


PROGRESS NOTE
RE: Norma Farnon
DOB: 11/16/1950
DOS: 07/18/2023
Rivermont MC
CC: A 30-day note.
HPI: A 72-year-old with end-stage Alzheimer’s/FTD disease is seen in room, she is lying in bed and then gets up quickly on her own and comes over to me and starts pushing down on her lower pelvic area and mumbles something about, I could not figure out what it was and then she wanted me to look, she tried grabbing my hand to check, she sounded as though she were in discomfort. The ADON came in at that time and I told her that we might need to check her GU area for possible rash. The patient then looked around and just probably went and laid back to bed on her tummy, which is what she generally sleeps on. I was able to get her to cooperate so that we could do GU look. The patient’s husband lives in IL, he comes to visit her every day; she does not seem to have recognition of who he is or have a reaction when he leaves. Staff report that she will eat, but requires setup and cueing and it does get messy as well. Otherwise, she spends most of her time in room lying in bed, is coaxed to come out for activity, but declines.

DIAGNOSES: End-stage Alzheimer’s/FTD disease, BPSD; the patient is intrusive without awareness that that is what she is doing, whether it is directed toward the residents who were talking or staff, DM II, insomnia and HSV-2 suppression.

MEDICATIONS: ABH gel 2/50/2 mg/mL 1 mL at 9 a.m. and 4 p.m., MVI q.d., Depakote 125 mg b.i.d., Pepcid 20 mg q.d., meloxicam 7.5 mg q.d., trazodone 100 mg h.s., valacyclovir 500 mg b.i.d.
ALLERGIES: SULFASALAZINE.
DIET: NCS with Ensure one can q.d.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Frail and confused appearing female who randomly was walking around and mumbling unintelligibly, did not appear ill.
VITAL SIGNS: Blood pressure 128/72, pulse 73, temperature 97.7, respirations 17, O2 sat 98% and weight 102 pounds; weight gain of 3 pounds from last month, BMI is 18.3.
HEENT: Her hair is unkempt, shoulder length, gray. Conjunctivae clear. Nares patent. Slightly dry oral mucosa.

CARDIAC: She had regular rate and rhythm. No MRG.

RESPIRATORY: She does not cooperate for deep inspiration, but did not have any DOE with speech or continued movement. Lung fields to auscultation are clear and no cough.

ABDOMEN: Scaphoid, nontender. Bowel sounds present.

GU: The peri-area skin was checked by myself and the DON. There is no pink or redness. No lesions noted. She had not soiled her brief and then exam of perirectal area was also clear. Normal tissue.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. Ambulates independently and at somewhat brisk pace, turns quickly and is steady.
SKIN: Warm, dry and intact. No bruising or breakdown noted.

ASSESSMENT & PLAN:

1. Sarcopenia. Despite a weight gain of 3 pounds, she still got a BMI of 18.3. She is generally in constant motion and is distractible during mealtimes, so we will continue to cue her back to eating and continue with the Ensure. We need to redirect the patient to p.o. intake and supplement with additional protein drinks as needed and so I am writing for Ensure one can b.i.d.
2. DM II. We will inactivate this diagnosis. On 05/16, an A1c of 5.6 noted. She was on metformin 250 mg q.d. It was discontinued. We will do just a followup A1c on 08/16.

3. HTN. BPs monitored for the last three weeks are all within target range as are pulse rates.

4. Just continue to urge her to have personal care done and, if this is an issue, then we will need to premedicate her and encourage p.o. intake.
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