


PROGRESS NOTE

RE: Bill Williams
DOB: 09/19/1938
DOS: 06/02/2025
Rivermont MC
CC: New and increasing postprandial cough.
HPI: An 86-year-old male with severe Alzheimer’s disease is seen in the dining room after lunch. Staff tell me that he is having increased cough after he swallows though he does not bring anything up. The patient is also eating less at each meal to 50-75% versus 100% per meal. Another new change is the patient’s speech is garbled. He still attempts to talk, but it is much less clearer. His eyes today were also notably droopy and staff report that that happens intermittently and then he will be at baseline later that day or the next day. Staff report that patient is cooperative to care, taking his meds and transport to and from the dining room. The patient has had a generalized musculoskeletal weakness increase and decreased ability to stand. He remains able to pivot for transfer and that is it. The patient is now transported to and from in a manual wheelchair. He has had no falls or other acute medical issues and does not attempt to try to stand or get up and walk. While the patient was there and I was done visiting with him, his wife appears; she lives in AL and has just been discharged from the hospital with pneumonia. Everything was calm and quiet until after she had spoken with him she started asking me questions and reacted to the things that she noted. I informed her they are a part of the advancement of dementia and that it is inevitable for everyone that lives to that point and it does not imply pain or any outcome the next day. She became very loud and crying etc., etc., she called her daughter and spoke to her loudly from the dining room and really just creating chaos where there had not been any. I spoke with wife and told her that she likely needed to go back to her apartment to rest as she was discharged from the hospital today and looked fatigued; despite her resistance, the DON came and got her and walked her back to IL. I then contacted the patient’s daughter/POA Tamey Fernandez about today’s events, she was aware of that and I knew that, but wanted to reassure her that her father despite some markers that he is staging is otherwise okay. I also told her that with his dysphagia and not being sure if it is food or liquid or if it is something in the way he swallows that we can help him with, there will not be any dietary changes until we have a bedside swallow study and I explained to her what that is and how it works. She is in agreement with it. She is also aware of her mother’s behavioral issues. Mrs. Williams also has dementia, but refuses to go to MC despite wanting to be there through most of the day and being difficult for staff to deal with.
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DIAGNOSES: Severe Alzheimer’s disease; MMSE score of 5/30, myasthenia gravis x20 years, Bell’s palsy with mild residual right facial slacking, right foot drop, BPH, anxiety, CAD and occasional lower extremity edema.
MEDICATIONS: Amlodipine 5 mg q.a.m., Lipitor 10 mg h.s., Depakote 125 mg 10 a.m. and 6 p.m., Norco 5/325 mg p.r.n., lorazepam 0.5 mg at 4 p.m., melatonin 10 mg h.s., olanzapine 5 mg b.i.d. and noon, omeprazole 20 mg b.i.d., KCl 10 mEq q.a.m., pyridostigmine 60 mg at 9 a.m., Systane eye drops one drop OU q.6h., Flomax at 6 p.m. one capsule, tramadol 50 mg one tablet b.i.d. and Effexor 75 mg 9 a.m.
ALLERGIES: NKDA.
DIET: Regular with thin liquids and one can Ensure t.i.d.

CODE STATUS: DNR.
HOSPICE: Frontier Hospice.

PHYSICAL EXAMINATION:
GENERAL: Older gentleman seated quietly by himself in the dining room.
VITAL SIGNS: Blood pressure 138/72, pulse 69, temperature 98.0, respirations 15, O2 sat 97% and weight 150 pounds; down 2 pounds.
HEENT: He has short groomed hair. Eyes initially difficulty opening. There was a startle move done intentionally and his eyes did open wider and he was able to maintain that for a while and then they started drooping again. Nares patent. Moist oral mucosa.

NECK: Supple.

RESPIRATORY: He has a normal effort and rate with intermittent nonproductive cough. Lung fields are relatively clear.

CARDIAC: He has regular rate and rhythm without murmur, rub or gallop.

ABDOMEN: Soft. Bowel sounds present without distention or tenderness.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. The patient is no longer ambulatory with standby assist. He can stand to pivot for transfers, but otherwise no walking and no lower extremity edema and decreased muscle mass noted.

SKIN: Warm, dry and intact with fair turgor.

The patient’s wife was present and she began talking quickly to me though I was while standing nearby addressing another patient and I did try to explain to her the first question and, when she interrupted me again, I told her I was taking care of other patients and was going to attend to that; later, she came out to the hallway where I was going from room to room and again wanted me to stop and explain things that I had already explained.
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She became disruptive to the point that I told staff she needed to leave and go back to independent living where she resides. Her daughter then also came and spent time with her trying to get her to calm down and reoriented, but she is fully aware of the difficulty in addressing her mother and is at wit’s end as to what to do herself with her. She then asked if it were feasible to have her father fed by staff at each meal i.e. three times daily. She knew there would be extra cost, but it would remove the sense of obligation or excuse that the patient’s wife has to be at the facility to feed him.

ASSESSMENT & PLAN:
1. Postprandial cough, unclear whether this is being fed too much and too soon, so inadequate chewing takes place and if the response of coughing is to liquid or solid. I explained just a swallow study would be ordered and then a decision can be made as to what needs to be modified. Dysphagia with postprandial cough/aspiration. Bedside swallow study is ordered to assess what can be modified, so that the patient can eat relatively normal foods and whether it is liquid, solid or both.
2. Severe Alzheimer’s disease progression continues with the markers of increased generalized weakness, no longer standing or walking.
3. Myasthenia gravis. In looking at the symptoms that the patient is having of difficulty swallowing, closing his upper eyelids, no longer weight-bearing or ambulatory as he had been with the diagnosis of myasthenia gravis and on pyridostigmine at 60 mg a day, I question whether I am not seeing more myasthenia gravis out of control than individual issues arising from independent etiology, so I am going to increase his pyridostigmine to 60 mg b.i.d., get a BMP to make sure his creatinine and creatinine clearance would tolerate that dosage and maybe further dose of q.8h. In the interim, will also order a swallow study and diet will be modified until we start seeing maybe some improvement.
4. Social. I spoke with daughter at length. She is just worn out by her mother, it is not her father and she stated that she would like to see if we could have him fed at each meal knowing that it would be additional cost. I have spoken to the ADON and she and the DON will get a schedule written up for that.
CPT 99350 and direct POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
