


PROGRESS NOTE
RE: Kenneth Brown
DOB: 12/10/1945
DOS: 11/29/2022
Town Village
CC: Decline with significant weight loss.
HPI: A 76-year-old unrecognizable when I first saw him, he has had weight loss with increase in his dysphagia and aphasia. He has also been moved to another room, he was positioned seated upright, watching television, was quiet, made brief eye contact, did not speak. The patient’s baseline is advanced to now end-stage vascular dementia with a history of alcoholism in remission since admission. The patient is cooperative, will take medications though he does have some difficulty and while he has had a pureed diet with thickened liquid, he is now starting to refuse both. He was COVID tested recently and is negative, vital signs have remained stable and he has not appeared to be in any distress. The patient’s son Robert is aware of his father’s decline and discussion regarding hospice has taken place and son is agreeable. There was a prior discussion of moving to nursing home, however, with the rapidity of his progression he will just continue to age in place here, but is staff assist for 6/6 ADLs.

DIAGNOSES: End-stage vascular dementia, significant weight loss of just under 20% of body weight, dysphagia, aphasia, paroxysmal atrial fibrillation, and HTN.

MEDICATIONS: Going forward, citalopram 10 mg q.d., Protonix 40 mg q.d., metoprolol 25 mg to be given if systolic BP equal to or greater than 150.
ALLERGIES: NKDA.

DIET: Pureed with honey thickened liquid.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Frail, gaunt-appearing male, seated quietly in room, he was in the dark sitting in a recliner.

VITAL SIGNS: Blood pressure 118/60, pulse 66, temperature 96.9, respirations 16, O2 sat 96% and weight 114 pounds, which is a 25-pound weight loss since 11/01/2022.

RESPIRATORY: Unable to take a deep inspiration, so decreased bibasilar breath sounds. No wheezing or rhonchi. No cough.
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CARDIAC: He has an irregular rhythm without MRG.

ABDOMEN: Scaphoid. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: He has intact radial pulses. Generalized decreased muscle mass and motor strength overall. No LEE. Did not attempt to move while seated.
SKIN: Intact. A few scattered bruises. Decreased turgor.

NEURO: He made very brief eye contact, did not speak or make any utterance, did not move, orientation is reported x2 and he is a full 6/6 ADL assist, at times now will still try to feed himself, but it is not as effective and takes much longer as previously.
ASSESSMENT & PLAN:

1. Significant weight loss. The patient has lost just under 20% of his total body weight, now 114, with progression of dysphagia and some component of withdrawal. No effort to eat recently. He has had difficulty with swallow at baseline and that has progressed.

2. Medication review. I have reviewed medications, discontinued multiple medications with parameters of when to give the few remaining.

3. Depression. He will continue on citalopram, my hope is that we can get Ativan Intensol to take over the place of the SSRI once hospice is on board.

4. Pain management. He has p.r.n. Tylenol which will be discontinued and perhaps low-dose Roxanol for pain management.

5. Social. Contacted son Robert regarding hospice and I have also spoken with hospice who will see the patient tomorrow. Also, assess whether they can provide protein drinks and see if those can also be thickened to at least get those calories into the patient.

CPT 99338 and direct POA contact 10 minutes
Linda Lucio, M.D.
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