


INITIAL VISIT NOTE
RE: Alan Phillips
DOB: 12/27/1930
DOS: 03/20/2024

Harbor Chase MC
CC: Admit from Skilled Care Facility.
HPI: A 93-year-old gentleman seen today. He was returned from Ignite Skilled Care Facility his son and DIL were waiting for him here at the facility as transport brought him in. The patient was quite frail, slouching in his wheelchair, and leaning. I went by to introduce myself, he was quiet made minimal eye contact did not speak after I spoke with his son to obtain history went with nurse to the patient’s room. He has just moved into his room. He has a bed and then the transport wheelchair in which he arrived. The patient was laying on his side. He has a history of chronic back pain with exacerbations recently secondary to a new lumbar compression fracture and son states that it has never been adequately treated. He has been given Tylenol or tramadol and sometimes a combination of Tylenol is tramadol, which seemed to help and it was noted that the patient has listed as an allergy Ultram and I explained to son that the tramadol and Ultram are the same drug. Son said that he has taken it several times without anything that seemed off in his words. He asked me what an allergy would be and I said a rash, edema, and he denied that any of those things had occurred. He then adds that the tramadol never seem to adequately address his pain. I asked son when he saw his father today arriving from SNF how he looked to him and he said very frail and tired. I agreed with him and that I asked if he had any conversation with him, which he had and he said he just seems withdrawn. The patient was put to bed and then I sat with his son and DIL to obtain medical history.
PAST MEDICAL HISTORY: Lumbar compression fractures with chronic back pain, history of right side sciatica, generalized weakness, insomnia, GERD, and prostate cancer for which the patient has taken one round of oral chemotherapy and he states his father’s physician has told him that it is not aggressive and he is not particularly concerned. They have followed his PSA and his PSA is normal. Son Patrick states that the patient and his wife Patrick’s mother lived very privately and did not want him knowing their business and so he did not know a lot of things that were going on with them from a health perspective or otherwise. Recent diagnosis of abdominal aortic aneurysm, abdominal x-rays when the patient presented to NRH ER with complaints of abdominal discomfort. He was subsequently diagnosed with the UTI for which he received cefdinir 300 mg b.i.d. and Norco 5/325 mg q.4h. p.r.n. and son states that his father had what he described as a psychotic episode having an infection being to hydrated getting an antibiotic and a narcotic and once he was in a better state he was able to take the Norco without adverse event.
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Son’s biggest issue is that he feels his father’s pain has never been adequately addressed and that is probably his primary concern as well. Glaucoma and constipation.
PAST SURGICAL HISTORY: Right rotator cuff repair approximately 10 years ago, bilateral cataract extraction and prostate biopsy leading to diagnosis of cancer about 3 to 4 years ago.

SOCIAL HISTORY: The patient is married for 64 years. They had two sons, one son died about 24 years ago and son Patrick is the patient’s power of attorney. He served in the Air Force 25 years. He was an aircraft mechanic wanted to be a pilot, but is colorblind so was not able to do that. After retirement, he then had an HVAC business and became a trainer for new employees of United States Postal Service. The patient was a heavy drinker as a young man, but quit about 25 years ago. Son identified him as an alcoholic and was not a smoker. He would chew one cigar occasionally. The patient and his wife lived privately per son. His wife is actually now in residence in Assisted Living at Harbor Chase. Son made the decision that she would not live down here with him in memory care and it was clear he could not live in Assisted Living.

REVIEW OF SYSTEMS:
Constitutional: The patient’s baseline weight was about 180 pounds. His weight here today was 167.6 pounds.

HEENT: He wears glasses has upper partials in place. He does not wear hearing aids, hears adequately.

Cardiac: He has no noted chest pain or palpitations per son. No history of hypertension.

Respiratory: No history of breathing problems.

GI: Occasional heartburn that was never on a steady medication for it and no nausea or vomiting. His appetite used to be good. No difficulty chewing or swallowing. He states his father remains in control of his bowels. We will ask for help going to the toilet.

GU: He is incontinent of urine. He wears adult briefs. He has had several UTIs in the last three months with ER visits and/or brief hospitalizations.

Musculoskeletal: The patient previously ambulated independently. He is now in a wheelchair. Son does not give any timeframe for how long that has been, but he states that over the last month to six weeks. He has had increasing weakness, not able to walk on his own. He states that he can stand up, but then adds that somebody has to be on either side of him to help hold him up and that in a wheelchair since he would go visit him at Skilled Care that they quit trying to do activity with therapy with him in a standing position as he could not. So our therapy was from a manual wheelchair were it will just be upper body and then today in his manual wheelchair when asked son stated that he would make it go back and forth and when I asked for that it was actually that he was just kind of with his bottom trying to move the chair, but not using his feet.
The patient had complaints of pain and again various trials of medications that never gave full pain relief. He has never had narcotic as tramadol does not fit into that group.
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The patient is unaware of his father’s fall history that was nothing his parents ever talked about. Then cognition son states that he noted a decline beginning in November. The patient was again seen in the ER and diagnosed with a UTI returned home to complete treatment, but states from then on that he just never quite seem the same. His focus and memory had declined. Now son states when he asked some questions he will try to answer, but generally he is not able to give information. In February 2024, the patient went twice to the ER both times being diagnosed with the UTI and then in March ER visit led to hospitalization and subsequent Skilled Care which he just arrived.

MEDICATIONS: I reviewed the medication list the patient had on arrival and after going over them we have made some changes. Lumigan 0.01% eye drops one o.u. h.s.

Zyrtec 5 mg q.d. p.r.n., Norco 5/325 mg one p.o. t.i.d. routine and q.8h. p.r.n., MiraLax q.d. routine, MOM 30 mL p.o. q.d. routine.
DIET: Mechanical soft regular diet with chopped meat and gravy on the side.
PHYSICAL EXAMINATION:

GENERAL: Frail chronically ill appearing male lying quietly when we entered the room he awoke, but did not open his eyes. Explained to him that we needed to get his vital signs and wanted to listen to his heart and lungs and he allowed that, however, with even the slightest movement he moaned and groaned via secondary to pain.
VITAL SIGNS: Blood pressure 76/35, pulse 101, temperature 97.7, respirations 18, and 91% on 2 liters of O2 per NC, and weight 167.6 pounds.

HEENT: He has full thickness hair. He has notable temporal muscle wasting and gauntness of both cheeks. He has native dentition in fair repair. Dry oral mucosa. His glasses have been taken off and sclerae were clear.

NECK: Supple. No LED. Clear carotids.

CARDIOVASCULAR: In a regular rhythm at tachycardic rate could not appreciate murmur, rub, or gallop.

RESPIRATORY: He had decreased respiratory effort at a normal rate. Lung fields were clear, but decreased bibasilar breath sounds. No cough or clearing of his throat.
SKIN: Quite dry. Exam skin does not show rash, redness, or any lesions of concern. He does have senile keratosis.

MUSCULOSKELETAL: The patient has cleared decreased generalized muscle mass and poor motor strength. He in a sitting position is not able to control his trunk and his head just leans forward. He cannot stand on his own and is only able to weight bear for a short period of time and no longer ambulatory and did not seem able to propel his manual wheelchair and he was noted to have edema of the fingers on both hands. His wedding ring is in place on the left and edema is over the wedding ring so we will have to try to remove that if able.
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ASSESSMENT & PLAN:
1. Generalized weakness with significant senile frailty. We are not going to attempt physical therapy. The patient will have hospice care and they will provide a Broda chair so that he can be out of bed, but he had been comfortable position providing stability of his neck and trunk.
2. Chronic pain. Norco 5/325 mg one p.o. t.i.d. routine and q.8h. p.r.n. The patient is given a dose of 5 mg p.o. Roxanol to see if that would help provide some comfort until his own medications are variable.
3. Constipation. Routine MiraLax q.a.m. and MOM 30 mL at h.s. are ordered and this will be similar to what the patient has taken at home.
4. Recurrent UTIs. I think the patient is probably incontinent of bowel, which is what contributed to his UTI so we will watch for that and improve his peri area hygiene.
5. General care. CMP, CBC and magnesium are ordered. Son states low electrolytes to primarily magnesium were an issue when he was in the hospital and in Skilled Care.
6. Seasonal allergies have written for Zyrtec 5 mg p.o. q.d. p.r.n. and versus the 180 mg of Allegra that the patient was being given routinely that son says he was not sure he even needed.
7. Social. Reviewed all of the above with son. I know that there was a great deal of denial his father’s actual condition and it will just take some time. I told him that we were to take good care of him and relieving his pain was first in that plan.
CPT 99345 and direct POA contact 60 minutes and advance care planning 83.17. The patient is DNR and form is now in chart.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

