


INITIAL EVALUATION

RE: James Thompson

DOB: 05/24/1946

DOS: 08/20/2025
Tuscany Village Skilled Care

CC: New Patient.

HPI: The patient is a 79-year-old gentleman admitted 08/13/2025 from Norman Regional Hospital or he was admitted 08/01/2025 for a diabetic foot wound on his right foot and cellulitis same site. The patient presented to ER at Norman Regional Hospital with increased confusion when he has a baseline of diabetes and hypertension. He has been found down at home and his white count was elevated at 17.1 with an H&H of 11.5 and 33.6, BUN of 41, and creatinine of 1.53. CT of the head ruled out any acute intracranial process. Chest x-ray no acute cardiopulmonary process. EKG was NSR and x-ray of right foot, no acute bony abnormalities. The patient was diagnosed with sepsis secondary to his right diabetic foot wound with the period of antibiotics started. The patient subsequently underwent a right BKA and has been transferred to Tuscany Village for ongoing skilled care. The patient has a sister/POA who resides nearby and this is convenient location for both of them.

PAST MEDICAL HISTORY: Hypertension and diabetes. Right chronic kidney disease.

PAST SURGICAL HISTORY: Negative.

ALLERGIES: DICLOXACILLIN.

LABS: As of 08/06/25 showed a T-protein of 8.0, albumin 3.8, sodium low at 130, K 4.1, BUN and creatinine were 41 and 1.53, and LFTs WNL.

CODE STATUS: Full code

DIET: Regular with thin liquid.

MEDICATIONS: ASA 81 mg q.d., Lipitor 20 mg h.s., probiotic one p.o. b.i.d., lisinopril 10 mg q.d., Megace 40 mg p.o. q.d., and oxycodone 5/325 mg one tablet q.4h p.r.n.
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PHYSICAL EXAMINATION:

GENERAL: Older male resting comfortably was sound asleep and did not rouse during exam.

VITAL SIGNS: Blood pressure 103/60, pulse 85, temperature 98.6, respirations 18, and O2 saturation 98%.

HEENT: The patient has male pattern baldness. EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

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

ABDOMEN: Soft and bowel sounds hypoactive. No distinction or tenderness.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough and symmetric excursion.

SKIN: Warm, dry, and intact. His right BKA incision was covered. No evidence of drainage or bleeding through dressing. No edema above the stump noted.

ASSESSMENT & PLAN:

1. Status post right BKA secondary to worsening of right foot diabetic ulcer. He has completed antibiotics as of 08/18.

2. Generalized weakness. The patient has been seen by PT and OT working on general strength and balance due to lower extremity changes. He is able to use his call light when needing assistance to either reposition or use the bathroom.

3. Pain management. The patient has oxycodone 5/325 mg since admit. He has only asked for it once so we will just keep an eye on things. He sleeps most of the afternoon so maybe sleepiness is way through pain management.

4. PO intake. The patient’s PO intake was poor for the first two to three days. Megace was ordered and started at 40 mg daily. His PO intake is starting to improve and he is not yet been weighed but will be weighed by the end of the week so we will see whether he has maintained his weight or lost.

5. CKD. The patient will be having a CMP so we will assess his renal function and level of hydration and assess whether he is maintaining his normal T-protein in ALB.

6. Anemia with elevated white count of 17. CBC will also be ordered by the end of the week and we will go from there.
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