


PROGRESS NOTE

RE: Emil Szymanski
DOB: 07/24/1924
DOS: 08/14/2023
Jefferson’s Garden

CC: Decline.
HPI: A 99-year-old who was observed in the dining room for lunch. He was interactive, sitting at a table of women which he usually does and enjoys. I caught him after he had gone to his room and was napping in his living room chair. His DIL who along with her husband, his son have been his caretakers for the last several years and are realistic about the decline given his age and cognition. The patient’s daughter Suzanne who I met three weeks ago had been her father’s caretaker when he was living in Texas. It got to a point where she could no longer do it. Thus his son and wife moved him to Oklahoma City and here. They are much more realistic about just keeping him comfortable and safe. 
DIAGNOSES: Endstage unspecified dementia, weight loss stabilized, RLS, hypothyroid, BPH, incontinence of bowel and bladder, GERD, and coughing postprandial appears to have decreased.

MEDICATIONS: Proscar q.d., levothyroxine 88 mcg q.d., melatonin 10 mg h.s., Protonix 40 mg h.s., risperidone 0.5 mg 8 a.m., 1 p.m. and 1 mg h.s., ropinirole 1 mg b.i.d., Zoloft 100 mg h.s., Simbrinza eye drops OU b.i.d., Flomax b.i.d., and tramadol 50 mg t.i.d.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular with chopped meat.

HOSPICE: Valir.
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PHYSICAL EXAMINATION:

GENERAL: Well groomed elderly male seated in his chair, sleeping while people were around him talking.

VITAL SIGNS: Blood pressure 130/80, pulse 70, temperature 97.1, respirations 18, O2 sat 98%, and weight 152 pounds, stable from 07/24/23 visit at 152.2.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

NEURO: The patient did awaken with a little bit of prodding on my part. He made eye contact. He did not remember who I was, but was very engaging and when I told him, he said he was happy that at least he had a pretty doctor. He is oriented to self only. He recognizes DIL and is very charming and interactive. 
SKIN: Warm, dry, and intact with good turgor.

ASSESSMENT & PLAN:
1. Endstage unspecified dementia with progression. The patient does come out for meals and his p.o. intake is fairly good. Otherwise, he stays in his room sleeping whether it is in his chair or on the bed, less interactive though he still is pleasant when awakened. He speaks much less and just more withdrawn. It is not unexpected or surprising change given his age and his advanced dementia. The goal is always to keep him safe and comfortable. Reassured his DIL that is being done and she continues to be very happy with care. 
2. Weight loss. The patient’s weight today is consistent with what it was 07/24/23, then he was 152.2 pounds. Today he is 152 and he remains in target range as BMI is 22.4. 
3. Social: I spoke with family regarding his progression, what to expect and again there is no timeline on anything with him. I told her that he should just be treated as he has been and that we will address pain and personal care needs. The patient is followed by Valir Hospice. 
4. Medication review. I would like to wean him off some of the behavioral medications. Risperidone – I am decreasing dosing to a.m. and h.s. only and discontinuing the 1 p.m. dose. If he does well with that, at my next visit I will further decrease this medication.
CPT 99350, direct POA contact 20 minutes
Linda Lucio, M.D.
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