


PROGRESS NOTE

RE: Linda Miller

DOB: 12/08/1943

DOS: 02/11/2025
Rivermont MC

CC: The patient is seen with husband present at his request.

HPI: An 81-year-old female who was seen in the dining room, husband was feeding her. She is brought into the dining room for each meal and requires staff feed assist. Husband present today fed his wife; otherwise, it is one of the facility aides and she is generally compliant, but eats small amounts. The patient has had no falls or acute medical events this past 30 days.

DIAGNOSES: End-stage primary progressive aphasia now nonverbal, unspecified end-stage dementia, advanced anxiety disorder, poor neck and truncal stability; is in Broda chair, hypothyroid, GERD, HLD, disordered sleep pattern, and history of HSV keratitis.

MEDICATIONS: Unchanged from 01/13 note.

ALLERGIES: Multiple, see chart.
DIET: Regular finger foods.

CODE STATUS: DNR.

HOSPICE: Enhabit Hospice.

PHYSICAL EXAMINATION:

GENERAL: Chronically ill-appearing frail female reclined in Broda chair.
VITAL SIGNS: Blood pressure 145/75, pulse 80, temperature 97.1, respirations 16, O2 saturation 96%, and weight 123 pounds.

HEENT: Full-thickness hair. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD.

CARDIOVASCULAR: She had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Decreased bibasilar breath sounds secondary to limited effort. Lung fields clear. No cough. Symmetric excursion. She does not understand deep inspiration.
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ABDOMEN: Soft. Hypoactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She is nonweightbearing. Poor grip strength. She is not able to hold a utensil and she has limited ROM of upper and lower extremities.

NEURO: Orientation x1, nonverbal, just looks about randomly; when her husband speaks to her, she does not necessarily look in his direction. Not able to give information, doubt that she understands any given information. She appears the majority of time detached from the environment, occasionally will just randomly have a smile or a bit of a laugh.

SKIN: Thin, dry, and intact. No breakdown noted.

ASSESSMENT & PLAN:

1. End-stage advanced primary progressive aphasia, dependent for assist in 6/6 ADLs, nonverbal and likely does not understand what is going on around her.

2. Very poor neck and truncal stability; continue with Broda chair, requires frequent readjustment. She is not able to reposition herself and, due to the frequent positional change, we have avoided skin breakdown.

3. Generalized frailty. Again, monitoring and staff are always looking in on her when not in the day room. Husband remains very involved in her care and spoke with him today.

4. Disordered sleep pattern. Remeron appears effective as she sleeps well through the night and will sleep when lies down for nap.

5. Social. I spoke with husband at length about her current condition and told him there is no time that I can give as to duration of life and I did inform him I was going to look at her medications and that nonessentials would be brought up to him for discontinuation. One is the Zirgan eye drops, which is indicated for acute HSV keratitis and the patient has not had that as an issue in over a year that I have been taking care of her.
CPT 99350 and direct POA contact for a total of 30 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
