


INITIAL EVALUATION

RE: Milton Odom
DOB: 11/30/1944

DOS: 09/11/2024
Rivendell the Highlands

HPI: The patient is a 79-year-old gentleman in residence since 09/09/24. The patient is seen in his room, he was quiet, he had a bit of an intense stare initially looking a bit suspicious and guarded, but then seemed to just lighten up a little bit and was cooperative. The patient was hospitalized at INTEGRIS Hospital on 07/16/24. He had a fall at home, was evaluated in the ER and per head CT was found to have a right subdural hematoma while on Plavix and aspirin and a T10 compression fracture and a UTI. NES evaluated recommending discontinuation of Plavix and ASA and he was transfused 2 units of platelets. He was also started on Keppra x7 days for seizure prophylaxis and, since discontinuation, has had no problem. He completed IV Rocephin for E. coli UTI. The patient was sent to Jim Thorpe Rehab and had complaints of neck and back pain radiating down his left side. He also had easy fatigability during therapy. Tramadol was given for pain after Tylenol was ineffective, same then for tramadol. The patient is edentulous and he requested a softer diet as he could not chew. As he continued to be followed at Jim Thorpe, staff felt that he was having decline rather than improvement, so labs and a chest CT were done. He was found to have a sodium of 127 and left upper lobe pneumonia. He had room air hypoxia requiring O2 per nasal cannula and was treated with IV antibiotics, blood cultures were negative. Then, from Jim Thorpe, the patient was sent to Epworth SNF on 07/23/24 for strengthening and conditioning. It was from there that he then came to Rivendell.

PAST MEDICAL HISTORY: Hypertension, CAD, diabetes type II, esophageal reflux, depression/anxiety, right subdural hematoma, T10 vertebral compression fracture, and bilateral pulmonary emboli.

PAST SURGICAL HISTORY: CABG and thrombectomy.

ALLERGIES: VANCOMYCIN.

DIET: Mechanical soft, regular, and with ______ protein and gravy on the side and Glucerna one can b.i.d. and O2 at 2 L per nasal cannula continuous.
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MEDICATIONS: MiraLax q.d., Eliquis 5 mg b.i.d., ASA 81 mg q.d., Lipitor 20 mg h.s., Plavix q.d., Lexapro 10 mg q.d., Proscar q.d., Flonase two sprays q.d., lidocaine patch to right neck, Imdur ER 30 mg q.d., losartan 100 mg q.d., metoprolol 50 mg b.i.d., Protonix 40 mg q.d., docusate b.i.d., metformin 500 mg b.i.d. a.c., and risperidone 0.5 mg b.i.d.

SOCIAL HISTORY: The patient is retired from Francis Tuttle Vo-Tech where he managed the facilities and HVAC. He also served in the military with the Army Corps of Engineers. He is married and his wife resides at home and they have been married 55 years. He has a daughter Julie who is the patient’s POA. The patient has a 40-pack-year smoking history. He quit in 2008. Occasional ETOH socially, none in some time.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: He is not sure of his baseline weight.

HEENT: Reading glasses. He is edentulous. Mild hearing deficits; does not wear hearing aids.

CARDIOVASCULAR: He denies chest pain or palpitations.

RESPIRATORY: Occasional SOB. No diaphoresis or nausea when that occurs and has p.r.n. O2, was not wearing it when I saw him.

GI: Dyspepsia is managed. He denies nausea or vomiting. He is continent of bowel.

GU: Continent of urine. Apart from the most recent UTI, he is not aware of having any previously.

MUSCULOSKELETAL: Some just generalized OA. He was independently ambulatory. No significant number of falls that he recalls.

SKIN: He denies any rashes, bruising, or breakdown.

NEURO: He says that he thinks that he is okay for man of his age, but probably is little more forgetful than he should be. He denies any current depression or anxiety.

PHYSICAL EXAMINATION:

GENERAL: The patient lying in bed. He was quiet and just looked at me initially and then started responding to questions.
VITAL SIGNS: Blood pressure 123/63. Pulse 84. Temperature 97.2. Respirations 16. O2 saturation 93%. The patient is 5’11”, weighs 169 pounds, and BMI 23.72.

HEENT: He has thinning hair, it is a bit disheveled, but he is lying in bed, makes eye contact. Sclera mildly injected. Nares patent. Moist oral mucosa and edentulous.

NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: He has a regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

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

ABDOMEN: Bowel sounds present. No distention, tenderness, or masses. No guarding to palpation.
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NEURO: CN II through XII grossly intact. The patient is alert and oriented x2. He knows the month and the year, just was not sure of the date, which is not unusual given the number of places he has been in the last two months. He was polite and cooperative during the interview.

PSYCHIATRIC: Affect and mood appeared normal for situation.

SKIN: Warm, dry, and intact with fair turgor. A few scattered bruises that were in resolving stages.

ASSESSMENT & PLAN:

1. DM II. A1c is ordered and we will review with the patient adjusting medications as needed.

2. Pain management. He states that neither the Tylenol nor tramadol has been effective in alleviating his pain and in bed he appeared to fidget trying to find a comfortable spot, so Norco 7.5/325 mg one p.o. t.i.d. routine and q.8h. p.r.n. is ordered. We will monitor the frequency with which he requests p.r.n.’s and we will see if he actually needs the t.i.d. and as soon as we can decrease to b.i.d. we will do so. Discontinuing tramadol when Norco starts.

3. Edentulous with difficulty chewing. Diet is changed to a mechanical soft, minced meat or minced chicken with gravy on the side and I reviewed this with the chef.

4. Behavioral issues. He has been resistant to care and somewhat sniding toward the staff. So, I am going to try Depakote 250 mg b.i.d. and see if that is of help.

5. Polypharmacy. He is on multiple medications. There are supplements that most likely not necessary, so I have reviewed his medications and have discontinued 10 medications/supplements.

6. Other medication review. I am holding risperidone in the hopes that Depakote will cover any behaviors that risperidone was used for. I am holding Flonase as he still has difficulty knowing how to sniff in when it is administered and we will hold Protonix to see if he truly needs it.

CPT 99345 and we will contact family next week.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

