


PROGRESS NOTE

RE: Norma Farnon
DOB: 11/16/1950
DOS: 04/25/2023
Rivermont MC
CC: Decline.

HPI: The patient with advanced Alzheimer’s/frontotemporal dementia seen in the room. She was lying on bed. Staff had reported that she stays in her room, does not come out to include for meals. She is generally weaker with an overall p.o. intake. She is cooperative to taking medications, but she is just at a place where she infrequently makes any need known to the extent that she can. She was lying on her bed when I came into the room. She was dressed and then she stirred and got herself up. I told her if she sat on the edge of the bed for exam that would be adequate. When I was done with her, she promptly laid herself down on top of her bedspread. When I asked if she was in pain or if she felt sad, she really is not able to give any information. She has had one fall on 04/03/23 in the hallway between room and going to DR, fell, hit her head and complained of right hip pain, sent to NRH ER. Negative hip fracture. Head CT negative for acute change. Laceration to forehead treated. She had an abrasion to the right side of her scalp and a contusion to her right hip that has all resolved and she has remained ambulatory. 
DIAGNOSES: Advanced Alzheimer’s/FTD, BPSD which is decreased, DM II, insomnia, and HSV-2 suppression.

MEDICATIONS: ABH gel 2/50/2 mg/mL 0.5 mL q.a.m. routine, Depakote 125 mg b.i.d., Haldol 1 mg at 6 p.m., Exelon patch 4.6 mg q.d., trazodone 100 mg h.s., and Effexor 37.5 mg which has been tapered off, MVI q.d., Pepcid 20 mg q.d., melatonin 3 mg h.s., meloxicam 7.5 mg q.d., metformin 250 mg q.a.m. a.c., and valacyclovir 500 mg b.i.d. routine.

ALLERGIES: SULFASALAZINE.

CODE STATUS: DNR.

DIET: NCS.
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HOSPICE: Good Shepherd.

PHYSICAL EXAMINATION:

GENERAL: Frail and petite female, lying down, gets herself up and then lies back down. She states a few words with a shaky voice. 

VITAL SIGNS: Blood pressure 121/69, pulse 81, temperature 96.8, respirations 15, and weight 101 pounds – down 5 pounds in four weeks with a BMI of 18.1.

RESPIRATORY: She does not cooperate with deep inspiration, but lung fields are relatively clear without cough.

CARDIAC: Regular rate and rhythm. No M, R or G.

MUSCULOSKELETAL: She has generalized motor strength and muscle mass. No lower extremity edema. She remains weightbearing and can stand and then she gets herself into bed, repositions without assist.

NEURO: Orientation x 1. She has verbal capacity. She speaks less frequently. When she does, it is clear. Today, she was able to ask a couple of clear questions and give yes and no answers that appeared appropriate in context. Affect was flat.

ASSESSMENT & PLAN:
1. Progression of Alzheimer’s/FTD dementia. The patient has been sleeping a lot, staying in her room with less p.o. intake showing weight loss about 5% of her overall body mass in four weeks. Given the q.d. ABH gel, I am going to hold Depakote a.m. and p.m. x 1 week to assess whether she needs the medication. She may have progressed to a point where it is no longer needed and discontinue her 4 p.m. Haldol and instead we will give a dose of ABH gel at 4 p.m. as it also contains 1 mg of Haldol. 
2. DM II. Order for A1c on 05/15/23 and the goal will be hopefully to be able to discontinue metformin altogether. 
In mid-May writing for lab and if acceptable, we will discontinue metformin 250 mg q.d.
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Linda Lucio, M.D.
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