


PROGRESS NOTE
RE: Gwen Weatherspoon
DOB: 10/26/1940
DOS: 08/21/2024
Rivendell AL
CC: X-ray review.
HPI: An 83-year-old female status post CVA almost a year ago, but residual deficits include dysphagia, arthralgias, and right sided hemiplegia. The patient has had some swallowing concerns and last week wrote for modified diet, which she is in agreement with and ordered a bedside swallow study with speech therapy evaluation. On 08/16/2024, there is a note in her chart that she received the dysphagia evaluation and the findings that she had mild to moderate oropharyngeal dysphagia and they recommended speech therapy two to three times a week for 12 weeks. So apparently she did receive a bedside swallow study on 08/16/2024 and in speaking with her today, she did not remember that.
DIAGNOSES: Embolic CVA 08/20/23 with resulting right side hemiplegia, chronic pain management, dysphagia, aphasia, depression, GERD, HTN, chronic pain management and requires an electric wheelchair.
MEDICATIONS: Benicar 40 mg at 2 p.m., amlodipine 10 mg q.a.m., gabapentin 100 mg t.i.d., Nystatin cream under breasts q.d., Dexilant 60 mg q.d., Eliquis 5 mg b.i.d., Lexapro 10 mg q.d., Flonase nasal spray q.d., Mag-Ox b.i.d., PreserVision one cap q.d., and Effexor 150 mg q.d.
ALLERGIES: Multiple – see chart. SHELLFISH allergy
CODE STATUS: DNR.
DIET: NAS.
PHYSICAL EXAMINATION:
GENERAL: The patient alert and interactive.
VITAL SIGNS: Blood pressure 130/60, pulse 78, temperature 98.9, respiratory rate 18, and weight 149 pounds.
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RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough.

MUSCULOSKELETAL: She has good neck and truncal stability when seated. She operates her electric wheelchair safely. No LEE.

NEUROLOGIC: Able to express her needs. She is oriented x 2 and has to be referenced to date and time. Asked appropriate questions. Able to give information for self. She does have some short-term memory deficits. She did not recall the bedside swallow study, but did tell me that her diet is changed and that therapy is working with her.

SKIN: Warm, dry, intact with good turgor.

ASSESSMENT & PLAN:
1. Dysphagia. PT to work with the patient two to three times a week for 12 weeks. Diet is changed to minced, moist. Continue with regular thin liquid.

2. Dysphagia pills – meds to be whole in puree or with nectar thick liquid.

3. Obstructive sleep apnea with CPAP use. Unclear what settings are to be set for the use of her CPAP. She has not had a sleep study in sometime and does not know what the settings are, so DON will address with family what further they want to do.
4. X-ray review. This was obtained 08/14/2024. She was having shortness of breath at that time. It shows a 2.3 cm rounded opacity at the right base of the lung. No pleural effusion or cardiomegaly. Lung fields are otherwise clear. The patient is aware of these results.
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