


PROGRESS NOTE

RE: Linda Miller
DOB: 12/08/1943
DOS: 02/26/2024
Rivermont MC
CC: Followup post Foley and decline in truncal stability.
HPI: An 80-year-old female with primary progressive aphasia. The patient remains verbal, but it is nonsensical. She is seated in the dining area and was cooperative to being seen that she made eye contact and just started talking right away, her affect was very animated and when I began to examine her she was cooperative. Staff had become familiar with patient facial expressions or behaviors interpreting it as to what it is she needs or is feeling. The patient is also in a high back wheelchair with cushion from right hip to left hip to help stabilize her trunk which has had increasing loss of stability. Today, she was doing quite good, sitting upright, engaging and affect was bright. Staff report that she has fear of p.o. intake often requires a set up and some assist.
DIAGNOSES: Primary progressive aphasia, neck and truncal instability, is in high back wheelchair status post left hip fracture with ORIF requires positioning when seated, hypothyroid, GERD, HLD, glaucoma, anxiety disorder and history of urinary retention.
MEDICATIONS: Celebrex 200 mg q.d., citalopram 10 mg h.s., Pepcid 20 mg b.i.d., levothyroxine 75 mcg q.d., Linzess 290 mcg one capsule q.o.d., Megace 400 mg q. MWF, Remeron 15 mg h.s., omeprazole 20 mg q.d. and Flomax h.s.
ALLERGIES: Multiple see chart.
DIET: Regular with thin liquid.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: The patient is seated in her high back wheelchair. She has a wedge that goes from hip to hip and stabilizes her upright. She had arms on the armrest. Moved her hands. I did not try to move out of the chair. No lower extremity edema.
VITAL SIGNS: Blood pressure 130/79, pulse 85, temperature 97.9, respirations 19, O2 saturation 99% and weight 104 pounds.
CARDIAC: She has a regular rate and rhythm. Soft systolic ejection murmur throughout pre-cordial.
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ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

NEURO: She makes eye contact. Her affect was smiling and engaging. She was verbal and it was word salad, not able to give information and clearly less verbally not able to communicate her needs.
SKIN: Warm, dry and intact with good turgor.
ASSESSMENT & PLAN:
1. Primary progressive aphasia physically, she was sitting upright the chair and the wedge of positioning seemed to be doing quite good for her today and she held that upright truncal stability after the couple of hours that she was out in the day room.
2. Anxiety disorder, this appears to be managed with the SSRI.

3. History of IBS symptoms and GERD, continue with Linzess. Staff state that she has BMs with some regularity sometimes her soft and other times they can be watery.

4. GERD, she has both on a PPI and an H2 blocker I am discontinuing Pepcid for 20 mg b.i.d.

5. History of urinary retention, we will continue with spontaneous voiding, there is an incident not too long ago that staff felt she had not voided enough so they wanted to replace the Foley, if she is voiding 30 mL every couple of hours that is adequate and she has to also drink enough fluid to make urine.

6. Dementia. The patient was diagnosed with dementia by an OUMC physician in 2022; the patient with PPA 40% of them can have an atypical Alzheimer’s disease, but no information as to what label dementia was given.
7. General life expectancy of someone with PPA is 7 to 12 years from symptom onset. The patient was diagnosed with PPA in 2020.

8. Decrease p.o. intake with weight loss. The patient weighed 104 on admission. The patient has been on Megace 400 mg q.d. since 12/13 since two months later her weight remains 104 pounds. We will give it a few more months and see whether there is weight gain if not then indication is to discontinue medication.
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