HISTORY & PHYSICAL
Patient Name: Wheatley, Horhce
Date of Birth: 02/09/1939
Date of Evaluation: 08/17/2025
Referring Physician: 
CHIEF COMPLAINT: Pancreatic mass.

HISTORY OF PRESENT ILLNESS: The patient is an 86-year-old male with history of hypertension, chronic kidney disease, Barrett's esophagus, glaucoma and pancreatic head mass who underwent endoscopic ultrasound fine-needle aspiration biopsy on 04/28/2025. Pathology was consistent with mucinous neoplasm. The patient presented with evidence of septic shock secondary to pancreatitis and extensive peripancreatic fluid collection on 05/06/2025. He was initially evaluated at Summit Medical Center after being transferred there by emergency vehicle from the office setting. The patient was initially stabilized and then transferred to UCSF on 05/09/2025. The patient was felt not to be a surgical candidate, but had a prolonged hospital course. The patient was noted to have acute pancreatitis and this was felt to be secondary to the pancreatic head mass status post EUS FNA on 04/28/2025. He had stent placement. He required EUS-guided cystogastrostomy on 05/24/2025 with necrosectomies and stent removal on 07/08/2025. He had fistula formation between peripancreatic cyst and transverse colon required colonoscopy on 06/20/2025 with fistula found in transverse colon. This was closed with X-Tack. The patient had subsequently significantly improved. CT scan on 07/07/2025, 07/21/2025, and 08/06/2025 demonstrated decrease in fluid collection around the pancreas. He required EGD with removal of cystogastrostomy stent as endoscopy he had previously shown resolution of necrotic collection with only a minimal amount that was removed with a snare. No further endoscopic procedures were planned. The patient further was noted to have severe hiccups which were recurrent. He had been tried on baclofen, gabapentin, and Thorazine all without benefit when pancreatitis was more severe. He had no hiccups for a two-week period and then recurred on 07/18/2025 and again intermittently in early August. The etiology was not clear, but appeared to correlate with fat intake. He had been responding well to p.r.n. baclofen with no notable side effects. Repeat imaging on 08/06/2025 was notable for resolving pancreatic pseudocyst as well as patulous esophagus. It was felt that these anatomic findings would be sufficient to explain ongoing intermittent hiccups and no medications were recommended. The patient was further noted to have moderate disease-related malnutrition which was improving at the time of his discharge. He was able to tolerate full goal continuous tube feeds. It was felt that he would require ongoing artificial nutritional supplementation via nasojejunostomy tube which was placed on 07/11/2025. PEJ/PEG was not advised due to high risk given location of pancreatic cyst and medical complexity. It was felt that it would be medically appropriate to proceed with trial of artificial nutrition with p.o. intake in outpatient setting with close followup.
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It was felt that the current NJ tube is safe to remain in place and at least through 08/22/2025 per interventional endoscopy. It was felt that 08/22/2025 would be the earliest that it could be exchanged if functioning properly and it could stay longer if there were no complications. No exchange was offered prior to his discharge date. The patient was further noted to have evidence of hospital delirium in setting of cognitive impairment. This was noted to be improving. The patient was felt to have had severe toxic metabolic encephalopathy which was secondary to acute pancreatitis. He was noted to have demonstrated improvement in his overall trajectory. The patient is on Seroquel 25-25-75 mg with goal to taper and ultimately discontinue in outpatient setting. The patient’s other problems include a complex right renal cyst which was noted on abdominal imaging. Renal ultrasound on 08/07/2025 revealed a 1.8 cm complex right renal cyst which is nonspecific. The lesion was noted to be small, less than 3 cm; however, characterized as complex with septation likely Bosniak 2 lesion; however, no two-phase scan to make detailed determination. The patient is expected to undergo outpatient MRI to better characterize the lesion, is to be referred to urology as an outpatient. The patient otherwise is felt to be clinically stable at the time of his discharge. Currently, he is doing well. He has no complaints.
MEDICATIONS: His medications include Tylenol 32 mg/mL oral liquid take 650 mg q.8h. p.r.n., baclofen 5 mg tablet take one t.i.d. p.r.n. hiccups, Lumigan 0.03% place one drop into both eyes nightly at bedtime, brimonidine/timolol i.e. Combigan place one drop into both eyes in the morning, brinzolamide/brimonidine place one drop into both eyes daily, Simbrinza 1%/0.2% _______ daily, dorzolamide i.e. Trusopt place one drop into both eyes in the morning, lipase-protease-amylase i.e. Viokace 20,880-78,300-78,300 unit tablet take one tablet every morning afternoon, evening and before bedtime, melatonin 5 mg h.s., multivitamin one tablet by feeding tube daily, Zofran ODT 4 mg dissolve one tablet in the mouth q.6h. as needed for nausea, pantoprazole 40 mg b.i.d., MiraLAX 17 g b.i.d., Seroquel 25 mg one tablet by feeding tube b.i.d., Seroquel one tablet per NG tube three times daily p.r.n., Seroquel 25 mg, 75 mg total h.s., Restasis 0.05% ophthalmic emulsion one drop into both eyes b.i.d., and Senna 8.6 mg take two tablets daily.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Noncontributory.

SOCIAL HISTORY: The patient is widowed. He has two daughters who are involved in his care.
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PAST MEDICAL HISTORY:
1. Barrett's esophagus without dysplasia.

2. Hyponatremia.

3. Nausea and vomiting.

4. Pancreatic mass.

5. Glaucoma.
6. Hypertension.

7. Chronic kidney disease.

8. COVID-19 infection.

9. Intractable hiccups.

10. Lichen simplex chronicus.
11. Right inguinal hernia.

PAST SURGICAL HISTORY:
1. Bilateral cataract removal.
2. Colonoscopy.

3. EGD.

The remainder of the exam is unremarkable. Problems are as outlined in the beginning.

Rollington Ferguson, M.D.

