


INITIAL EVALUATION
RE: Allie Burkin
DOB: 08/31/1940
DOS: 02/01/2024
HarborChase AL
CC: New admit
HPI: An 83-year-old gentleman in residence since 01/24/24 is seen today for first visit. The patient was admitted from VA MC to facility and since being here, had an ER visit at the VA MC. The patient was admitted here on Family Legacy Hospice and has very clearly verbalized to them and then me on my meeting him that he is tired, he is ready to go and just seems worn out. His family on the other hand wants everything done. They do not believe that he is thinking clearly and it was at their urging that he went to VA ER for room air hypoxia. After evaluation and the information about the status that he is on hospice, there were no new orders and he returned to facility. When he was seen, the patient was sitting up in his wheelchair. He made limited eye contact. He would nod or move his hand to indicate yes or no to questions or discussion that were ongoing. He did communicate that he had pain that he wanted his pain treated and that he was tired and when I asked if he was ready to go and he did not want any intervention, he closed his eyes and nodded his head, yes. At the end of my visit with him, the patient reached out from my hand and gave me a very firm squeeze and just nodded his head toward me. I had to go up later to see him and the hospice chaplain and social worker were present along with the aide that the VA provides. Information given was limited due to the patient’s condition with following information from VA notes in chart. The patient had an admission on 01/15/24 to VA MC MICU after a suicide attempt and found to have hyponatremia.

PAST MEDICAL HISTORY: CHF, atrial flutter status post ablation, AV pacemaker and watchman placement, CKD IV, CVA in 2021, GERD, pulmonary hypertension, prostate cancer status post radiation, OSA on CPAP and hyponatremia.

MEDICATIONS: At this time are comfort measures only and include Roxanol 20 mg/mL, 0.5 mL (10 mg) q.4h. routine and q.2h. p.r.n., Ativan Intensol gel 2 mg/mL 0.5 mL (0.5 mg) q.4h. p.r.n., and DuoNeb q.6h. p.r.n.
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ALLERGIES: AMIODARONE, CARDURA, DEMEROL, FLECAINIDE, FUROSEMIDE, and METOPROLOL.

FAMILY HISTORY: Noncontributory.

DIET: The patient is not eating and having difficulty swallowing any fluid. He has like drops of water placed on his tongue. 

CODE STATUS: DNR.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient is in a manual wheelchair that he cannot propel. He wears corrective lenses. He has native dentition. He is hard of hearing.

RESPIRATORY: He has decreased bibasilar breath sounds. Weakness limits depth of inspiration. Lung fields relatively clear. He has occasional cough, nonproductive.

CARDIOVASCULAR: He nodded yes when asked if he had chest pain. Blood pressure is variable at this time.

ABDOMEN: Flat and nontender. Hypoactive bowel sounds present.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength in his manual wheelchair. He has decreased trunk stability leaning forward and a bit to the side. He can be repositioned, but then again weakness prevails. He has at this time trace ankle edema. He previously had I am told +2 lower extremity edema, not present at this time. He moves arms in a fairly normal range of motion and he has very good grip strength. I did not observe weightbearing during transfer and he is a one to two-person transfer assist.

SKIN: Dry, decreased turgor, few scattered bruises on forearms.

PSYCHIATRIC: He appears fatigued somewhat withdrawn and I think frustrated that he is not having his wishes fully respected without conflict. His affect is just flat and I saw a few times frustration expressed. 
END-OF-LIFE CARE: The patient has made it clear that he wants to just be kept comfortable with no further visits to VA or elsewhere and it has been a lot of effort to get family to accept that those truly are the patient’s wishes and at this point, hospital or ER visit is not changing that as he has already had that intervention occur with no change in how he feels. Hospice is Family Legacy Hospice who are having daily visits morning and afternoon. The patient is on comfort measures only. His pain is adequately managed. He does not seem in distressed and when asked if he was having pain, he indicated no. He has Ativan p.r.n. and we will evaluate for the change to at least t.i.d. routine and then any additional p.r.n. doses.
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ASSESSMENT & PLAN:
1. End-of-life care followed by hospice who have those medication measures in place routinely and p.r.n. and I have hospice seeing him daily and they will make determinations of whether p.r.n. medication is given in the event. Staff is hesitant to do so. His pain appears at this time to be well controlled. He is a bit drowsy, but still can be awakened and communicate.

2. Dysphasia. He is not swallowing. So, I have talked to family about giving him any fluid by straw even that may result in aspiration.

3. Social. A lot of family issues regarding his passing did not want to accept that he truly has end-of-life care wishes. The patient is a veteran who did a lot of the work within the veteran community and is being honored for that. This afternoon his daughters will all be present, one fleeing from California last evening and it seems that this is something that he wants to be present for. I spent a lot of time with the VA aide who is invested along with the family and the patient’s current status and we will meet with family later this afternoon.
CPT 99345 and advance care planning 73.17
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
