


PROGRESS NOTE

RE: Bill Williams
DOB: 09/19/1938
DOS: 02/11/2025
Rivermont MC
CC: Routine followup and met with wife/POA.
HPI: The patient is an 86-year-old gentleman with severe Alzheimer’s disease. He was seated in the dining room and his wife/POA Juanita Williams was present with him at the table. The patient was quiet, had a serious look about him. He is able to feed himself. He appeared to have a fairly good appetite and no evidence of dysphagia to food or liquids. Wife comes intermittently to visit. In the past, she has been disruptive and has been asked to leave this building as she lives in AL, but recently has been more compliant. There is also a male resident in Memory Care who she appears to enjoy talking to. After the patient was seen and examined, she wanted to speak with me. She states that she is noted he has an intermittent cough and concerned about why we reviewed his medications. He is not on any medication such as an ARB or ACE inhibitor that can cause cough and he has no history of GERD. However, the patient does have myasthenia gravis and swallowing can be a problem as either disease progresses or his patient’s age and in addition he had Bell’s palsy approximately 30 years ago with right side facial slacking, which could also contribute to dysphagia. She is aware of this and states that she had not really thought about those things. Staff reports that the patient is cooperative to direction. He is quiet and generally stays in his room unless wife is visiting and there has been no noted pill dysphagia, however, he does have a medication crush order.
DIAGNOSES: Severe Alzheimer’s disease diagnosed 2020, MMSC of 7, myasthenia gravis diagnosed 20 years ago, Bell’s palsy diagnosed 30 years ago with residual mild right facial slacking and right foot drop, BPH, anxiety, CAD, and occasional lower extremity edema.
MEDICATIONS: Lasix 20 mg q.o.d., melatonin 10 mg h.s., Namenda 5 mg b.i.d., KCl 30 mEq q.d., probiotic q.d., Mestinon 60 mg q.d., tramadol 50 mg b.i.d., lorazepam 0.5 mg at 4 p.m., Flomax q.d., Effexor 37.5 mg q.d. for three weeks and then we will increase to 75 mg q.d., Norco 5/325 mg one tablet q.6h. p.r.n., and Ativan 0.5 mg q.6h p.r.n.
ALLERGIES: NKDA.
CODE STATUS: DNR.
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DIET: Regular with thin liquids and one can Ensure 9 am, 1 pm, and 6 pm.
PHYSICAL EXAMINATION:
GENERAL: Thin elderly gentleman, seated quietly in the dining room, feeding himself and just staring straight ahead.
VITAL SIGNS: Blood pressure 135/78, pulse 95, temperature 97.6, respiration 16, O2 sat 94% and weight 160 pounds. Weight gain of 5 pounds from November 2024.
NEURO: He is slow to make eye contact when spoken too and will just have a blank expression. He is hard of hearing, so difficult for him to comprehend what is being said and generally unable to give answers. He is polite and quiet, but generally sits among other people, but is not interactive with them. Orientation x1 and he remembers his wife.

MUSCULOSKELETAL: The patient ambulates with a walker. He does have a wheelchair for distance. Has not had any recent falls. No lower extremity edema. He has generalized decreased muscle mass and fair motor strength.

SKIN: Thin, dry, and intact with fair turgor.

CARDIAC: The patient has a regular rate and rhythm. No murmur, rub or gallop.

RESPIRATORY: Normal effort in rate. He had no cough. Symmetric excursion and throughout the time I sat there, there was no evidence of dysphagia or cough and he is not able to give information as to whether he has had a cough.

ABDOMEN: Scaphoid and firm. Bowel sounds present. No tenderness.

ASSESSMENT & PLAN:
1. Cough. There was no evidence of it while he was being seen. No medications that would trigger it, but with myasthenia gravis and the Bell’s palsy combined there may be some degree of silent aspiration and dyspepsia may also be considered. We will start with adding Prilosec 20 mg a.m. and h.s. and see if that helps.
2. Severe Alzheimer’s disease. The patient is stable for as advanced as his disease can be. He continues to eat in fact feeds himself. He is still able to walk. We will make eye contact. He is quiet. He can speak, but it is only a few words at a time and not necessarily in context. He can be redirected or follow directions.
3. Anxiety this does not seem to have been a significant issue recently the p.r.n. Ativan has just been used a few times.
4. Social. Talked with his wife with him and then privately regarding his overall care condition and prognosis and just let her know that there is no time limit that is clear on him as any other patient, but should there start to be significant changes she will be notified and probably note them as she visits frequently.
CPT 99350 and direct POA contact 20 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
