


PROGRESS NOTE

RE: Edda Hurst
DOB: 09/08/1940
DOS: 12/10/2025
Rivermont MC
CC: Followup on behavioral issues.

HPI: An 85-year-old female seated in the dining room having lunch. I sat at the table where she was. She was quiet, made eye contact with me and then later said her good morning lady which is how she greets women. She was actually pleasant, not obtrusive and then when I asked how she was doing, she said she was doing good and that she was calmer and the antagonism and just aggression that she was showing with some regularity started to subside with medication adjustments made at last visit. The patient is alert, able to give information. She interacts with the people around her, but she seems to know more when to quit talking and watches what she says. 
DIAGNOSES: Vascular dementia advanced, BPSD of aggression which had been physical, verbal and gesture in nature directed to residents and staff – those things have decreased, HTN, HLD, anxiety and depression.

MEDICATIONS: ABH gel 1/25/1 mg/0.5 mL 0.5 mL topically 9 a.m., 1 p.m. and 6 p.m. with p.r.n. schedule, Tylenol ER 650 mg one tablet a.m. and h.s., Norvasc 10 mg q.d., ASA 81 mg q.d., clonidine 0.1 mg with parameter when to give, Depakote DR 125 mg one capsule q.a.m. and 8 p.m., melatonin 3 mg h.s., Seroquel 50 mg 9 a.m. and 3 p.m., Zoloft 50 mg 9 a.m., and vitamin D3 5000 IUs q.a.m. 
ALLERGIES: NKDA.

DIET: Regular, mechanical soft, and thin liquid.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient seated quietly, having lunch. She made eye contact with me, said hello and she appeared relaxed.

VITAL SIGNS: Blood pressure 152/87, pulse 76, temperature 97.6, respirations 18, O2 sat 93%, and weight 156 pounds, a weight gain of 4 pounds.
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HEENT: Her hair is full thickness, clean and combed. Her glasses are in place. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Protuberant and nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: The patient ambulates with a limp favoring her right hip and when asked if she needs more pain medication i.e. more Tylenol, she denies and says that she is fine and defers the use of a walker, says that it is more dangerous for her than it helps. She has trace bilateral lower extremity edema. She moves arms in a normal range of motion. Good grip strength.

PSYCHIATRIC: She appears calm and relaxed. She was soft spoken. Content was coherent. She did not make any negative expressions or comments about some of the more advanced patients as she would get frustrated before and do that.

ASSESSMENT & PLAN:
1. Moderate vascular dementia with BPSD which has decreased with medical treatment without compromising her alertness and cognition. We will continue with the ABH gel as it is scheduled. 
2. Pain management. She is taking Tylenol ER twice daily. That helps, but it does not fully eradicate it, but she does not want to have much more medication. 
3. Depression/anxiety. She has quetiapine twice daily and Zoloft in the morning and there seems to be a good balance there. 
4. General care. She is not due for labs until March 2026. Last ones were all fairly normal. 
CPT 99350
Linda Lucio, M.D.
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