


PROGRESS NOTE

RE: Dorothy Thomas
DOB: 01/25/1929
DOS: 08/15/2023
Jefferson’s Garden
CC: Lab review and request for appetite stimulant.
HPI: A 94-year-old who has mild to moderately advanced dementia per MMSE, has been intermittently refusing to eat, take medications or come out of room. She also has a dog that she is not able to care for, but either has staff or her daughters come up and go out to walk the dog in the morning, in the afternoon and in the evening. I have spoken with her daughter Vicki who was here today and she brought the issue of the dog up and the frequency of having to come to walk it has become wearing and I encouraged her simply to take the dog home. I reassured her that her mother may have a fit initially, but within a short time and matter of day she will forget that she even had a dog. Overall, the patient has in many ways been able to manipulate and dominate both of her daughters just talk to her about setting their limits and not trying to negotiate with her because that it just is not feasible for her cognitively. At this point, she is on very few medications given reactions that she has had in the past and family’s request that things be stopped to sort out what she is reacting to versus what she is able to tolerate.
DIAGNOSES: Frontotemporal dementia with BPSD in the form of care resistance and demeaning those who are closest to her, hypothyroid, irritable bowel symptoms, gait instability with fall history, is transported in a wheelchair and disordered sleep pattern.
MEDICATIONS: KCl 10 mEq Tuesday and Thursday, Zoloft 50 mg h.s., Megace 200 mg b.i.d., and levothyroxine 75 mcg q.d.
ALLERGIES: PCN and LIDOCAINE.
DIET: Regular.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: The patient is thin and frail, lying quietly in bed who did awaken and was cooperative.
VITAL SIGNS: Blood pressure 138/64, pulse 78, temperature 98.4, respirations 18, oxygen saturation 96%, and weight 119.8 pounds.
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RESPIRATORY: She had a normal effort and rate. Her lung fields are clear. No cough. Symmetric excursion.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Flat. Nontender. Hypoactive bowel sounds.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She is weight-bearing only with assist and is in a manual wheelchair that she has difficulty propelling.

NEURO: She makes eye contact. She states a few words. She sets her boundary very quickly that she wants to get back to sleep and was able to answer basic questions with yes/no. Orientation x 1 to 2. She makes eye contact, was a bit chatty for a little bit, but affect appropriate.
ASSESSMENT & PLAN:
1. Dementia with behavioral issues. Right now, she is not on any medication. Family feels that she has too many reactions, so they just want to sort everything out and we will just see what happens; right now, she is okay.

2. Decreased PO intake with weight loss. Megace 200 mg b.i.d. Family requested an appetite stimulant. I explained what it is and how to be given, so they are aware.

3. General care. I spoke with her daughter Vicki at length, just encouraged her to reclaim her own time and that her mother has to acclimate to the facility and would not do it if family keeps intervening on her behalf. She is going to have Visiting Angels come and assist in her care from 8:30 to 12:30 daily.
CPT 99350 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
