


INITIAL EVALUATION
RE: John Powell
DOB: 08/23/1939
DOS: 12/08/2022
HarborChase, AL

CC: New admit.

HPI: An 84-year-old admitted today on 12/08/22 from Accel at Crystal Park where the patient was admitted 12/08/22 post hospital discharge and after a very brief stay a matter of a few hours, family felt the care was inadequate and had him discharged and brought him here to AL. He is seen shortly after he arrives. He is sitting quietly in his room. He appears quite frail, difficulty sitting upright in his room even a couple of minutes. The patient was hospitalized for toxic encephalopathy. There are limited notes and the patient is not able to give information.
PAST MEDICAL HISTORY: Toxic encephalopathy, gait instability with repeated falls, atrial fibrillation, CHF, CAD, DM-II, and CKD. In addition, he has multiple skin issues to include unstageable necrotic wound to the right heel full thickness, arterial wound to the right great toe, partial thickness and arterial wound to the left second toe partial thickness.
ADMITTING MEDICATIONS: Coreg 6.25 mg b.i.d. a.c., D3 50,000 units q. Thursday, Lasix 20 mg b.i.d., MiraLax q.d., Prostat 30 mL t.i.d., Flomax q.d., alogliptin 12.5 mg two tablets q.d., dulaglutide 1.5 mg q. Friday, Lantus 10 units h.s., repaglinide 0.5 mg two tablets t.i.d., and Eliquis 2.5 mg b.i.d.

ALLERGIES: B12, VITAMIN A, ZOCOR, MORPHINE, and NSAIDs.

CODE STATUS: DNR.

DIET: Mechanical soft with thin liquid.

REVIEW OF SYSTEMS: The patient unable to give information.
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PHYSICAL EXAMINATION:

GENERAL: Very frail and chronically ill-appearing male seated on bed, but having difficulty maintaining upright balance.

HEENT: Male pattern baldness. Dry oral mucosa. He has temporal muscle wasting, concavities of both cheeks. Clear carotids with prominent pulse.

RESPIRATORY: Unable to cooperate with deep inspiration. He had a normal rate and effort. He was doing some mouth breathing though. No cough. Decreased bibasilar breath sounds secondary to depth of inspiration.

CARDIOVASCULAR: He had a regular rhythm at a regular rate and systolic ejection murmur.

ABDOMEN: Flat and nontender. Bowel sounds present.

NEURO: He kept his eyes closed. He did not speak. Orientation x1.

PSYCHIATRIC: Unable to assess.

SKIN: He had bilateral feet dressed due to treatment of the heels bilateral great toes as well as the right second toe and he has scattered bruising on his arms in the dorsum of his hands.

ASSESSMENT & PLAN:
1. New admit who appears to be quite frail with multiple medical issues needing attention, unable to give information or assist in his own care in any way, requiring a lot of care from others of a nursing home type candidate.
2. Given the above, Valir Hospice is contacted to see the patient today or tomorrow and start him on hospice services. Family was contacted. They are in agreement and we will go from there.

3. Continue with wound care. He has previously been followed by Vohra who have done a good job with the patient to the extent he is needed and once hospice services are on board, they will take over wound care.

4. DM-II. It is unclear the extent of p.o. intake food or liquid that the patient has. So, I am reluctant to put him on insulin and two other oral hyperglycemic medications. We will start with checking FSBS b.i.d. and see what his p.o. intake is. He clearly will need feeding assist and then based on his intake and what his FSBS show, we will then make a decision about what he will start getting to treat DM-II.
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