


PROGRESS NOTE

RE: Norma Fornon
DOB: 11/15/1950
DOS: 02/26/2024
Rivermont MC
CC: Routine followup.
HPI: A 73-year-old female with advanced frontotemporal dementia, seen today. She as per usual, was in her room in bed. The patient was awake, she turned over to look see who it was, I was standing at bedside talking to her and she continued to keep eye contact with me and I asked if I could check her and she was in agreement. The ADON was also present and greeted the patient. The patient, I am told is generally in her room, she will come out for meals and has to be directed to eat showed this kind of look around and seem to forget that she is there to eat and will spend time walking around the halls, she likes to check doors for any that may be open and she will go in and take things out. In spite of be spending time in bed during the day, she sleeps through the night. The patient did have a fall over the weekend where she and another resident were walking and just head on hit each other both going to the ground and hitting her head on the floor. They were transferred to the emergency room after exam the patient returned with no new orders ruled out any acute intracerebral injury and just some minor skin abrasions that were cleaned but not covered.
DIAGNOSES: Advanced frontotemporal dementia, DM-II, incontinence of B&B, insomnia, and HSV suppression.
MEDICATIONS: Unchanged from 01/31 note.
ALLERGIES: SULFASALAZINE.
DIET: NCS with one can Ensure b.i.d.
CODE STATUS: DNR.
HOSPICE: Good Shepherd.
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PHYSICAL EXAMINATION:

GENERAL: Frail petite female lying in bed and just seem very comfortable.
VITAL SIGNS: Blood pressure 123/67, pulse 55, temperature 97.5, respirations 18, O2 saturation 98% and weight 93 pounds stable.
CARDIAC: She has regular rate and rhythm without murmur, rub or gallop.

ABDOMEN: Flat and nontender. Bowel sounds hypoactive, but present.
MUSCULOSKELETAL: Ambulates independently. Moves arms in a normal range of motion. This was the first fall that she had in some time. No lower extremity edema.
NEURO: She was cooperative to letting me examine her. She just looked at me blankly. She did speak randomly unclear what she was trying to communicate. She did not seem distressed and when asked specific questions either did not say anything or mumbled something that was hard to decipher. She can be redirected with effort and is cooperative with medications and personal care though she has to be premedicated.
SKIN: She has an area of abrasion under her chin that is red, but no warmth, tenderness or drainage and then the area above her upper lip there is also abrasion that I am told was there before the most recent fall and appears to be healing appropriately and is just redness to her forehead with intact skin.
ASSESSMENT & PLAN:
1. Fall followup. Evaluation at ER ruled out any acute changes other than some minor abrasions and return with no new orders.
2. Advanced FTD, there is subtle, but clear progression of disease. The patient tends to want to stay in her room and will come out at other times walking up and down the halls and door checking to see, which one she can enter. Staff are aware of this and monitor her when she is out.

3. History of DM-II. The patient was weaned down on metformin the last dose that she had taken was 250 mg q.a.m. A1c on that medications was 5.6 which is in the non-diabetic range, at her age target value is 6.5 to 7. Discontinued metformin and will do a random A1c followup at three months, off DM-II medication.
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