


PROGRESS NOTE

RE: Thomas Swyden

DOB: 10/23/1927

DOS: 08/06/2025
The Harrison AL

CC: Decline.
HPI: A 97-year-old gentleman with senile dementia of the brain recent staging with progression. The patient now is not able to weight bear to use the sit-to-stand Hoyer lift. He is no longer able to feed himself, but previously he would make attempts to do so and get some into his mouth, but generally also onto himself and the floor, now he has to be fed for all meals. Staff estimate that he is sleeping approximately 20 hours a day and he has hospice nurse who sees him almost every day because of the recent decline that was evident. He does have a right foot second toe sore that has been treated by his hospice nurse and today I was able to see it when she changed the dressing; it looks significantly better than when I first saw it. There is granulation tissue. No slough. It is pink and healthy, much smaller in depth and decrease in width. The patient did not seem to have any pain or discomfort when she was cleaning and dressing the area and there is no surrounding redness of his toe.
DIAGNOSES: Senile dementia of the brain; now requires assist for 6/6 ADLs, no longer weight-bearing, is a two- to three-person transfer assist, hyperlipidemia, GERD, very hard of hearing, polyarthritis and incontinent of bowel and bladder.
MEDICATIONS: Allopurinol 100 mg MWF, docusate one tablet q.d., Norco 5/325 mg one tablet q.6h., Mag-Ox one tablet MWF, MiraLAX one dose MWF, TUMS chews 750 mg q.d., Calmoseptine barrier protectant to peri-area after each BM and a.m. and h.s.
ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: DNR.

HOSPICE: Valir.
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PHYSICAL EXAMINATION:

GENERAL: Elderly gentleman sleeping soundly in his recliner.
VITAL SIGNS: Blood pressure 122/64, pulse 68, temperature 97.2, respirations 18 and O2 sat 94%.
HEENT: Thick full hair. Eyes closed. Nares patent. Slightly dry oral mucosa.

NECK: Supple.

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

RESPIRATORY: Auscultated anterolateral lung fields, which were clear. No cough. Symmetric excursion. No wheezing, rales or rhonchi noted.

ABDOMEN: Slightly protuberant and nontender. Bowel sounds hypoactive, but present.

MUSCULOSKELETAL: Intact radial pulses. Wound on second right toe as described above and clearly in healing phase.

SKIN: Remainder of skin is warm and dry.

NEURO: The patient did not awaken while I was there and at his baseline orientation is to self.

ASSESSMENT & PLAN:

1. Progression of senile dementia of the brain. The patient no longer weight-bearing to include for use of sit-to-stand Hoyer lift and not able to feed self, has to be fed. Given these changes, he is appropriate for Memory Care where staff is available to help him in the arenas above as needed. Spoke with the family, his son Marty and left a voicemail with daughter Penny; they share co-POA responsibility and Marty told me that he knew that this day would come, but they just have not wanted it to happen. Explained to him the areas that he needs help and which are 6/6 and that he will have that assistance in Memory Care and he will also not just be by himself at times. Family understands that it is going to be in his best interest and they are agreeable.
2. Memory Care transfer. I spoke with the financial manager and let her know that the patient would be needing to move to Memory Care, so someone will look at room availabilities and to offer different options with prices to family and they will be here tomorrow, which is their scheduled day to come visit their father anyway.
CPT 99350 and direct POAs contact 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

