


PROGRESS NOTE

RE: Edda Hurst
DOB: 09/08/1940
DOS: 02/16/2026
Rivermont MC
CC: Gait instability.
HPI: An 85-year-old female who has moderate osteoarthritic change of her right knee and a 03/10/25 x-ray of her hips showed degenerative changes of both femoral heads with moderate osteoarthritic change and decrease mineralization while there is no fracture or dislocation. She does have moderate osteoarthritis of both hips. The patient’s gait is becoming more labored and appears uncomfortable. She is looking for things to hold on to. To date, she has had no falls. She does now – I have noted – stay put in one area of the dinning room where as before she would go from one table to the next. I am told by the ADON that patient’s sister-in-law Jane Lehwald is opposed to patient getting a wheelchair and states that she is concerned that she will just want to stay in the wheelchair and not try to walk anymore. The ADON tried to explain to her that her gait is unstable and the reasons for it and that did not seem to register with the SIL. I called Ms. Lehwald was able to get a hold of her we spoke for about 15 minutes. She did voice her concern that Ms. Hurst would just stay in the wheelchair and not want to walk anymore. She also asked me if PT would be of benefit. I informed her that we had tried PT several months ago and then recently the pain of walking affected her gait where PT felt that it was not to her benefit. I did tell her that PT would become involved if she had a wheelchair and the appropriate use of it as well as how to properly transfer to and from the chair. Any issue of shoes, which type would be safest for her was discussed and I told her I would look at her shoes and then would go from there.
DIAGNOSES: Advance vascular dementia, decrease of BPSD including aggression HTN, HLD, anxiety, depression and gait instability due to OA of both hips and increased in right knee.
PHYSICAL EXAMINATION:
NEURO: The patient is alert and oriented x2. Has to reference date and time. She is verbal. Can express her needs. She understands most of what is said to her. She is interactive with residence. She is comfortable with and she will talk to different staff that she is also comfortable with. When I had spoken with her about a manual wheelchair, she was receptive to it.
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CARDIAC: Regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Normal effort in rate. Clear lung fields. No cough. Symmetric excursion.

MUSCULOSKELETAL: She moves arms. Has good grip strength. Ambulation is short distance holding onto things favoring her right knee and then her hips at different times. She has trace of lower extremity edema.

ABDOMEN: Soft. Bowel sounds present. Protuberant and nontender.

SKIN: Warm, dry, and intact with fair turgor.

ASSESSMENT & PLAN:
1. Gait instability secondary to OA of both hips and right knee. Having spoken with her POA, she is more open to patient having a wheelchair, so that she can get around safely and reassured her that it is unlikely that she would not want to get out of it for any reason and that she would be taught how to operate it safely and how to transfer to and from and would have foot rest, so that her feet won’t be dragging the ground or always in a dependent position.
2. BPSD. There has been decrease in any kind of acting out or resistance. I am told she is generally quiet spends a day in the day room eats and feeds herself. We will watch activities occasionally participate.

3. Hypertension. Review of BPs shows two systolic pressures greater than 150 otherwise they are in the 105 to 140 range. Needed adjustment in her BP meds.

4. Pain management. The patient takes Tylenol 650 mg ER b.i.d. previously she had been on Norco that was effective for her and then she decided she did not want to continue using it, so she has done well with the Tylenol.

CPT 99350 and direct POA contact 15 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
