


PROGRESS NOTE

RE: Thomas Swyden

DOB: 10/23/1927

DOS: 03/07/2024

Harbor Chase AL

CC: 90-day note.

HPI: A 96-year-old gentleman was in his wheelchair propelling his way out of the game room where his son was. The patient appeared to be leaving and son wanted him to come back in and play shuffleboard. Family still continues to visit him, but less frequently. There is not someone here every day kind of making him engaged in continuous physical activity three to four hours. Son notes that he has been more active on his own. When they come to see him, he is doing an activity and he is with other residents and so they have appreciated that he is engaging with other people and kind of stayed out in the background if he was already being social. The patient has had no falls or acute medical events. He is in a wheelchair that he can propel using his feet. He self-transfers. He is able to use his call light and does so appropriately. He is cooperative with medications and personal care. The patient has gained some weight which was a concern that I discussed with hospice and they talked with family who are bringing less of the multiple snacks that the patient would just consume until they were all gone. He did not have any limits that he put on himself. So they will bring in an amount that is to last a couple of days and if he runs out, he runs out and then they will come back on schedule. So he is starting to learn to kind of pace himself.

DIAGNOSES: Advanced unspecified dementia stable, BPSD minimal – the patient is redirectable, dysphagia with postprandial cough that has decreased, history of anemia - ABLA, history of DM II - no longer on medication.

ALLERGIES: NKDA.

MEDICATIONS: Allopurinol 100 mg q.d., Norco 5/325 one p.o b.i.d, MiraLAX q.o.d, and sucralfate 1 g b.i.d.
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CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient is sleeping off and on, but did not resist exam, information from chart and husband.

VITAL SIGNS: Blood pressure 128/67, pulse 88, temperature 98.8, respirations 18, and weight 181 pounds. In September 2023, the patient weighed 136.6 pounds – a weight gain of 45 pounds.

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

RESPIRATORY: Normal respiratory rate. He has a limited effort. No cough. Symmetric excursion. Decreased bibasilar breath sounds, more secondary to effort.

MUSCULOSKELETAL: He is in his manual wheelchair, propels it readily with his feet. He sits down and hunches forward and moves arms in a normal range of motion. He has his own system of transferring himself in his room and has not had any recent falls. He has no lower extremity edema.

NEUROLOGIC: Orientation x 2. He has verbal capacity, but has never been much of a talker and will occasionally verbally communicate with his son, but mostly in gestures or facial expressions. He can be redirected if needed and he does not communicate his needs.

ASSESSMENT & PLAN: 90-day note. The patient has had no falls or acute medical events in this period of time. It is notable that he has gained significant amount of weight and that is due to having had unlimited snacks in his room that he would just compulsively eat all of them and then he goes to all three meals and eats everything on his plate. He also steals like jellies and a little dairy coffee creamers and he drinks or eats all of those.
Linda Lucio, M.D.
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