


INITIAL EVALUATION
RE: Lavona Kamalakis
DOB: 10/24/1938
DOS: 01/18/2023
Rivendell Highlands
CC: New admit.
HPI: An 84-year-old in resident since 01/16. She was admitted from Brookdale in Owosso SNF post hospitalization at Hillcrest in Tulsa 4 to 5 days for UTI with neurologic changes. The patient was on the stroke unit and an acute stroke was ruled out. There is a CT of the patient’s head from 01/10 at NRH that gives information regarding some of the changes that are seen with the patient. I spoke with the patient she was able to give a little bit of information, but the majority of info that follows is from her daughter/POA Pam Holbert. The patient has been widowed three years June 2020, had lived at home on her own. She began to lose weight and daughter would check on her and find that her medications were scattered around were not taken that there was food in the refrigerator that was the same food that had been in there previously. The patient would lie about having eaten what neighbors had brought for her and in fact they had brought her food, but she had put it in the freezer and it remained untouched. Her self care decreased to be almost nonexistent and she was no longer able to manage her home. With the patient’s hospitalization for UTI in December that signaled the decline that we are seeing now. Prior to December, the patient was ambulatory. She quit walking during the hospitalization and has not resumed interest in wanting to walk again preferring to stay in the wheelchair. Her posture has declined. She leans to the right more commonly now where as previously she had control of her neck and trunk. She has also had significant decline in her PO intake of both food and liquid of both Megace and Remeron have been tried with no improvement in her intake and weight loss while on those medications so they were discontinued. The patient was living in the Owosso area and has been moved to OKC as her daughter Pam lives in this area. I spoke with Pam at length and she is an RN who has insight into the decline and is realistic about the patient’s regaining her previous baseline. The patient was seen in room, she was cooperative, soft-spoken and not able to give much information, acknowledging she did not remember things.
DIAGNOSES: DM II on oral medication, depression since husband’s death June 2020, CAD, HTN, HLD, and dysphagia. However, swallow study done at Hillcrest ruled out need to modify diet and wheelchair-bound, unable to propel the wheelchair.
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MEDICATIONS: Alogliptin 25 mg q.d., metformin 1000 mg b.i.d., Zoloft 50 mg q.d. KCl ER 20 mEq MWF, Lasix 40 mg MWF, magnesium 400 mg q.d., FeSO4 q.d. AC, B12 1000 mcg q.d., cinnamon bark 500 mg two caps b.i.d., Os-Cal h.s., Plavix q.d., Lipitor 40 mg h.s., and Remeron 7.5 mg h.s.
ALLERGIES: NAPROXEN, NIACIN, CLONAZEPAM, LISINOPRIL, METOPROLOL, NAPROSYN and ACYCLOVIR.
DIET: NAS and protein shake p.o. t.i.d.
CODE STATUS: DNR.
PAST SURGICAL HISTORY: Bilateral hip replacement, TAVR, skin cancer excision and bilateral blepharoplasty secondary to ptosis.

FAMILY HISTORY: Noncontributory. She has one brother living who is older.

SOCIAL HISTORY: The patient was married for 66 years, has been widowed this June 3 years and they lived in Owosso. The patient is a retired RN of 30 plus years practice. She has four children. Pam is POA. The patient was a nonsmoker and nondrinker. Lived at home for a period of time after husband passed when it was clear that she was not taking care of herself then placed at Brookdale Owosso and hospitalized in 12/2022 and then decline began thereafter.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight 135 pounds and five days ago weight 110 pounds.

HEENT: Wears reading glasses, has an upper plate that is new and she is having difficulty chewing with that, which is interpreted as dysphagia.

Cardiac: Denies chest pain or palpitations.

Respiratory: No cough, expectoration or SOB.

GI: Able to toilet and notify someone when needed.

GU: UTI last 12/2022. Continent urine.

Musculoskeletal: She weight bears for pivot transfers. She is in a wheelchair that she cannot propel. She is receiving PT, had first session today and was happy about it.

SKIN: She denies rashes or easy bruising.

Neurologic: No history of seizure, syncope or vertigo.

Psychiatric: Positive for depression, started on Zoloft approximately four months ago.
PHYSICAL EXAMINATION:
GENERAL: Petite older female seated quietly in wheelchair.
VITAL SIGNS: Blood pressure 126/80, pulse 74, temperature 97.9, respirations 16, oxygen saturation 98% RA, and weight 107 pounds.
HEENT: She has short hair that is combed. Conjunctivae clear. Nares patent. Slightly dry oral mucosa. Upper plate secure in place. Native dentition on bottom in fair repair.
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NECK: Supple. No LAD.

CARDIOVASCULAR: Distant heart sounds. Regular rate and rhythm without M, R or G appreciated.

ABDOMEN: Soft. Bowel sounds hypoactive. No distention or tenderness.

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

MUSCULOSKELETAL: Generalized decreased muscle mass. Intact radial pulse. No LEE. She is seated in wheelchair with a slight lean to the right. She moves her arms while seated in a normal manner.

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

PSYCHIATRIC: She made eye contact, very soft-spoken, did cooperate and acknowledged what she could not remember.

Results of head CT on 01/10/23, chronic infarct right parietal lobe, right occipital lobe and left cerebellum with generalized parenchymal volume loss and chronic small vessel ischemic changes.
ASSESSMENT & PLAN:
1. Anorexia with weight loss. There has been an 18-pound weight loss in about six weeks, adding Glucerna or other protein drink to be t.i.d. Daughter aware will see if we can get it order through pharmacy here. I talked with the patient and she acknowledged that the stimulants that she had had previously for appetite were ineffective and she did not like the taste so we will monitor.
2. Nonambulatory, unable to propel manual WC. She will have PT and OT, first session was today with a lead home health who are now following her and will gradually encourage that she start doing more physically trying to propel her chair, etc.
3. DM II. Given her decreased intake and concerned about medication so I am holding Alogliptin and will decrease the metformin to 500 mg b.i.d. AC. The patient is to have fingerstick on day seen by home health.
4. Depression. We will give her a week or so to settle and then assess need for increase in Zoloft.
5. Code status and speaking with POA she states that she knows her mother would not want to have CPR and has verbalized that she did not want to have that done to her if something would happen. Given that and daughter’s agreement with mother’s wishes DNR is signed.
6. General care. CMP, CBC and TSH ordered. All of this was discussed with her POA and answered questions.
CPT 99345 and advance care planning 83.17 and direct extended POA contact 25 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

