


PROGRESS NOTE

RE: Bill Williams
DOB: 09/19/1938
DOS: 03/10/2025
Rivermont MC
CC: Fall followup.

HPI: An 86-year-old gentleman seen in the dining room. He was a late comer to lunch and made sure that he got a table by himself. I approached him after he was done eating. He was quiet, but cooperative with being seen. Staff reports that the patient tends to keep to himself. He comes out for meals usually after everyone else is seated and then he will sit quietly off by himself if possible. His wife continues to come and visit less frequently and while she seated next to him and he is eating, she visits with other residents in particular one of the male residents. The patient was pleasant and made eye contact. I asked him if he felt he was taking a lot of medicines and at first he was not sure and then he shook his head, yes. I told him I would look at his medications and if there were things that were not necessary that we could stop those and just keep what he needs and he is in agreement with that. The patient has had no falls or other acute medical events. He is reported to sleep through the night. He is cooperative to taking his medications. The patient had a fall in his room. He was trying to stand on his own and started walking. He was able to get up and propel forward and then fell. Fortunately, no significant injury. 
DIAGNOSES: Severe Alzheimer’s disease diagnosed 2020 with MMSE of 7, myasthenia gravis diagnosed 20 years ago, Bell’s palsy diagnosed 30 years ago with residual right facial slacking and right footdrop, BPH, anxiety, CAD, and occasional lower extremity edema.

MEDICATIONS: Unchanged from 02/11/25 note.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular with thin liquid. One can Ensure at 9 a.m., 1 p.m., and 6 p.m.

HOSPICE: Frontier.
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PHYSICAL EXAMINATION:

GENERAL: Pleasant older gentleman seated quietly. Intermittent eye contact.

VITAL SIGNS: Blood pressure 138/76, pulse 72, temperature 97.8, respirations 16, O2 sat 98%, weight 156 pounds which is a weight loss of 4 pounds from 02/11/25, and BMI 21.2.

HEENT: He has full thickness tear which is groomed. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. The patient makes intermittent eye contact. Facial expression appropriate to discussion and he tends to defer to others speaking.

RESPIRATORY: He understands deep inspiration and instructions. Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Scaphoid. Hypoactive bowel sounds present without distention or tenderness.

MUSCULOSKELETAL: The patient is weightbearing and able to ambulate using a walker. Without it, he is unsteady and has fallen. He has fairly good muscle mass and motor strength. Right foot drop interferes with gait stability. He has no lower extremity edema. He moves arms in a normal range of motion.
SKIN: Dry and intact. No bruising or irritations noted. There are previously noted dry areas appeared decreased. The patient has had lotion placed by staff at h.s.

ASSESSMENT & PLAN:
1. Severe dementia. It appears stable. I have not really seen any behavioral issues. He tends to be quiet and keeps to himself. Wife comes and visits in the evening and he will be seated with her in the dining room, but it is noted that she focuses more on another male resident and that the patient is aware of that. So, staff intervention to speak with wife may need to occur for everybody’s benefit.
2. Myasthenia gravis. No evidence of disease progression. He remains well hydrated. He gets rest sleeping through the night and if social situations create stress affecting the patient’s wellness then I will ask wife to limit when she comes and that it is to be visiting solely with her husband. 
3. Medication review. Four nonessential medications are discontinued and Depakote 125 mg t.i.d. is decreased to 10 a.m. and 6 p.m.

4. Wheelchair comfort. The patient is leaned and his sitz bones tend to be uncomfortable after sitting in his wheelchair. So, I am requesting a gel cushion pad to be placed in wheelchair and that will be provided through Frontier Hospice who follows the patient.
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Linda Lucio, M.D.
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