


PROGRESS NOTE

RE: Lavona Kamalakis
DOB: 10/24/1938
DOS: 02/01/2023
Rivendell AL
CC: Lab review and decreased p.o. intake with weight loss.

HPI: An 84-year-old observed in the dining room being fed by staff. She had soup that was more broth and was not really eating as they were feeding her and then given a straw, she had difficulty sipping the broth. She had two bites of cereal for breakfast and a bite of a sandwich at lunch. Staff reports that her p.o. intake has consistently declined. At this point, she is a total staff assist for 6/6 ADLs. When I spoke to her, she slowly was able to turn toward my direction, made eye contact. I asked just a couple of open-ended questions to which she gave yes and no answers. I also had staff weigh her today and her weight today is 100 pounds. On admission she was 107 and at the end of October 130 pounds, so there has been consistent and significant weight loss. I also called her daughter/POA Kim Hilbert and reviewed with her medications that I was discontinuing due to the patient’s increasing dysphagia. Medications have been cut those that cannot be crushed and she still has difficulty swallowing them and then the crushed medications, she is pocketing the applesauce in which they are contained and eventually will swallow all of it. The patient is soft-spoken, just says a few words at a time. She had baseline labs drawn and they are affecting medications going forward. 
DIAGNOSES: DM II – alogliptin has been on hold and she has remained on metformin 1000 mg b.i.d. a.c. She has difficulty swallowing this and the medications that cannot be crushed. Dysphagia with progression – now on liquids. Anorexia with weight loss. Nonambulatory in manual wheelchair which has to be transported. She has PT and OT with minimal participation in PT. Depression.

MEDICATIONS: Zyrtec D one p.o. q.d., Zoloft 200 mg q.d., B12 1000 mcg q.d., Plavix q.d., Voltaren gel topical to knees q.8h. p.r.n., and Remeron 7.5 mg h.s.

ALLERGIES: Multiple, see chart. 

DIET: Liquid diet with protein shake q.d. We will increase as the patient requests.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Frail and quiet female sitting in the dining room. Staff feeding the patient. 
VITAL SIGNS: Blood pressure 122/69, pulse 90, temperature 97.2, respirations 18, O2 sat 93%, weight 100 pounds, 7-pound of weight loss in two weeks. BMI 17.7.
HEENT: Her hair is short and combed. Conjunctiva clear. Moist oral mucosa.

NECK: Supple. 

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

MUSCULOSKELETAL: Fairly good neck and truncal stability while seated and can turn at the waist to make eye contact, but it is slow. She is weightbearing for transfers, unable to propel her manual wheelchair. No LEE.

PSYCHIATRIC: She is quiet, appears somewhat withdrawn, speaks infrequently, can give one or two word answers to basic questions.

SKIN: Warm, dry and intact. There is no bruising or breakdown noted.

ASSESSMENT & PLAN:
1. DM II. A1c is 7.6 while on alogliptin and metformin 1 g b.i.d. I am discontinuing alogliptin where she has been off of two weeks and there are no FSBS recorded by home health and we will request that those be done. The metformin has been difficult for her to swallow. Staff have tried chopping it up, but it does not break down and when in applesauce, she tends to pocket it and eventually gets it down. Her weight was also 130 pounds. So for now, given her poor p.o. intake, I am going to wait until she starts eating and then we will start glipizide 2.5 mg one to two times with meals.

2. Anemia. H&H 11.4 and 34.9 with normal indices. She has been on FeSO4 one tablet q.d. which she is unable to swallow. I am discontinuing. 
3. Screening TSH WNL. 
4. Hypoproteinemia. T-protein and ALB are 6.0 and 3.4. I have asked daughter to bring protein drinks which she will and we will start with one daily and certainly increase as the patient consumes.

5. Renal insufficiency. BUN and creatinine are 34 / 1.59. No comparison labs. She has been on Lasix 40 mg MWF with KCl 20 mEq MWF with K of 4.8. Lasix is changed to MWF 20 mg p.r.n. edema and discontinue KCl.

6. General care. I spoke with daughter Pam Hilbert regarding the above changes. She is in agreement and understands the need for discontinuation of nonessential supplements. 
CPT 99350 and direct prolonged POA contact 15 minutes.
Linda Lucio, M.D.
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