


INITIAL EVALUATION

RE: Jerry Gayer

DOB: 04/21/1935

DOS: 05/04/2022

Rivendell MC

CC: New admit.
HPI: An 87-year-old admitted to the facility on 05/02/22. He is seen in the room. He is verbal and agitated. Prior to going into his room, I ran into the patient’s wife in the hallway who stated that he was mad at her for not letting him leave. He wants her to take him home with her and she stated quite clearly “I don’t want him at home.” She appeared fatigued and in speaking with the patient he is quite demanding. The patient was seated in his wheelchair, which he was able to propel for a short distance. He was verbal, asked questions. When I asked questions he wanted an explanation as to why I was seeing him and what this interrogation was about. He at times had some sentence formation and word finding difficulties. He was defensive and yet aggressive and when I brought things up as to care being difficult for wife to manage at home, he denied needing any help and was surprised that she would say that. He also encouraged me to go look at her and find out what her problems are. As to information about himself, it is limited. The patient was hospitalized at Norman Regional on 02/14/22 for acute renal failure and confusion secondary to UTI. The patient was treated with IV fluids and IV antibiotic for E. coli culture positive urine with blood cultures found to be contaminated. Repeat cultures were negative. He had episodic nausea with emesis during his stay and inability to tolerate p.o. intake. A CT scan of the abdomen showed retained material in the stomach with delayed gastric emptying. He was diagnosed with diabetic gastroparesis. The patient was started on Reglan and had an improved tolerance to his p.o. intake. During his hospitalization and subsequent transfer to Grace Living Center in Norman, the patient showed worsening of confusion and sundowning in the evenings. He did have abdominal pain during his stay at GLC. He was found to have cholecystitis, was readmitted to NRH and underwent a lap chole and appendectomy. He was then returned to GLC Skilled Care and was admitted here on 05/02/22.

DIAGNOSES: DM II, diabetic gastroparesis, SLE, hypertension, hyperlipidemia, BPH, atrial fibrillation, and depression.
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PAST SURGICAL HISTORY: Also includes CABG remote.

MEDICATIONS: Allopurinol 300 mg one half tablet q.d., amiodarone 200 mg b.i.d., ASA 81 mg q.d., Crestor 20 mg h.s., Proscar q.d., Flomax q.d., Flonase both nares h.s., Lantus 12 units b.i.d., Lexapro 10 mg q.d., lisinopril 10 mg q.d, Mag-Ox 400 mg b.i.d, MVI q.d., trazodone 25 mg h.s., and Victoza 0.8 mg SQ q.d.

ALLERGIES: MORPHINE.
DIET: Regular NCS with thin liquids.

CODE STATUS: Currently full code.

SOCIAL HISTORY: Married. He was a cigarette smoker, quit approximately 25 years ago and occasional drinker. He and his wife have had three children, two living, having lost a son about a year ago. He is a retired traveling salesman. 

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: Limited due to the patient’s antagonism and dementia.

PHYSICAL EXAMINATION:

GENERAL: The patient is seated in wheelchair that he propels with feet. He is alert and verbal.

VITAL SIGNS: Blood pressure 138/0, pulse 85, temperature 98.0, respirations 18, and O2 sat 100%. The patient is 6’ feet tall and weighs 179.2 pounds. BMI 24.3.

HEENT: His hair is combed. Conjunctivae clear. Nares patent. Moist oral mucosa. He has native dentition in good repair. Generally wears hearing aids that were not in place, but he seemed to hear adequately.

NECK: Supple with clear carotids.

CARDIOVASCULAR: Irregular rhythm at a regular rate with a soft SEM throughout the precordium. PMI nondisplaced.

RESPIRATORY: Normal rate and effort. Lung fields clear to bases with symmetric excursion and no cough.

ABDOMEN: Soft. Bowel sounds present. No tenderness or distention.

MUSCULOSKELETAL: He has intact radial pulses. He moves his limbs in a fairly normal range of motion. He did not weight bear and no lower extremity edema. He has fairly good muscle mass and motor strength.
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NEUROLOGIC: CN II through XII grossly intact. He not only makes eye contact, but has a strong glare and his speech is clear. He has sentence formation and word finding difficulties. He is demanding. Denies the different diagnoses that I read and listed. He stated that he no longer has diabetes because he cut out sugar and has no problem with memory because he denies that, so just a lot of things that did not make sense except to him.

PSYCHIATRIC: Evidence of delusional thinking, defiant and clearly wants to leave. No insight into the care that he requires and the toll that it takes on his wife to provide.

SKIN: He has a violaceous bruise on the left cheek and temporal area from a fall this morning. The skin is intact. There is no tenderness or evidence of hematoma. The skin on his lower extremities is dry and flaking, but intact and he has mycotic toenails of both feet.

ASSESSMENT & PLAN:
1. Code status. We will discuss that with wife when I see her next.

2. Atrial fibrillation. We will monitor heart rate and BPs with adjustments in medications as appropriate.

3. Gait instability. He has had therapy. We will assess whether or not he will need to have additional while he is here so that he is able to assist in transfers, etc.

CPT 99328

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

