


PROGRESS NOTE
RE: Linda Miller
DOB: 12/08/1943
DOS: 09/03/2025
Rivermont MC
CC: Routine followup.
HPI: The patient is an 81-year-old female seated in the dining room with her husband was present and feeding her. The patient has end-stage primary progressive aphasia, is primarily nonverbal with advanced dementia. The patient’s husband seemed calmer I spoke with him and it seems that he has come to some understanding that her current disease process is not going to reverse itself and his comment to nurses this week was that he now knows that she is not coming back. He has been very loyal with the highest of hopes that there would be something that would break through and she would be back to the articulate witty woman who was a nurse and a writer of pamphlet information for new mothers regarding breast-feeding, care of the infant etc. The patient was observed in the dining room with husband, he was feeding her and she was eating. She will just randomly look around with a blank expression on her face. When I approached, she had just gotten a new haircut and it looked very cute on her, so I commented about her hair and she looked at me and then continued to let her husband feed her. Staff report that she becomes less agitated, is not trying to get out of her bed and she sleeps comfortably when they do lie her down. Husband seems overall in a good place more at peace about things.
DIAGNOSES: End-stage primary progressive aphasia, anxiety disorder, decreased neck and truncal stability; requires a high-back chair, hypothyroid, GERD, HLD, history of HSV keratitis, is on prophylactic therapy and disordered sleep pattern.
MEDICATIONS: Os-Cal two tablets q.d., Celebrex 200 mg one capsule q.d., glaucoma eye drops one drop right eye b.i.d., Norco 5/325 mg one-half tablet q.a.m. and h.s. and t.i.d. p.r.n., levothyroxine 75 mcg q.d., Lumigan eye drops one drop OU h.s., Remeron 15 mg h.s., Senna Plus one tablet q.d., Sudafed PE Max Strength one tablet q.a.m.
ALLERGIES: Multiple, see chart.
DIET: Regular pureed with thin liquid.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient seated in the dining room, she was being fed by husband, was attentive and receptive to being fed.
VITAL SIGNS: Blood pressure 133/74, pulse 69, temperature 97.7, respiratory rate 18, O2 sat 97% and weight 108 pounds; one pound weight gain from last month ______.
HEENT: She has a cute short haircut. EOMI. PERLA. The patient just looks about randomly with a blank expression. Nares patent. Moist oral mucosa.

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

RESPIRATORY: She does understand deep inspiration, so I was able to listen to her lung fields with just routine breathing pattern, lung fields were clear. She had no cough and regular rate. There were decreased bibasilar breath sounds due to depth of inspiration.

ABDOMEN: Scaphoid. Nontender. Hypoactive bowel sounds present.

MUSCULOSKELETAL: The patient was supported in the chair that she was sitting in and maintained fairly good posture. She would lean forward to get food from her husband and then be able to sit back. She did not have her neck or trunk leaning, but rather remained upright. No lower extremity edema and she is a full-transfer assist.
She is generally transported in a high-back chair to support her neck and trunk. In bed, she has a special bed so that she cannot climb or roll out of either side and it is lower to the ground and it appears to be comfortable for her.

NEURO: The patient is alert, oriented x 1. She seems to have familiarity with her husband, but affect when he is around can vary from happy to indifferent. She is primarily nonverbal, will occasionally make utterances that are random. She will watch activities, but unable to participate. She has had no recent outbursts.

SKIN: Warm, dry and intact with fair turgor. No bruising or breakdown noted.

ASSESSMENT & PLAN:

1. End-stage primary progressive aphasia. The patient is primarily nonverbal at this point, requires total assist for 6/6 ADLs. Recently, she appears overall to be calmer, less agitation or distress noted and we will continue to monitor.

2. Pain management. She has both Celebrex and low-dose Norco given routinely and I think that covering her pain may be also decreasing any agitation. Staff are familiar with the patient and can tell when she is continuing with pain despite the treatment and they have p.r.n. medications that they will give.
3. Disordered sleep pattern. The patient is taking Remeron 15 mg at h.s. and getting a Norco at h.s. appears to have helped with her falling asleep.
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4. Social. Her husband appears more relaxed and seems to enjoy being with her instead of trying to get her to do things. He has commented to the ADON and DON that he now sees that she is not coming back. His hope through this whole time was that there would be something that would trigger and she would be herself as he knew her before PPA. So, now when he comes, he does what he can for her and he states that he has learned to just not have any expectations of her, which have led to frustration for him and just kind of forgiving himself as well for his frustration. I told him that it is a learning curve for all of us dealing with the patients like this.
5. General care. The patient has not had lab work since 05/01/2024, I am ordering a CMP and a TSH and we will review labs with husband when available.
CPT 99350 and direct POA contact 15 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

