursion and no speech dyspnea.

CARDIOVASCULAR: He had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.
ABDOMEN: Soft and flat. Bowel sounds active and nontender to palpation.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength.
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He repositions in bed without difficulty and staff reports that as he states that he gets up intermittently through the night and day to go to the bathroom and that he is fairly steady on his feet. He ambulates independently. He does have pitting edema bilateral arms upper and lower as well as lower extremity edema and he has generalized decreased muscle mass.
NEURO: CN II through XII grossly intact. The patient is alert and oriented x3. His speech is clear. He does acknowledged difficulty in getting information as he has had so many events in the last two months starting in December and multiple hospitalizations in January he had seven different hospitalizations and so far this month, no hospitalization.

PSYCHIATRIC: He appears to be taking things in stride. He acknowledges some frustration, but does not seem to weigh heavy on him. He is able to make his needs known and has a sense of humor when appropriate.

ASSESSMENT & PLAN:
1. Chronic pain management. He states with just the scheduled ER and p.r.n. Percocet that is not adequate control that he is generally in pain all the time. So continue with his 20 mg ER, but it will be given at 8 a.m. and midnight and then Percocet 10 mg will be given one tablet at noon 4 p.m. and 8 p.m. and I am adding gabapentin 300 mg one capsule at noon at 4 p.m. and 8 p.m. I explained to him that it will be synergistic with the Percocet. Hopefully, he will have improved longer lasting pain control if he does not have sedation and there is inadequate or suboptimal pain control with the Percocet, we will then increase the gabapentin to 400 mg and just continue to do that as needed.

2. Medication review. Discontinuing omeprazole 20 mg as he has Protonix 40 mg already.
3. Weight needs to be obtained. He has not been since his admit which has been over a week and a document that and I am requesting that blood pressures be checked daily as well due to orthostatic hypotension and we will review when I am here next week.

4. General care. CBC and CMP ordered and a bedside urinal put it bedside for the patient’s use as there is an increase in fall risk with him getting up throughout the night.

5. Social. I called and left a voicemail with his sister Bryda’s phone and she has my cell phone number that she can contact me with any questions or concerns.
CPT 99345 and direct POA contact 10 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
