


PROGRESS NOTE
RE: Arlene Graham
DOB: 04/21/1929
DOS: 12/16/2024
Rivermont MC
CC: Followup on PO intake and sleep.
HPI: A 95-year-old female seen today, she was sitting in the large day room, she sits quietly, she may look around, but rarely speaks. The patient was reported to have sleeping issues after last month’s visit. She had p.r.n. melatonin, which I recommended start being given routine and she no longer is having difficulty falling asleep. The patient’s appetite is generally poor. She really can feed herself. Her diet was changed to finger food, so it is easy for her to eat and she does have a 1-pound weight loss in the past 30 days. No falls or other acute medical events.
DIAGNOSES: Advanced unspecified dementia; no BPSD, incontinence of B&B, HOH despite HA’s, peripheral neuropathy, depression and insomnia.
MEDICATIONS: Fiber-Lax 500 mg q.d., Prozac 20 mg q.d., Remeron 15 mg h.s. and NaCl 1 g tablet b.i.d.
ALLERGIES: NKDA.

DIET: Regular finger foods and increasingly staff is having to intervene and at times simply feed her.
CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female quietly seated in her wheelchair.
VITAL SIGNS: Blood pressure 115/58, pulse 67, temperature 97.6, respirations 17, O2 saturation 96%, weight 89 pounds, which is 1-pound weight loss in 30 days.
HEENT: Her hair is actually cut shorter than it used to be. Glasses are in place as are hearing aids. She has slightly dry oral mucosa. The patient is quiet. She occasionally looks around; when I got close to her and said her name, she made eye contact, she did not speak, but did smile. Anicteric sclerae. Nares patent.

NECK: Supple with clear carotids.
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CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: She is not able to take deep breath, but she has a normal respiratory rate. No cough. Relatively, clear lung fields with symmetric excursion.

ABDOMEN: Flat and nontender. Hypoactive bowel sounds.

NEURO: Orientation x1. Speaks infrequently. Occasionally will randomly look around. Otherwise, she just sits quietly. She requires assist for 6/6 ADLs. Staff are having to increasingly feed her and that even includes with finger foods to use a fork than to feed because she does not initiate that.

SKIN: Thin and dry, but intact.

ASSESSMENT & PLAN:
1. Decreased appetite. Diet changed to finger foods in the hopes that it would improve her PO intake. She still requires a lot of direction and ultimately staff are having to feed her. I think that that will be the norm going forward is that she will require a total feed assist.
2. Peripheral neuropathy. She did not complain of pain and no evidence of it, so we will continue with current treatment and she does have p.r.n. Tylenol; if evidence of pain becomes clear, then we will address that with.
3. Depression. The patient is on the low starting dose of Celexa 20 mg, which would be the next step as the limit for this med at her age and we will give a trial of that to see if that helps her.
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Linda Lucio, M.D.
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