


PROGRESS NOTE

RE: Edda Hurst

DOB: 09/06/1940

DOS: 06/03/2026
Rivermont

CC: Fall followup.

HPI: An 85-year-old female seen sitting at a table in the dining room by herself. She was looking around and was receptive when I came and sat with her. I asked her how she was doing and she said she was fine and looked at me like to question me I told her I was aware that she had two falls and she remember those happening and she said of course her falls occur when she tries to self transfer going from bed to her wheelchair or just trying to get up on her own whether it is in the dining room or in her room. Fortunately, she had no injuries. The patient did have PT to help her adjust to the use of a wheelchair, I asked her if she was interested in little more therapy to help her know how to transfer. She did not seem interested in that. The patient sister-in-law has been bringing her items like clothing for summer, which I commented on that she looked nice and she told me that her sister-in-law has purchased it. Staff report that she is always out for activities in all meals show generally be quiet and she will sit at a table generally by herself and a few other people may join her but her interactions are limited.

DIAGNOSES: Advanced vascular dementia, BPSD in the form of care assistance and aggression, HTN, HLD, anxiety/depression, and gait instability due to severe OA.

MEDICATIONS: ABH gel 125/1 mg/mL and 0.5 mL topical t.i.d., Tylenol ER 650 mg q.a.m. and h.s., Norvasc 10 mg q.a.m., ASA 81 mg q.a.m., Caltrate Gummies b.i.d., clonidine 0.1 mg q.a.m., Depakote 125 mg one capsule b.i.d., melatonin 3 mg h.s., Seroquel 50 mg b.i.d., Zoloft 50 mg q.d., D3 5000 IUs q.d., Zinc oxide skin protectant b.i.d. and p.r.n.

ALLERGIES: NKDA.

DIET: Regular and mechanical soft with thin liquid.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and cooperative when seen just takes her little bit to relax and let her guard down.
VITAL SIGNS: Blood pressure 142/78, pulse 65, temperature 97.7, respirations 18, and O2 saturation 97%.

HEENT: She has full thickness hair, which is combed. EOMI. PERLA. Conjunctivae clear. Nares patent. Moist oral mucosa. She does not wear glasses or hearing aids.

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

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough and symmetric excursion.

MUSCULOSKELETAL: The patient has good neck and truncal stability seated in a wheelchair. She propels her wheelchair slowly but gets where she needs to. She has just a trace LEE at the ankle, which is for baseline. She is able to weightbear but has been encouraged to ask for assistance if she needs help transferring.

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

PSYCHIATRIC: The patients baseline is that she is generally guarded and keeps to herself when she does talk she is polite but it is about general things not anything personal.

ASSESSMENT & PLAN:

1. Verbal aggression/care resistance both random in occurrence. ABH gel current doses of 125/1 mg/0.5 mL can be applied topically b.i.d. p.r.n. We will monitor frequency of need and result.

2. Gait instability. The patient did have PT and the use of the wheelchair. We will now look at helping them stress transferring so that she knows how to do it more safely but with the goal of her also asking for assistance.
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