


INITIAL EVALUATION
RE: Michael Brown
DOB: 01/09/1949
DOS: 11/08/2024
Radiance AL
CC: New admit.

HPI: A 75-year-old gentleman admitted this morning from St. Anthony’s Hospital where he was hospitalized 10/27 to 10/31. The patient then went to Geri-Psych where he remained until admitted here this morning. The patient referred to the Geri-Psych as prison and seemed to have no understanding why he was sent there. He addressed his chronic pain as a primary issue. He has lumbar stenosis. He states that he has been trying to have it surgically repaired for the last three years and has not been able to. His daughter, per his input, has an appointment set up with Dr. Nate Stetson, neurosurgeon at Mercy for surgical evaluation of lumbar stenosis. _______ hospitalization, the patient was transferred to SSM Geri-Psych with diagnoses of severe episode of recurrent major depressive disorder with psychotic features _______ psychophysiologic insomnia and anxiety _______ antidepressant and antipsychotics were started along with p.r.n. Ativan for anxiety and the sleep issue improved as the other issues were treated. _______ his stay at Geri-Psych as being in prison. _______ the patient was first seen, he was in a wheelchair all along from the facility propelling himself down the hallway and he was verbal and joking, overall cooperative, at times needed redirection. I reviewed labs and studies that were done during SSM Hospital and Geri-Psych stating he did not know the results.

PAST MEDICAL HISTORY: _______ major depressive disorder resolved, anxiety disorder, insomnia, hypothyroid, GERD, hyperlipidemia, diabetes mellitus type II, BPH, constipation, CKD III and obstructive sleep apnea; does not use CPAP.
PAST SURGICAL HISTORY: Right ankle surgery, cardiac catheterization with five stents placed, cervical laminectomy, foot surgery bilateral with repair of hammer toes, bilateral shoulder rotator cuff repair, tonsillectomy and adenoidectomy and wisdom tooth extraction.

ALLERGIES: NAPROXEN.
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MEDICATIONS: Plavix q.d., olanzapine 10 mg h.s., vitamin D3 25 mcg q.d., Coreg 3.125 mg b.i.d., Colace 100 mg b.i.d., levothyroxine 150 mcg q.d., Protonix EC 40 mg q.d., thiamine 100 mg q.d., folic acid 1 mg q.d., ASA 81 mg q.d., Lipitor 40 mg h.s., glipizide 10 mg 8 a.m. and 4 p.m. a.c., melatonin 3 mg h.s., Remeron 15 mg h.s., MiraLAX q.d. p.r.n., Senna 8.6 mg b.i.d., Flomax two capsules q.d., Zoloft 100 mg q.d. and Tylenol 650 mg q.6h. p.r.n.
DIET: Low carb, diabetic.
CODE STATUS: DNR.
SOCIAL HISTORY: He is a widower after 56 years of marriage. He has two children. His daughter Stacy is his POA. She is also a physician’s assistant. He has one foster child who there has been decreased contact with, but he would like to have contact with. He worked in commercial construction. He smoked for several years and has not smoked in at least one year. Alcohol use, he states he was a heavy drinker, but he was never able to become an alcoholic; I am not sure what that meant and he states he does not abuse narcotic drugs.

FAMILY HISTORY: Positive for diabetes mellitus in two brothers and his father.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient states his baseline weight used to be 255 pounds and he had poor blood sugar control and notes that it has been much better since he has lost weight. His current weight here is 200 pounds.

HEENT: He wears reading glasses. He has his own teeth. No difficulty chewing or swallowing. Does not require hearing aids.

CARDIAC: He denies chest pain or palpitations, but history of HTN and CAD with x5 heart stents.

RESPIRATORY: He denies cough expectoration or SOB.

GI: Denies constipation. He states he was given stool softeners during his stay at SSM in Geri-Psych and that he had loose stools. He is continent of bowel.

GU: He is continent of urine and no problem with getting urinary flow. No history of UTIs.

MUSCULOSKELETAL: Gait is limited by low back pain and he has developed peripheral neuropathy secondary to the long-standing lumbar stenosis. He has felt unsteady. Denies any recent falls. At home, he has a Jazzy electric scooter that he uses to get around in and is working on having that brought here and the DON states that she has to evaluate for safe use of it. The patient denies falls.
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NEURO: He denies any history of seizure, syncope or vertigo.

PSYCHIATRIC: He stated that he has had problems in the past with depression and then brought up his wife and her infidelity as the reason and no comment about anxiety.

SKIN: _______ the patient pointed areas out on his buttocks where he stated that the skin was tender and he could not tell by feeling if there is anything wrong.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and quite jocular, at times needing redirection.
VITAL SIGNS: Blood pressure 102/60, pulse 88, temperature 98.2, respirations 17, and weight 200 pounds.

HEENT: He has long gray hair that is disheveled. EOMI. PERLA. Nares are patent. He has moist oral mucosa. Native dentition in fair repair.

NECK: Supple. Clear carotids. No LAD. Hearing appears adequate.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: He has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion. Breath sounds symmetric to bases.

ABDOMEN: Slightly protuberant. Nontender. Bowel sounds present. No masses or HSM.

EXTREMITIES: He was observed propelling himself in a manual wheelchair without difficulty and then self-transfers in a safe manner. He has intact radial pulses and trace to +1 lower extremity edema. Weight-bearing for brief period. Adequate upper body strength to transfer self and can reposition self without difficulty.

SKIN: He has abrasions on both shins, eschar formation right greater than left. He also has scabs on toes of both feet and relates that they are from his feet hitting the wheelchair hardware and a few superficial cuts on his hands.

NEURO: CN II through XII are grossly intact. He is alert and verbal, clear speech, in context _______ easily distractible, uses humor as a diversion from uncomfortable questions as he views it. _______. There is evidence of anxiety and he just minimizes the anxiety and depression as not, in his words, a big deal. He feels that the Geri-Psych evaluation just blew it out of proportion those issues. _______ on his bilateral gluteal areas the lower half, there is an area of abrasion on the left side that appears to be shear and a smaller area and of less shearing, but the same type of skin change and closer to perineum, he states that that skin just feels irritated and tender, but there is no evidence of any lesions or breakdown.

ASSESSMENT & PLAN:
1. Chronic pain due to lumbar stenosis. The patient takes Tylenol 325 mg q.h.s., so order for that is written and, for refractory pain, Norco 10/325 one q.6h. p.r.n. and he notes that this pain when it begins it will last from 2 to 3 days and then seems to have run its course, but he said that the pain is searing when it is occurring.
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2. Gluteal wounds. Boudreaux's Butt Paste ordered as barrier protectant to be applied a.m. and h.s.
3. Cutaneous candida. This is in the peri-area and bilateral groin. Nystatin powder to this area q.a.m. and then at nighttime clean the area and a film of Nystatin cream is to be applied and both orders are to be until resolved and then kept for p.r.n. use.
4. Anemia. H&H are 11.0 and 33.4 on 10/31/24, indices appear WNL as his platelet count. No followup at this time needed.
5. Renal insufficiency. BUN and creatinine on 11/04 were 21 and 1.98. We will do a followup four weeks from 11/04.
6. DM II. A1c ordered as there is not one available.

7. Medication review. Two stool softeners were made p.r.n. and Remeron, it is unclear why he was placed on that, but he does not want that every night, so we will leave it at least available as p.r.n.
ADDENDUM: We will contact his daughter/POA Stacy Brown.

CPT 99345

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
