


PROGRESS NOTE

RE: Edda Hurst
DOB: 09/08/1940
DOS: 02/26/2024
Rivermont MC
CC: Routine followup.
HPI: A 83-year-old female of German descent actually lived there and sought asylum in United States after war time. She is pleasant. She is pleasant and she is vocal about what she needs and what is going on around her and she will participate in things that she enjoys. She was sitting in the dining room after meal time by herself. I asked her if I could talk to her for a little bit and she states that of course and was very pleasant. She states that she thought she was coming to Oklahoma to live with family and she had just lost her sister a few months before moving here and then her husband a couple of weeks before moving here and so she is in a new state where her family is, but she is not living with him and that has been hurtful for her. She seems to be dealing with it much better now. Staff tells me that she comes out for meals and activities, she sleeps through the night. She can ask her what she needs. She gets along with other residents, but if somebody steps on her toes she will speak up about it. We informed there is also a social issue with the family member feeling that she does not belong in the memory care unit with the plan of getting her to live with them and I do not believe they have any POA designation.
DIAGNOSES: Hypertension, hyperlipidemia, history of CVA with likely vascular dementia, and DM-II.
MEDICATIONS: Seroquel 25 mg h.s., melatonin 3 mg h.s., ASA 81 mg q.d., Lipitor 40 mg q.d., D3 5000 IUs q.d., Norvasc 5 mg q.d. and ABH gel 125 1 mg/mL 0.5 mL b.i.d.
ALLERGIES: NKDA.
DIET: Regular.
CODE STATUS: DNR.
POA: Nephew John William Lehwald III. In the event he is unable Jane Lehwald.
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PHYSICAL EXAMINATION:

GENERAL: Well developed and nourished female, she is groomed with her hair styled and was very pleasant to sit with and talk.
VITAL SIGNS: Blood pressure 142/75, pulse 63, temperature 97.4, respirations 17, O2 saturation 99% and refused weight.
HEENT: She has full thickness here that she had combed herself. Sclera are clear. She wears glasses nares. Moist oral mucosa.
NECK: Supple without LAD and clear carotids.
CARDIOVASCULAR: She has regular rate and rhythm. No murmur, rub or gallop. PMI non-displaced.

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She ambulates independently. Moves limbs in a normal range of motion. Goes from sit to stand without assist and no lower extremity edema. No fall since admit.

ASSESSMENT & PLAN:
1. Moderate vascular dementia. No behavioral issues, initially she was a bit gruff and that was intent interpreted as care assistance it is not. It is probably just her German way, but she is cooperative. She has a sensitive caring side to her when she talks about her husband and their relationship and missing him. The patient is unaware that there is contention with one family member about her being in memory care and wants her out but will deal with things if and when they occur.

2. Behavioral issues initially resistance and I think it was more the tone of her voice sounding threatening, but she seems to be doing well on low dose ABH gel, so for right now we will leave her with that.

3. Insomnia. She is done well with melatonin and Seroquel combo no change.

4. DM-II. A1c ordered and reviewed. The patient is not on DM-II medications and does not remember if and when she was on any A1c in the absence of medication is 6.0 which for her age of 83 is acceptable, the actual target is 7.5. We will not start medication at this point in time.

5. CBC review all WNL.

6. CMP review WNL.

7. Screening TSH WNL at 1.26.
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Linda Lucio, M.D.
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