


PROGRESS NOTE

RE: Linda Miller

DOB: 12/08/1943

DOS: 11/13/2023

Rivermont MC

CC: General followup.
HPI: A 79-year-old female who I assumed care for. She has been a resident since September 22, 2023 and I saw her initially 10/16. The patient has a diagnosis of primary progressive aphasia and the patient is a retired RN. She was cooperative when seen, seated quietly in a standard wheelchair. When I asked questions, she looked as though she were thinking, but she really could not give information, reassured her that that was okay. The patient has a history of multiple falls, which occurred at home prior to admission; she had had 10 of them, with two of them leading to ER visits and one of them leading to fracture of her left hip and underwent ORIF. Subsequently, she is nonambulatory.

DIAGNOSES: Primary progressive aphasia, gait instability with injury falls status post left hip fracture with ORIF; no longer ambulatory subsequently that was on 07/05/2023, GERD, hypothyroid, IBS symptoms, hyperlipidemia, glaucoma, anxiety disorder, history of urinary retention on bethanechol, and BPSD.

MEDICATIONS: Unchanged from 10/16 note.

ALLERGIES: ASA, CODEINE, MEPERIDINE, MORPHINE, and OXYCODONE.
PHYSICAL EXAMINATION:

GENERAL: The patient seated quietly in her manual wheelchair, just looked around with a blank expression.

VITAL SIGNS: Blood pressure 127/73, pulse 68, temperature 97.7, respirations 18, and weight 104 pounds.

RESPIRATORY: She was unable to follow instructions for deep inspiration. Staff member showed her what it looked like to take a deep breath, but it did not register with her, so we could not do that, but routine lung exam. Her lung fields are clear without cough and symmetric excursion.
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CARDIAC: She has a regular rate and rhythm with a soft systolic ejection murmur throughout the precordium. No rub or gallop noted.

SKIN: Warm, dry, and intact with fair turgor. No breakdown or bruising noted.

NEURO: When I said her name, she makes eye contact. Affect is bland. She did not speak or attempt to. Orientation x1. She will look in the direction of whoever is speaking to her. Affect is generally bland. She does not say much at all; today, she did not talk or try to, but she did not resist exam.

ASSESSMENT & PLAN:

1. Hypoproteinemia. T-protein and ALB are both quite low at 4.9 and 3.4. I am ordering protein drink daily and protein shake to be provided by facility daily.

2. Volume contraction. BUN to creatinine ratio is 43. The patient is not on diuretic. We will as staff to encourage a glass of water between meals.

3. Poor PO intake. The patient is on Megace 400 mg daily. Her weight from last month to this month has remained the same at 104 pounds with a BMI of 18.4.

4. Lipid profile. The patient is not on a statin. Her TCHOL is 161 with an LDL of 104 and an HDL of 46, so all within target range and her cardiac risk is low at 3.5.

5. Hypothyroid. TSH is 4.89 with the high end of normal at 5.0 on levothyroxine 75 mcg q.d. There is indication to increase the levothyroxine and we will do so to 88 mcg when current supply is out.

6. Code status. There is no DNR in her chart. We will contact family next month when out and raise this issue.
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