


PROGRESS NOTE

RE: Lavona Kamalakis
DOB: 10/24/1938
DOS: 02/08/2023
Rivendell Highlands
CC: Decline.

HPI: An 84-year-old admitted 01/16/23. Since that time has had poor p.o. intake both food and fluids. She has stated that she did not want to eat or drink anymore. Staff would get her up for at least two meals a day and she had to be fed and would eat a couple of bites at each meal and that was it with the small amount of fluid. Protein drinks q.d. were started and she had minimal intake of that. On 02/01/23, medications were discontinued secondary to the patient refusal. This afternoon the Highlands nurse came to get me as the patient was unresponsive when she went to try to get her out for dinner. I got to the room. Her head was lying to the right and she had some mild white mucus on her lips, but no drooling and her right hand showed early signs of modeling. Later it had some tremor that stopped as quickly as it started. The patient was nonverbal, made no eye contact. I was able to examine her then and when I put my hand into her left hand, I asked her to squeeze my hand and I could feel that she was trying to, but was very weak. My hand in her left hand a bit stronger, but not squeeze. The patient did not make any utterance at that time and reportedly has had no attempt to speak since this morning. She has overall been very quiet preferring to be left alone and in her room. She has been too weak to ambulate. She is transported in a manual wheelchair where she is fairly stable. Son and daughter reflect tonight on how they noticed changes coming and it seemed to happen quickly.

DIAGNOSES: History of CVA, CAD, depression, DM-II, dysphasia, GERD, and HTN. 
MEDICATIONS: She is on no medications. She is not on any medications secondary to refusal.
ALLERGIES: None.

DIET: NAS.

CODE STATUS: DNR. Excel Home Health was following the patient until this afternoon when I discontinued their services and transferred her to Excel Hospice.
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PHYSICAL EXAMINATION:

GENERAL: Frail elderly female in bed in same position with head turned to the right and no movement.

VITAL SIGNS: Blood pressure 125/99, pulse 52, temperature 96.8, respirations 32, unable to obtain an O2 sat.

HEENT: Her face is gaunt. Temporal muscle wasting. Eyes are closed. No evidence of drainage. Nares are patent. Oral mucosa dry.

CARDIAC: She had in a regular rhythm. No rubs or gallop.

ABDOMEN: Scaphoid. Hypoactive bowel sounds.

MUSCULOSKELETAL: She does not move on her own. No edema. We checked both feet earlier. There was modeling of both feet dorsum ankle and distal pretibial area that has now resolved and actually she is warm to touch. Her right arm which previously also had modeling that has also resolved. She is very faint pulses.

GU: The patient had a wet brief about 4 o’clock and then a few hours later when she was cleaned and for bed so to speak she had a brief change, but it was not soiled.

NEURO: She does not opened her eyes. She has not responded to what her family has said to her. Minimal movement.

ASSESSMENT & PLAN:
1. End-of-life care. She is now followed by the Hospice Arm of Excel. The hospice nurse was out here earlier today and spoke with the POA. Comfort medications were ordered and are here in place as needed. Ativan Intensol 2 mg/mL 0.25 mL q.6h. p.r.n. and Roxanol 20 mg/mL, 0.25 mL t.i.d. p.r.n. and all other medications have been discontinued.

2. General care. I have spoken with the family. I reassured them that she would be kept comfortable physically and emotionally and explained how that was done and they were appreciative and if she does not show signs of any distress, she may not need medication and the question of time was answered with being between her and God. 
CPT 99350 and direct POA and family contact 20 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
