


INITIAL EVALUATION

RE: David McKee
DOB: 03/05/1949

DOS: 12/10/2024
Jefferson’s Garden

CC: New admit.

HPI: The patient is a 75-year-old gentleman admitted 11/27 from skilled care to facility. I had observed him getting around in his electric wheelchair which he uses outside of the room. In his room the patient has manual wheelchair that he can propel but admits that he usually stays in one position until he has to move. He also self-transfers. The patient has a significant PMH, which is reviewed today. He is able to give some information, remainder was gleaned from notes in his chart but primarily from his wife. The patient has myasthenia gravis with symptoms began three years ago and its presentation was with a slowing of his gait, he was not able to pick up his feet when he walked, he became easily short of breath, his speech became garbled and he had difficulty chewing and swallowing.  He went to see Dr. Dean Shipley and from there saw a neuropsychologist who diagnosed patient with dementia. Family did not feel that was the full explanation and from there Dr. Shipley referred him to Dr. DeSosa who specialty is myasthenia gravis and an antibody test that showed the presence of LRP4 antibody confirmed the diagnosis of myasthenia gravis. The patient is continuing to be followed by Dr. DeSosa who sees him on an as needed schedule at this point. The patient does receive every three weeks and IVIG infusion at the McCauley Clinic at Mercy Hospital. The infusion goes 4 to 5 hours and with its benefits lasting three weeks improving the symptoms related to MG. Other diagnoses are diagnosis of sleep apnea made by pulmonologist and then it was found to be the apnea was related to the MG and the patient was referred for inspire placement which he has had in place for some time now and it has been of significant benefit for his ability to sleep through the night. Wife states that the patient’s falling is her biggest concern and that if he stays down on the ground because he is on chronic anticoagulation for cardiac issues that he has had internal bleeding that has led to hospitalization and then requiring skilled care.
PAST MEDICAL HISTORY: Aortic valve insufficiency status post AVR 2005, right wrist arthritis, severe asthma, CAD, cognitive impairment mild to moderate, atrial fibrillation status post pacemaker, history of prostate CA status post proton therapy, HTN, HLD, mitral valve insufficiency status post MVR 2005, myasthenia gravis, OSA with inspire used and a right acoustic neuroma.
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PAST SURGICAL HISTORY: Aortic valve replacement, mitral valve replacement, pacemaker placement, appendectomy, cholecystectomy, bilateral inguinal hernia repair, tonsillectomy, cranial nerve stimulator implantation in 2023, septoplasty, and sinus surgery.

FAMILY HISTORY: Positive for cardiac disease on mother’s side and HTN throughout family.

SOCIAL HISTORY: The patient is married. He and his wife have one son. He is a mechanical engineer by training. He and his wife owned hardware concepts in Edmond and it is almost a designer hardware store for builders and designers and they have had that for 30 years. The patient had a brief smoking history that ended in January of 1973. He is a nondrinker.

ALLERGIES: CIPRO and LEVAQUIN.
CODE STATUS: Full code.

DIET: Regular with chopped meat and gravy on the side.

MEDICATIONS: Defetilide 125 mcg one capsule b.i.d., esomepra mag cap 20 mg one capsule q. breakfast, methylprednisolone 4 mg every sixth day, Singulair q.d., guaifenesin 600 mg ER b.i.d., rosuvastatin 10 mg q.d., and Coumadin 5 mg q.p.m.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: His baseline weight is 215 to 220 pounds.

HEENT: He wears reading glasses. He is deaf in his right ear the side of the acoustic neuroma. Native dentition.

CARDIAC: He has occasional chest pain. No palpitations.

RESPIRATORY: Baseline of SOB, which increases with MG exacerbation. He is not on O2.

GI: He is continent of bowel and some constipation but responds to stool softeners.

GU: He has urinary leakage due to prostate CA with treatment.

MUSCULOSKELETAL: For distance he gets around electric wheelchair in his room he uses a manual wheelchair. He can self transfer but will ask for help if needed. He is weightbearing for short periods of time and again if he falls he is not able to pick himself up.

SKIN: No significant issues there.
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PHYSICAL EXAMINATION:
GENERAL: Well developed and nourished gentleman seen in room, he was in his wheelchair, pleasant and cooperative.
VITAL SIGNS: Blood pressure 140/85. Pulse 93. Temperature 97.1. Respirations 18. Weight 211 pounds.

HEENT: Full thickness hair. EOMI. PERLA. Anicteric sclerae. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple and clear carotids. No LAD.

CARDIOVASCULAR: He has regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

RESPIRATORY: Normal effort and rate. His lung fields are clear. Decreased bibasilar breath sounds. No cough. Symmetric excursion.

ABDOMEN: Protuberant, nontender, and hypoactive bowel sounds present. No masses.

MUSCULOSKELETAL: The patient seen in a seated position, did not observe weightbearing. He moved his arms in a normal range of motion. He has trace bilateral lower extremity edema at the ankle and distal pretibial area. He has muscle mass but decreased motor strength.

SKIN: Warm, dry, and intact with good turgor.

NEURO: He is oriented x2-3. His speech is a little garbled but still understandable. He can voice his needs and he seems to understand questions asked and given information. His affect is appropriate to situation. He makes good eye contact. He asked questions as appropriate. Cranial nerves II through XII are grossly intact.

PSYCHIATRIC: He is in a good mood appropriate to situation.

ASSESSMENT & PLAN:
1. Atrial fibrillation on chronic anticoagulation with Coumadin. He has weekly PT with INR obtained by his home health at Amedisys and then lab is done through OHH Anticoagulation Clinic. This week INR is 2.5, which is in target range. Diagnosis and will continue being followed through the Coag Clinic.

2. Myasthenia gravis. The patient is due for his q.3 week IVIG infusion on 12/24 at 10:30 a.m. at the McCauley Clinic adjacent to Mercy and wife will pick him up for transport.

3. Gait instability. We will confirm that staff to q.2h. checks on patient at h.s. given concerns about falls and inability to pick self up as well as being on chronic anticoagulation. The patient continues on PT.

4. Dysphagia. Diet is modified to soft with minced meat and gravy on side and today the patient states that he is been able to eat without concern.

5. Hypertension. Monitor BP and heart rate.

6. Sleep apnea. Inspire continues to work for the patient and staff will also monitor.

7. Pain management. The patient denies having any pain and Tylenol has been effective when needed.
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8. Allergies. Cipro and Levaquin are not to be used for the patient as they have a significant toxic effect on his myasthenia gravis.

9. Social. Spoke with wife at length regarding his history and any concern she has.

CPT 99345 and direct POA contact 60 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

