


INITIAL EVALUATION

RE: George Smith
DOB: 09/11/1942

DOS: 08/02/2022
HarborChase AL

CC: New admit.

HPI: A 79-year-old admitted to the facility on 07/29/2022. Initially wife also came to share his apartment with him she was sent to skilled care today and will not be readmitted to the facility given her ambulation limitations. Today, the patient brought that up. He stated that he is relieved that he felt like he could not do anything to help her and that because of her weight he said she is near 400 pounds. She wanted him to help lift her whereas he recently fell, sustained a subdural hematoma required burr holes for evacuation and there has been issues related to fluid drainage so he has a weight restriction of not picking up anything greater than 15 pounds. He states that he has been more relaxed, slept more peacefully, and has the ability to come and go to walk with his walker to get exercise. The patient states he has been active most of his life in part. He was a truck driver and always maintained some level of physical activity when he was in driving. The patient sustained a subdural hematoma in a fall at home. He also injured his right shoulder cracked, his right kneecap, and had significant bruising. He was at Mercy Hospital where he was treated and from there went to Mercy Rehab and after Mercy Rehab to Accel at Crystal Park. He states that his baseline weight was 210 pounds and he is currently 174 pounds, but states that he feels much better at a lower weight. He states that he sleeps good. His appetite is good. He enjoys walking around the facility and meeting other people. He has had some expressive aphasia as a result of the SDH and is a bit conscious of that. The patient is lively, very social. He has stories that he enjoys telling and requires redirection to answer questions.

PAST MEDICAL HISTORY: Status post subdural hematoma with burr hole that was seeping, just saw NES with staple removal and sutures were placed. Expressive aphasia since SDH, depression, HTN, GERD, hyperlipidemia, polyarthritis, BPH, urinary leakage, and episodes of diarrhea versus constipation.

PAST SURGICAL HISTORY: Left eye surgery. He has pins placed and right lung mass, which was an empyema that was drained and he was hospitalized with sepsis for that, left cataract extraction, and bilateral rotator cuff surgery with it being done twice on the left shoulder.
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ALLERGIES: PCN and KEFLEX.

DIET: Regular. The patient self-administers his medications.

MEDICATIONS: Wellbutrin 75 mg b.i.d., lisinopril 40 mg q.d., omeprazole 20 mg q.d., Lexapro 10 mg q.d., Keppra 500 mg b.i.d., simvastatin 40 mg h.s., diclofenac gel to affected joints q.i.d. p.r.n., docusate b.i.d. p.r.n., and Flomax two tablets h.s.

SOCIAL HISTORY: A truck driver for four years now retired. Married 52 years. He has a son and a daughter. Denies having POA that was discussed with him and he has a 20 pack year smoking history. He quit when he was 50. He is a Vietnam Veteran that is 100% disabled. He gets his medications through the VA. His next appointment is in September.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight 210 pounds and now 174 pounds post SDH.

HEENT: He is blind in his right eye. He wears readers. He has bilateral hearing aids and upper plate in place.

CARDIOVASCULAR: Denies chest pain or palpitations. Positive for HTN.

RESPIRATORY: Denies cough expectoration or SOB.

GI: No nausea, vomiting, constipation, diarrhea, or incontinent of bowel.

GU: Urinary leakage. No recurrent UTIs.

MUSCULOSKELETAL: He ambulates with the walker. Previously, he was ambulating independently and had a few falls at home prior to the SDH.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, quite talkative, and pleasant.
VITAL SIGNS: Blood pressure 136/79. Pulse 82. Temperature 98.7. Respirations 20. Weight was 174 pounds.

HEENT: Male pattern baldness. Conjunctivae clear. He was not wear reading glasses. Nares patent. Upper plate fits well. No evidence of looseness. Moist oral mucosa.

NECK: Supple. Bilateral hearing aids in place. He appeared to hear normally.

CARDIAC: Regular rate and rhythm without MRG. PMI nondisplaced.

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

ABDOMEN: Slightly protuberant and nontender. Bowel sounds present. No distention or masses.
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MUSCULOSKELETAL: Intact radial pulses. He self transfers and gets up using his walker for support and ambulates without difficulty. No lower extremity edema. Moves limbs in a normal range of motion though he states that his right shoulder was hurt with his most recent fall and he somewhat protective of it and has had a bad left shoulder for some time.

SKIN: He has multiple tattoos on both arms and was telling me where he is gotten them. The exposed skin appears healthy. No breakdown or some scattered bruises.

NEURO: CN II through XII grossly intact. He makes eye contact. He has mild expressive aphasia and acknowledges that when he gets anxious or tries to talk too fast that it becomes more of a problem so he took his time and oriented x2-3. He has to reference for date and time. He understands given information and asked for clarification when needed. He has fairly good recollection and ability to give information especially when it comes to long-term memory and affect congruent with what he is saying.

PSYCHIATRIC: He appears to be optimistic and acknowledge that he was glad that he just had himself to focus on getting better right now and that he just was unable to help assist in his wife’s care.

ASSESSMENT & PLAN:

1. Gait instability with falls as well as polyarthritis and PT/OT. The patient states he has just finished therapies and he wants to give a little bit of break but then we will start them when appropriate. We will visit with him next week.

2. Pain management. The patient tells me that he has Norco 7.5 mg in his room. He has 10 tablets that he states that he maybe takes one or two a day on the days that he has really bad joint pain. He is done that one since he was here otherwise he has not taken them and we will just see how that goes and if he will get filled through the VA or through pharmacy via the facility.

3. Expressive aphasia. I think working with a speech therapist would be a benefit so I will suggest that to him when I see him later in the week.

4. Depression. We will monitor how he is doing. I think that he is doing actually by staff report that his affect appears brighter now that he is in the room on his own.

5. HLD. We will see if we need to do lipid profile and go from there.

6. Social. I will contact his son who is a fireman and right now he is on a run so we can just address that next week and discuss DNR.
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Linda Lucio, M.D.
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