


PROGRESS NOTE

RE: Mary Lou Robertson
DOB: 07/27/1932

DOS: 12/17/2024
Rivermont AL

CC: End-of-life care.

HPI: A 92-year-old female followed by Valir Hospice with a diagnosis of end-stage frontotemporal dementia, chronic abdominal distention with constipation, and CHF. Work has been required to get her bowel program so that she is having some bowel output at least three to four days a week. Staff track when they change her brief if they notice that she has had a bowel movement and she has them more regularly than she thinks stating that she does not have any but is documented otherwise. Looking at her as she is seated today she appears comfortable. She has got a new recliner. Her abdomen was notably less distended. She is sleeping through the night. Her pain is managed. She has less abdominal distention with discomfort and has had no falls or other significant medical issues.

DIAGNOSES: Advanced FTD, CHF, HTN, chronic constipation, chronic opioid use, seasonal allergies, and asthma.

MEDICATIONS: Unchanged from 11/18 note.

ALLERGIES: BONIVA and CRESTOR.
DIET: Regular with thin liquid.

CODE STATUS: DNR.

HOSPICE: Valir.

PHYSICAL EXAMINATION:

GENERAL: The patient seated in her new recliner. She appeared very comfortable was smiling and had been reading her Bible.
VITAL SIGNS: Blood pressure 118/70, pulse 80, temperature 97.3, respirations 19, and weight 129 pounds and weight loss of 5 pounds from 11/18.
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NEURO: She makes eye contact. Her speech is clear. She soft-spoken but she was able to give some information about her bowel pattern. She states that her pain is managed and that she sleeps comfortably. She had no significant complaints today.

CARDIAC: She has no regular rhythm at a regular rate without murmur, rub, or gallop.

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

ABDOMEN: With only mild distention, nontender, and bowel sounds present. No masses.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. She was moving arms in a normal range of motion.

NEURO: Alert and makes eye contact. Clear speech. Can voice her needs. Understands given information and she is comfortable with asking questions.

PSYCHIATRIC: Appropriate affect and demeanor for situation.

ASSESSMENT & PLAN:

1. Chronic abdominal distention with constipation after several months of working on establishing the appropriate bowel program the hospice nurse has been able to do that and now patient has stool output three to four days a week despite believing that she is doing so. She does acknowledge that her abdomen is less distended and more comfortable. She is eating better.

2. CHF/HTN. HTN and heart rate WNL on current medications no changes.

3. Seasonal allergies/asthma well controlled with prednisone. Allergy relief and any p.r.n. antihistamine, which is used infrequently.

4. General care. Daughter is kept informed of treatment plan by hospice nurse and I speak regularly almost daily with the hospice nurse regarding patient’s Mrs. Robertson included and agree with current treatment plan.

5. Medication review. Last month discontinue three medications considered nonessential. She has even noticed that they were gone so will continue with discontinue.

6. Medications on hold. Seroquel was put on hold secondary to sedation but she had been having some delusional issues, which is why it was started and those have recurred while it has been held for 30 days and the methotrexate has also been held, which was long term used for RA. I am going to discontinue both of those medications.

CPT 99350.

Linda Lucio, M.D.
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