


PROGRESS NOTE

RE: John Powell
DOB: 08/23/1939
DOS: 12/20/2022
HarborChase, AL

CC: Lab review and overall care followup.

HPI: An 83-year-old lying in bed. His eyes remained closed through out the entire time I was present in room which was about 5 to 10 minutes. He was mouth breathing and I noted that he was having apneic periods that lasted anywhere from 10 to 14 seconds and then when he did start breathing again mouth breathing and it was rapid and shallow. Staff reports that he is full assist for all care and since he was seen initially on 12/15 given his poor p.o. intake and his FSBS, discontinued dulaglutide and adjusted his Lantus to be only h.s. p.r.n. at 10 units and Eliquis was discontinued giving the skin breakdown with blood blisters forming.

DIAGNOSES: Severe senile debility, severe cachexia, significant skin wound issues, HTN, BPH, and DM-II.

CODE STATUS: DNR.
DIET: Mechanical soft with thin liquid.

PHYSICAL EXAMINATION:

GENERAL: Cachectic elderly male who has kept his eyes closed, mouth breathing.

VITAL SIGNS: Blood pressure 85/51, pulse 89, temperature 97.3, respirations 18, and weight 103.8 pounds.

HEENT: Male pattern baldness. Dry oral mucosa. Carotids are clear with an irregular pulse.

RESPIRATORY: Decreased bibasilar breath sounds due to effort. He has apnea. When he just breathed, its mouth breathing and it is audible. No cough.

CARDIAC: He has regular rate and rhythm with SCM.

ABDOMEN: Scaphoid and hypoactive, but bowel sounds are present. His abdomen is firm.
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MUSCULOSKELETAL: He has temporal muscle wasting, concave cheeks, generalized sarcopenia throughout. He is not able to weight bear and has difficulty sitting up balancing himself for even a few minutes.

NEURO: Orientation x1.

PSYCHIATRIC: Does not appear distressed.

CBC review WNL. CMP review: Sodium low at 131. BUN and creatinine are 82.8 and 1.52. Hypoproteinemia and hypoalbuminemia. Albumin is 3.3 while protein is WNL and elevated LFTs. Alkaline phosphatase is 166 and total bilirubin 1.8. ALT elevated at 58. DM-II. A1c is 8.3.

ASSESSMENT & PLAN:
1. The patient has multiple lab abnormalities. He is clearly at end-of-life care. There is no significant intervention at this time that could be done that is going to either alter the course or improve the quality of his life. There has been no evidence of pain. No agitation or behavioral issues. Hospice will be contacted tomorrow so that we have comfort measures available. Staff will continue if the patient is alert enough to try to offer liquid in the form review and just by mouth on sponges. The patient refused oral care not opening his mouth.

2. General care. I will contact his family to at least let them know that he is being checked and that we are making sure that he is comfortable, safe, and he also has hospice on board adding to the level of care.
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