


INITIAL EVALUATION

RE: Alexander Kondonassis
DOB: 02/08/1928

DOS: 04/29/2023
Rivendell AL

CC: New patient.

HPI: A 95-year-old in residence since 04/13 seen in his room. He has paperwork and books here and there, has a stern look on his face and essentially no comment until after I introduce myself and why I am there. He has a somewhat curt get to the point manner and is not into small talk. Staff have told me that at times he can be difficult to deal with but he was cooperative and able to give information. One of his issues as he feels like he is on too much medication so I told him that we would review and what he did not feel was necessary we would discontinue and he liked that. The patient has no family here in Oklahoma his daughter and POA Yolanda Kondonassis lives in Ohio but has made contact with the facility. The patient resided in assisted living before coming here he had a fall off the toilet on 02/05 with complaints of right upper extremity pain and ER found a right humerus fracture. After returning to AL, he appeared more lethargic having difficulty swallowing and he was sent to skilled respite care on 02/09. Labs there showed a sodium of 129, K of 7.4, creatinine of 3.4, and BUN 82 and found to be in atrial fibrillation with RVR and hypotensive. He was staying in the ICU with nephrology consult. He was also found to have left parotitis received IVABX and nutrition was actually also parenteral until he was then able to eat. He returned back to Epworth Villa and had therapy, but appeared to be having slow progress. The patient at baseline has a colostomy and also had difficulties with again hypotension, bradycardia, and had a re-hospitalization with another three days in the ICU. He went to the SNF portion of Epworth Villa and continued therapy and the issue is that he has high output from his stoma and his son doing his care has frequent leakage from the bag due to inadequate placement. He still wants to have as much independence as possible. Upon completion of his therapy at Epworth Villa he is now here in AL.

PAST MEDICAL HISTORY: Recent right humerus fracture in patient whose right-hand dominant, short bowel syndrome with colostomy, history of lymphoma, Barrett’s esophagus, GERD, HTN, HLD, history of GI bleed, bullous pemphigoid, and no recent issues.
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PAST SURGICAL HISTORY: Exploratory laparotomy about five years ago with bowel resection and ileostomy placed, biliary stone removal, right rotator cuff repair, prostatectomy, TURP, and lymph node biopsy

SOCIAL HISTORY: He is divorced and has two children. His daughter Yolanda who lives in Ohio is his POA was an economics professor at OU for 50 years received the distinguished Professor award and he states upon his death they will put into place an endowed professorship chair. He was a remote smoker and only a rare social drinker.

ALLERGIES: GABAPENTIN and SULFA.

DIET: Regular with thin liquid.

MEDICATIONS: Amiodarone 200 mg q.d., cholestyramine 4 g b.i.d., Pepcid 20 mg q.d., midodrine 5 mg b.i.d., MVI q.d., B1 q.d., Liquigel 10 mL b.i.d., Celexa 20 mg q.d., and Ensure one can b.i.d.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: His baseline weight prior to the surgery with short bowel syndrome diagnosed. He weighed 160 pounds and his last weight was 124.5 pounds on 04/10.

HEENT: He wears glasses and hearing is adequate. Native dentition.

CARDIAC: Denies chest pain or palpitations.

RESPIRATORY: No cough or expectoration. SOB with exertion.

MUSCULOSKELETAL: He ambulates with his walker. His last fall was when he sustained the right humeral fracture that was about a month ago.

GU: Cognitive urine.

GI: Ostomy often with high-volume output and difficulty securing placement of the bag.

NEURO: Memory deficits.

PSYCHIATRIC: He denies anxiety or depression.

SKIN: Thin and fragile.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly gentleman who appears a bit cautious but slowly warms up.
VITAL SIGNS: Blood pressure 102/59. Pulse 67. Temperature 97.3. Respirations 18. O2 saturation 96%. Weight was 124.5 pounds.

Alexander Kondonassis

Page 3

HEENT: His hair is short and full thickness but has not been washed in some time. His conjunctivae is clear. He has glasses in place. Native dentition in fair repair. He has facial hair growth.

NECK: Supple without LAD.

CARDIOVASCULAR: He has an irregular rhythm. No MRG. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: He has bowel sounds present slightly distended and nontender. Colostomy bag is secured it is full there is gas and about a third of it is actually a liquid stool in a light brown yellow color.

MUSCULOSKELETAL: Generalized sarcopenia. He is weightbearing and walks with his walker but is slow and steady.

SKIN: Quite thin, dry, and decreased integrity. He has scattered bruises in different stages of healing.

NEURO: CN II through XII grossly intact. He can make his point understands given information.

PSYCHIATRIC: Appears cautious and guarded.

ASSESSMENT & PLAN:

1. Senile frailty with significant weight loss compromised gait and overall mobility. We will assess if he is ready to restart PT and OT in the next couple of weeks so that we can at least continue with his strengthening recapture more.
2. Short bowel syndrome. He explained that this was a mistake in diagnosis and the surgeon cut away the wrong part of the gut or should even operated he was told but he appears to manage it in stride and is private about it and now he is going to have assistance from staff and changing of the bag.

3. Generalized sarcopenia. Labs assessed T-protein and ALB and target what we need to do nutritionally for him.

4. Peripheral neuropathy. He denied any pain with that. He is not on treatment for it so we will just see how he does.

5. General care. Explained all the above to him to address the issue of code status. I did bring it up and he seemed indifferent to signing a DNR, but I did give consent for the physician certification of DNR.

6. History of atrial fibrillation/hypertension. We will monitor BP and heart rate daily.
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Linda Lucio, M.D.
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