


PROGRESS NOTE

RE: Norma Farnon

DOB: 11/16/1950

DOS: 12/10/2025
Rivermont MC

CC: General followup.

HPI: A 75-year-old female who was in her room lying quietly in bed. She has a sitter who comes in the morning and stays with her until after dinner. She stated that the patient had some breakfast and then eaten lunch and then just wanted to stay in bed. She said she has not been wandering around today as much as she had the previous couple of days. Yesterday she had about five staples removed from a laceration on her scalp I think that may have worn her out she was reported to sleep soundly through the night. Today I was able to examine her she did not make eye contact or speak and there is no resistance to exam. The aide said that she was able to get her to eat. The patient was cooperative with being toileted after eating and it was clear to me when I saw her that she wanted to just curl back up onto the bed the aide first to straighten up the bed and then the patient curled up and napped. Staff report that patient is cooperative with taking her medications, does not roam the hallways as much as she used to, but still remains a bit difficult to redirect.

DIAGNOSES: Severe frontotemporal dementia, BPSD of care assistance, disordered sleep pattern roaming the hallways and not being redirectable just be to suppression, GERD, HTN, and gait instability with injury falls.
MEDICATIONS: ABH gel 1/25/1 mg per 0.5 mL topically 9 a.m., 6 p.m. and a p.r.n. schedule of q.8h., Tylenol ES 500 mg one tablet q.a.m., Depakote DR 125 mg 9 a.m. and 6 p.m., MVI q.d., Zoloft 75 mg q.d., trazodone 50 mg h.s., and valacyclovir 500 mg one tablet q.d.

DIET: Regular, minced moist, thin liquid, and one can chocolate Ensure b.i.d.

CODE STATUS: DNR.

ALLERGIES: SULFASALAZINE.

HOSPICE: Good Shepherd Hospice.
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PHYSICAL EXAMINATION:
GENERAL: Frail petite older female seen in her room, she was quiet, did not look at myself or the ADON. She quietly followed the directions of her sitter so that she could straighten the bed and then patient wanted to lay back down so she louder to tuck her in and did not make eye contact with myself of the nurse.

VITAL SIGNS: Blood pressure 129/64, pulse 70, temperature 97.6, respirations 18, O2 saturation is 92% on room air, and weight 101 pounds up4 pounds from last month.

MUSCULOSKELETAL: She is very thin, generalized decreased muscle mass and motor strength. She weight bears and she ambulates independently but today did not see interested in walking around as usual.

SKIN: The area of her scalp laceration appears healed, looking and feeling there were no remaining staples. There is some dry blood but no edema and no tenderness to palpation of the area. The remainder of her skin is warm, dry, and intact.

RESPIRATORY: Normal effort and rate. She does not do deep inspiration. Lung fields are clear without cough and symmetric excursion.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Scaphoid, nontender, and hypoactive bowel sounds.

GI&GU: The patient is incontinent of bowel and bladder, can be toileted and has a good appetite, can feed self.

PSYCHIATRIC: Today she appeared calmer in a more subdued than is typical for her, did not speak or utter and just interacted with the sitter.

ASSESSMENT & PLAN: Status post staple removal for scalp laceration fall related. The skin is healed and there is some dry blood in places that she did not want staff rubbing her scalp to remove. No residual edema, will just let it be for now. I have discussed whether a soft helmet would be appropriate for the patient’s use as she has had an increasing number of falls hitting her head and lacerations to her scalp to the side of her face all either requiring staples or sutures and it is a problem removing them here in the facility. She makes it known she is uncomfortable. She does not like it she cries so will look into whether we can utilize one of those.
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