


PROGRESS NOTE
RE: Arlene Graham
DOB: 04/21/1929
DOS: 01/13/2025
Rivermont MC
CC: Decreased PO intake with increased dysphagia to food, fluid and medications despite modified diet.
HPI: A 95-year-old female seen in the dining room. She was sitting at a table after lunch. She was quiet and just looking about randomly. The patient now likes sitting around in the dining room among other residents though she does not generally speak and cognitively is participating in activities. She smiled when I looked at her and told her that I was her doctor and just wanted to see how she was doing. The med-aide told me that she is now having to do med crush order for all medications and there are some even in crush form that she has difficulty getting down. As to her meals, her diet has been recently changed to everything being minced and I am writing to have gravy or sauce placed on the side for moistening. I reviewed meds to see if there were any that were nonessential and could be discontinued given the dysphagia. Family still come to visit, they are reportedly still unrealistic about her disease progression, but they will just adapt to it at some point.
DIAGNOSIS: Advanced unspecified dementia without BPSD, incontinence of B&B, hard of hearing despite hearing aids, peripheral neuropathy, depression and insomnia.
MEDICATIONS: Unchanged from 12/16 note.
ALLERGIES: NKDA.

DIET: Regular finger food with any protein minced and I am adding gravy or sauce on the side.
CODE STATUS: DNR.

HOSPICE: Valir.

PHYSICAL EXAMINATION:
GENERAL: Frail elderly female seated quietly. Randomly looking about.
VITAL SIGNS: Blood pressure 111/67, pulse 70, temperature 97.9, respirations 17, O2 sat 97%, weight 88 pounds. She weighed 99 pounds on admission approximately eight months ago.
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NEURO: Orientation x1. Primarily nonverbal. Occasionally will say a word or two. Difficult to understand what she is trying to communicate as she is very soft-spoken. She will smile. Not able to voice her needs or ask for help and appears to enjoy being around other people.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She is weightbearing for pivot transfers only. She is transported in a manual wheelchair. Cannot propel self. No lower extremity edema. Difficulty holding utensils.

SKIN: Very thin and dry, intact. Today no bruising or skin tears noted.

RESPIRATORY: Normal effort and rate. Decreased depth of inspiration. No cough. Symmetric excursion. No evidence of DOE.

HEENT: Hair is combed. Sclerae clear. Wears glasses. Nares patent and moist oral mucosa.

ASSESSMENT & PLAN:
1. Dysphagia. Diet is modified and minced proteins with finger foods as able and staff is nearby as she feeds self.
2. Medication review. I am discontinuing NaCl tabs and holding her Remeron x2 weeks and she also receives melatonin for sleep and if she is able to sleep without the Remeron we will discontinue.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
