


INITIAL EVALUATION

RE: Arthur Newman

DOB: 12/17/1950

DOS: 09/16/2022

Harbor Chase AL

CC: New patient.
HPI: A 71-year-old with schizophrenia medically managed who lived at home alone and was found by family on 08/15/22 to have a reduced level of consciousness and taken to NRH ER. He was COVID positive with x-ray suggestive of pneumonia and given room air hypoxia admitted to the ICU. The patient failed BiPAP and was intubated for several days and extubated and placed on O2 with which he was discharged. He is sent to Accel at Crystal Park on 08/26/22 and from there admitted here on 09/14/22. The patient has been cooperative. He is quiet remains in his room to include for all meals. When I asked him about that he commented that there are too many people and he preferred to stay in his room. The patient attempted to answer questions but it was clear that he simply did not remember things. When I asked if he noticed any difference between his memory and his overall ability to concentrate before and now after COVID 19 he stated he did notice a difference.

PAST MEDICAL HISTORY: Schizophrenia long-standing issue was seen by the PACT program at Griffin Memorial. They would come and administer his medication daily then COVID came interrupting that and family noted a decline suspecting that he was not either taking his medication at all or not taking it appropriately. Recently they have practiced going back to see the patient but only weekly administering a pillbox with daily medication noted and they are unclear that he is taking it as directed. Morbid obesity. BMI is 30, hypothyroid, history of kidney stones, and history of tobacco abuse. Diabetes mellitus II recent diagnosis previously on metformin during hospitalization on sliding scale. HSV-2 recent outbreak with treatment. 

PAST SURGICAL HISTORY: History cardiac stent and colonoscopy.

FAMILY HISTORY: Noncontributory.
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SOCIAL HISTORY: Divorced and has two children who share POA responsibility Meshella Farrell and Nathan Newman. While the patient lived alone he had Visiting Angels come out x 3 weekly to bathe him, change his clothing and do small things around the house and Meals on Wheels delivered food daily and he is very dependent on both his son and daughter for anything he needed. The patient drove until six years ago. He had a car wreck and was taken to his physician who stated he was no longer safe to drive.
CODE STATUS: Full code.

DIET: Mechanical soft with thin liquids.

MEDICATIONS: Lipitor 40 mg h.s. Coumadin 5 mg two tabs at 5 p.m., benztropine  mg q.d., clonazepam 0.5 mg q.d., Depakote 500 mg two tabs q.d., olanzapine 10 mg h.s., and risperidone 4 mg two tabs q.d.

REVIEW OF SYSTEMS: 

Constitutional: Baseline weight is generally 270 pounds.

HEENT: He wears corrective lenses. Adequate hearing and native dentition.

Cardiovascular: No chest pain or palpitations. HTN well controlled and we will check with family regarding cardiac stent placement.

Respiratory: He had no cough. No audible abnormal breath sounds. Conversational shortness of breath and was not using O2 when seen.

GI: Appetite good. He had a swallow study while at SNF and his diet was changed to mechanical soft with chopped meat and he was placed on nectar thick liquid. Here he was continued on a modified diet with liquids changed to thin and he has not had any difficulty with choking or increased cough after drinking. He is continent of bowel.

GU: No recent UTIs. Continent of urine.

Musculoskeletal: He ambulates independently. He had several falls prior to hospitalization.

Skin: He has small red area near his scrotum which is being treated with bacitracin b.i.d.

Neurologic: No seizure, syncope, or vertigo.

Psychiatric: Per HPI.

PHYSICAL EXAMINATION:

GENERAL: Robust obese male quiet, but cooperative. Makes fleeting eye contact. Affect relatively guarded.

VITAL SIGNS: Blood pressure 126/72, pulse 90, temperature 97.9., respirations 18, and O2 sat 92% and weight 260.6 pounds. BMI is 33.4. 
PSYCHIATRIC: He is interactive, but he has evident underlying mental health issues.
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ASSESSMENT & PLAN:
1. Schizophrenia. Continue with medications as they are. I am ordering psyche nursing to evaluate patient and daughter is in total agreement with the service. We will continue previous medications as usual.

2. Shortness of breath post COVID side effect. He has O2 to be worn at 2 L per NC and the instruction is for routine day and night. He did not have it in place when seen and was conversant O2 checked and it was 94%. So, he is evidently doing okay. I told him if he choose to wear it at night that would be the most reasonable time. Right now, I am not sure that he has portable O2. So, he would be limited to his room without it.

3. Afib. The patient is on Coumadin. So PT/INR is ordered unclear as to whether he is able to take an oral anticoagulant I will check with his daughter who knows most of his medical history to see if she knows what type of Afib he has.

4. DM II. A1c ordered and then will determine treatment needed. In the interim he is off of medication without negative effects.

5. Isolation. I am writing to have activities check on patient to go to at least two activities per week. His daughter tells me that he painted at home. So, will request that that be one of the times that they get him for activity and order that patient has to come out for at least one meal daily.

6. Baseline lab. There is none available. So CMP, CBC, and TSH andA1c ordered.

7. The patient is to do two activities a week and come out for one meal daily at minimum.
CPT 99328 and prolonged direct POA contact 30 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

