


PROGRESS NOTE

RE: Linda Miller
DOB: 12/08/1943
DOS: 06/18/2024
Rivermont MC
CC: Weight gain.

HPI: An 80-year-old female with primary progressive aphasia and unspecified dementia that manifests and progresses along with the PPA. She was seated at the table today by herself so that I could see her. She is looking around randomly and just kind of making little noises to herself, but was cooperative to exam, not able to give information. She would make eye contact and I would just say a simple phrase unclear that she understood anything. The patient requires a high back wheelchair due to poor neck and truncal stability and she can feed herself on a finger food diet. Her husband will come in and does not like her eating that way. So, he will try to feed her and he becomes impatient with her delayed responses to his feed attempts. Staff had talk to him and I will address with him next time may be some other ways that he can approach her that will be better for both of them. The patient is currently on Megace 400 mg currently on MWF, but when it was started in September 2023, it was daily. She has had a good response to it. Eating improved and then weight gain followed. Her admit weight was 104 pounds which remained stable until her current weight of 111 pounds, which is a 12-pound weight gain. She is eating good and her target is now in target weight range. We are going to stop the Megace and see how she does on her own. She also appears more acclimated to what is going on around her and more responsive to the caregivers and facility.

DIAGNOSES: Primary progressive aphasia, unspecified dementia concurrent with PPA progression, poor neck and truncal stability requiring Broda chair, hypothyroid, GERD, HLD, glaucoma, and anxiety.

MEDICATIONS: Going forward. Os-Cal two tablets q.d., Celebrex q.d., Lexapro 10 mg h.s., levothyroxine 75 mcg q.d., Remeron 15 mg h.s., omeprazole 20 mg q.d., and Senna Plus q.d.
ALLERGIES: Multiple see chart.

CODE STATUS: DNR.
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DIET: Regular finger foods.

PHYSICAL EXAMINATION:

GENERAL: The patient is seated in her high-back chair. She looked disheveled and was just randomly looking around somewhat confused.

VITAL SIGNS: Blood pressure 134/78, pulse 77, temperature 97.7, respirations 17, O2 sat 98%, and weight 115 pounds. BMI is 22.5.
CARDIAC: She has regular rate and rhythm without murmur, rub, or gallop.

MUSCULOSKELETAL: Poor neck and truncal stability during day. Broda chair is in an upright position where she does well in and maintains truncal stability. No lower extremity edema. She can move her arms. She briefly weight bears for transfer assist.

NEURO: Orientation to self only. She generally has a flat expression. She looks about randomly. She does not speak. She occasionally will make utterances which she did not do today. She is unable to make her needs known and unclear that she understands anything around her.

SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN:
1. Improved p.o. intake with weight gain and now BMI of 22.1. Discontinue Megace which is currently 400 mg q.d. and has been in use since 09/20/23. We will do monthly weights. She requires feed assist at times, but does have finger foods and can be prompted to feed herself with that and would like to have her do that more.

2. Medication review. I have discontinued four no longer essential medications.
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