


INITIAL EVALUATION

RE: Chris Papahronis
DOB: 09/30/1931

DOS: 06/04/2024
Jefferson’s Garden

CC: New admit.

HPI: A 92-year-old gentleman in residence since 06/03/24. Prior to this, the patient was residing in Assisted Living at Vallagio and did fairly well for two years. On 04/09/24, the patient was admitted to INTEGRIS Hospital North for hematuria and was subsequently found to have pneumonia and was in the ICU x2 weeks. Urology was consulted for the hematuria and the patient subsequently underwent prostate artery embolization (PAE) and there have been minimal side effects since this procedure. The patient was admitted to St. Ann’s Skilled Care Facility and then transferred to the Oklahoma Rehab Hospital on 05/17/24. Post rehab at this facility, admitted to Jefferson’s Garden AL for ongoing residence on 06/03/24. Received medical information is limited and remainder came from the patient’s daughter/POA Christie Akins.

PAST MEDICAL HISTORY: Atherosclerotic coronary artery disease, hypertensive heart disease with heart failure, aortic valve stenosis status post TAVR, paroxysmal atrial fibrillation, DVT of lower extremity without PE, DM II, blind in right eye secondary to macular degeneration, depression, GERD, iron-deficiency anemia, orthostatic hypotension, insomnia and BPH.

PAST SURGICAL HISTORY: TURP, prostate artery embolization (PAE) on 05/07/24 by Dr. Hickson, bilateral cataract extraction, coronary heart stents x3 by Dr. Ghani and underwent transaortic valve replacement (TAVR), and left knee meniscal tear repair.

SOCIAL HISTORY: The patient is a widower since 2011 after 53 years of marriage. He has three children; daughter Christie is POA. He also has two sons; Frank lives locally. The patient has a 60 pack year smoking history and he has been a nonsmoker for the last approximately 10 years, social drinker and was a entrepreneur and retired at the age of 63.

MEDICATIONS: MVI q.d., Seroquel 25 mg b.i.d., FeSO4 325 mg one p.o. t.i.d. a.c.; the order is now b.i.d. a.c., amiodarone 200 mg q.d., midodrine 5 mg two tablets t.i.d., Omega-3 q.d., Lipitor 40 mg q.d., Brilinta 90 mg b.i.d., KCl 20 mEq q.d., Xarelto 20 mg q.d., citalopram 10 mg q.d., Pepcid 20 mg b.i.d., probiotic q.d., melatonin 5 mg h.s., MiraLax q.d., Toprol 25 mg q.d., Lasix 60 mg q.d., Proscar q.d., and Flomax b.i.d.
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ALLERGIES: NKDA.

CODE STATUS: Full code.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight is 200 pounds.

HEENT: The patient wears reading glasses. He is blind in his right eye secondary to macular degeneration. He has a partial lower plate, native dentition on upper. Denies difficulty chewing or swallowing. He has a history of bilateral temporal headaches.

CARDIAC: History of angina despite cardiac stents; BP generally well controlled.

RESPIRATORY: He has no cough or expectoration.

GU: The patient currently has a Foley in place. It was noted to have pus in his urine this morning. A UA was obtained and has had intermittent hematuria that has decreased in frequency and intensity since the PAE. He is generally continent of bowel, can be toileted, but has had intermittent bowel incontinence, wears Depends.

MUSCULOSKELETAL: The patient is now wheelchair dependent. He can weightbear for transfers, but requires assist. He has inversion of his right foot, which affects his balance with weightbearing. Last fall was on 03/24/24. The patient does self-transfer.

NEURO: The patient remains oriented x2-3. He can communicate his need. He understands given information. He is generally quiet and will speak only when he needs something.

CONSTITUTIONAL ISSUES: The patient has a variable sleep cycle and he explains that for the last three months things were so variable and his sleep cycle was affected and believes that he will get adjusted to a healthier bedtime and awakening pattern now that he is where he is going to stay. He also states that his appetite has significantly improved and he has no difficulty chewing or swallowing and he denies pain.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and seated in wheelchair, a bit distractible, but cooperative.
VITAL SIGNS: Blood pressure 118/74. Pulse 86. Temperature 97.6. Respirations 16. Weight 175 pounds. The patient is 5’11” and BMI is 24.4.

HEENT: He has male pattern hair loss at the vertex. Sclerae clear, reading glasses on. Nares patent. He has facial hair growth. Oral mucosal is moist. Lower plate will fitting.
NECK: Supple and clear carotids.

CARDIOVASCULAR: He has an irregular rhythm at a regular rate. No murmur, rub, or gallop. PMI is laterally displaced.

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

ABDOMEN: Slightly protuberant, nontender. Bowel sounds present. No masses.
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MUSCULOSKELETAL: Moves arms, was in a seated position using wheelchair. He tends to hunch forward. Right foot inverted. Though he has generalized decreased muscle mass, he has fair motor strength, limited ability to propel manual wheelchair, generally has to be transported.

GU: Foley in place. It was emptied prior to my seeing him, but UA was obtained and sent for C&S. Tubing is secure.

NEURO: CN II through XII grossly intact. The patient likes to stay focused on what he is doing and not be interrupted, but his orientation is x2, has to be reference for date and time. He is soft-spoken; only says a few words at a time. He can convey his needs when he wants to; today, his focus was elsewhere, and understands given information. He can be a bit, I think, stubborn in my evaluation.

SKIN: Thin and dry. There is scattered bruising on both forearms and pretibial area.

ASSESSMENT & PLAN:

1. BPH with limited spontaneous urination, so Foley in place and we will continue until cleared by his urologist, Dr. Hickson.

2. Atrial fibrillation and coronary artery stents on Xarelto. We will watch for hematuria, increase bruising or bleeding.

3. HTN. Monitoring BP and HR daily; any adjustments in medication will be generally per his cardiologist Dr. Ghani and we will contact that office if needed.

4. Constipation. Continue on MiraLax and we will monitor with adjustments in that med as needed.

5. Mild sleep disorder. He is on melatonin 5 mg h.s. Daughter states that it generally works and we will continue to follow for that. Disordered sleep pattern. Melatonin is changed to be given at 7 p.m.; it was given at 10 p.m. when the patient wanted to go to bed and was not effective, which is expected at that time.
6. Iron-deficiency anemia. He is supplemented FeSO4 b.i.d. and we will do a CBC.

7. Medication review. Lactobacillus will continue until it is out and then order discontinued. We will review other medications along the way to see what is essential versus nonessential.

8. History of BPSD. He was given Seroquel during hospitalization when he was disoriented and at times delirious, but also in the ICU and other multiple medical issues ongoing. We will titrate Seroquel down to only at h.s. for one week, then q.o.d. x1 week and then discontinue medication and hopefully that will be adequate.
9. Lower extremity edema. This has developed since discharge from hospital. I am increasing Lasix to 40 mg q.a.m., which he already received and then 20 mg at p.m. and he continues on 20 mEq KCl. CMP is ordered.

10. General care. We will visit the issue of DNR at next visit and see where the patient and daughter stand at that time.

CPT 99345, direct POA contact 1 hour and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

