


PROGRESS NOTE

RE: Ernestine Herndon
DOB: 08/27/1926
DOS: 04/13/2022
Rivendell, MC
CC: Seen per hospice.

HPI: A 95-year-old followed by Loving Care Hospice. I was contacted earlier this week with reports that the patient had fluid in her lungs. When I asked them to be more specific, they stated that she was coughing and they could hear fluid in her lungs when they listened. The patient had no fevers or chills. She was at her baseline cognitively and continues with her baseline p.o. intake. Today, she was seen sitting in the day room. She was wearing an Easter bonnet that she had participated in an activity yesterday and had helped in decorating the bonnet she was wearing. When seen, the patient was noted to be coughing. She was not able to bring anything up. However, she did develop a runny nose. When asked later if she felt short of breath or felt like she could not catch her breath, she stated no. Staff reports that despite a modified diet, she still has some cough at mealtime.
DIAGNOSES: Alzheimer’s disease advanced, failure to thrive, history of esophageal strictures requiring dilation, HTN, depression, and Parkinsonism.
MEDICATION: Omeprazole 40 mg to be changed to MWF, Remeron 30 mg h.s. changed to MWF, metoclopramide 5 mg before breakfast and dinner, Refresh Tears t.i.d., levothyroxine 112 mcg q.d., Flonase q.d., citalopram 20 mg h.s., Sinemet 10/100 t.i.d., ropinirole 0.5 mg t.i.d., MVI q.d. and NaCl 1 g changed to q.d. 
ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Puréed with honey-thickened liquid.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female, seated in wheelchair, no distress.

VITAL SIGNS: Blood pressure 126/72, pulse 74, temperature 97.3, respirations 20, and weight 121/.8 pounds.
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RESPIRATORY: After she had settled from her coughing or she could not expectorate, she had a normal effort and rate. Lung fields clear to bases. There were bronchial breath sounds and the cough subsided.

CARDIAC: She has regular rate and rhythm without MRG.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She is wheelchair bound, weightbearing for transfers. No edema.

NEURO: She makes eye contact. She only spoke a few words. She smiles at other people. Orientation x1.

ASSESSMENT & PLAN: 
1. Dysphagia. She is on a modified diet. She is not a candidate for esophageal dilation given her age and dementia and we will review medications to minimize what she takes. There is no evidence of “water on her lungs.” This is all upper airway. 
2. Medication review. The patient is on two SSRIs. We will change Remeron to MWF times two weeks and then discontinue that medication. Omeprazole is also changed to MWF. I have discontinued one of her MVI Tab-A-Vite and I a.m. decreasing NaCl to q.d. from b.i.d. as her recent sodium check was 140. BP is well controlled, so we will hold atenolol with daily BP check for the next week and see if we can discontinue that. 
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