


PROGRESS NOTE
RE: Norma Farnon
DOB: 11/16/1950
DOS: 02/21/2023
Rivermont MC
CC: Followup on FSBS and lab.
HPI: A 72-year-old seen in the dining room where residents just had lunch, a few were still eating, the remainder of them walking around and some level of interaction with staff or one another. The patient is a thin almost frail-appearing female who walks around slowly making eye contact with people and talking to them. Her speech is clear and is articulate with the content, is random and unclear what she is talking about; questions asked of her, she does not answer, but just keeps talking. Staff report that PO intake is poor, but stable. The patient had cough with mild congestion, nonproductive. No fevers or chills and she continued to move about as usual. I was contacted with, Tussin DM ordered, which was of benefit and she began meloxicam 7.5 mg q.d. for shoulder and arm pain and that also appears to be of benefit and that was per hospice.
DIAGNOSES: Advanced Alzheimer’s disease/FTD, DM II, insomnia, HSV-2 suppressive therapy and BPSD of roaming around and talking to residents face-to-face, which needs redirection.
MEDICATIONS: ABH gel 2/50/2 mg/mL 0.5 mL q. 9 a.m., Depakote 125 mg q.d., Haldol 1 mg 6 p.m., Exelon patch 4.6 mg q.d., melatonin 3 mg h.s., trazodone 100 mg h.s., MVI q.d., valacyclovir 500 mg b.i.d. and Effexor 37.5 mg q.d.
ALLERGIES: SULFASALAZINE.

DIET: NCS.
CODE STATUS: DNR.

HOSPICE: Good Shepherd.
PHYSICAL EXAMINATION:
GENERAL: Thin older female walking about randomly in the dining room.
VITAL SIGNS: Blood pressure 136/64. Pulse 56. Temperature 97.2. Respirations 16. Weight 107 pounds.
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HEENT: Her hair is very thin and wispy. Conjunctivae are clear. Native dentition with fair repair. Moist oral mucosa.

CARDIOVASCULAR: Regular rate and rhythm. No MRG.

RESPIRATORY: She wanted to talk through that part of the exam. Lung fields are clear. No cough. Symmetric excursion. No conversational dyspnea.

ABDOMEN: Scaphoid. Bowel sounds present.

MUSCULOSKELETAL: Ambulates independently. Bilateral ankle edema trace. Moves arms in a normal range of motion, steady and upright.
NEUROLOGIC: She is alert. Orientation x 1. Speech clear, but random content and often a combination of words, no formed sentences and can be difficult to redirect unable to give information.

SKIN: Warm, dry, intact, and fair turgor.
ASSESSMENT & PLAN:
1. DM II. A1c 6.0 on metformin 250 mg b.i.d. a.c. Given her decreased intake with weight loss and a near normal A1c, we will decrease her metformin to 250 mg q.a.m., three-month check, see how she does and if remains in parameters acceptable for her age, then we will discontinue medication.
2. Pain management. She does not appear to be in any discomfort. She is moving all limbs and walking about without evidence of discomfort, so meloxicam 7.5 mg q.d. appears to be effective. We will add Pepcid 20 mg q.d. for GI protection.

3. Code status clarification. DNR form is in her chart. Signed by her husband/POA Patrick Farnon. So, code status is DNR.

4. Cough. This was a few weeks back, appears to be resolved.

5. Weight loss. She appears at least for the last two months to have stabilized at 107 pounds with a BMI of 18.4; encourage PO intake and also the patient’s continual movement a factor in weight loss as well.
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Linda Lucio, M.D.
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