


PROGRESS NOTE

RE: Peggy Wellborn
DOB: 10/07/1934
DOS: 09/03/2024
Rivermont AL
CC: Followup on bedside swallow study and cough.
HPI: An 89-year-old female seen in the room. She and her husband were in the positions they always sit in when I am there. She is at bedside well groomed in her manual wheelchair. She knows who I am, smiles and she is verbal. She voices her needs. As we talked, she would have this intermittent cough sounded like she had something at the back of her throat, but she when asked states that she cannot bring it up. It does not bother her. She denies having a sore throat. She did have a swallow study that was reviewed with her and husband today. The patient states her appetite is good. She kind of eats what she wants and denies having any trouble with most foods. Her husband states that he will remove things from her plate or asked staff to not put them on her plate that he know she is going to have a problem with and when seen last time the issue of her insomnia came up and so, I took and put aside the previous melatonin that was not working and started her on temazepam 7.5 mg at h.s. Husband states she now sleeps. She will stay asleep through most of the night, but has occasional awakening. The patient states she does not know any of that because she does sleep as far as she is concerned.

DIAGNOSES; Moderate unspecified dementia, HTN, hypothyroid, hyperlipidemia, wheelchair dependent, GERD, and dysphasia.

MEDICATIONS: Temazepam 7.5 mg h.s., B12 500 mcg q.d., Prilosec 40 mg q.a.m., Colace one capsule MWF only, levothyroxine 100 mcg q.d., ASA 81 mg q.d., and propranolol 40 mg b.i.d.

ALLERGIES: PCN and CODEINE.

DIET: Regular with thin liquid.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: Pleasant older female who is plump, seated in her wheelchair, and very interactive.

VITAL SIGNS: Blood pressure 134/78, pulse 78, temperature 98.1, respirations 20, O2 sat 98%, and weight 144 pounds, stable.

RESPIRATORY: Normal effort and rate. Lung fields are clear. Symmetric excursion. She has an intermittent cough. It sounds like she has got something back of her throat that she can expectorate.

CARDIAC: Regular rate and rhythm. No M, R. or G. PMI nondisplaced.

ABDOMEN: Just slightly protuberant and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. Trace ankle edema. She moves her limbs. She propels her manual wheelchair.

NEURO: She makes eye contact. She voices her needs. She asked questions. Her speech is clear and she seems to understand basic given information. She can be a bit feisty as well.

ASSESSMENT & PLAN:
1. Dysphasia. Recommendation for reflux precautions and to monitor her BMs and if she does not have one q.24h. then stool softeners be given which are on her MAR. The patient required cues to swallow with minimal penetration of fluid seen, but her throat was clear. There does not appear to be any abnormality or lesion and the dysphasia was noted at the oral and then pharyngeal stage. Recommendation is for a regular diet with thin liquid and medications to be hold as tolerated, otherwise a medication crush order. The patient is recommended to remind her to not try to talk while she is eating.
2. General care. CXR AP and lateral for baseline given this cough and sense of dysphasia.
3. Insomnia, improved with temazepam and we will continue at h.s. Dose to be increased as needed.

4. BP review. This is for 10 days systolic ranges from 132 to 148. There was one exception of systolic 102 and heart rates WNL from 68 to 86.
CPT 99350 and direct family contact 20 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
