


PROGRESS NOTE
RE: Edda Hurst
DOB: 09/08/1940
DOS: 09/03/2025
Rivermont MC
CC: Behavioral issues.
HPI: An 84-year-old female with moderate stage vascular dementia has had increasing episodes of aggression and irritability related to the more advanced dementia patients that will be around her and act out. She does not tolerate that. There have been couple of patients in particular who have had advancement of their dementia and increasing their behaviors and that triggers her. Today, I talked to her about that and she was just adamant that it is not right for them to be like that and they get in the way and they are annoying to her. So, I had ordered ABH gel on 08/11/2025, when there was some behavioral issues that were starting and she only had intermittent doses of it now. She is receiving ABH gel routinely and it seems to have helped tempered some of her increased irritability and acting out. There is no evidence of sedation or change in gait etc. When I spoke with her, she was very brief and did talk about herself.
DIAGNOSES: Vascular dementia with increased behavioral issues, BPSD of aggression directed toward specific residence and care resistance, HTN, HLD, history of anxiety, and depression.
MEDICATIONS: ABH gel 125/1 mg/0.5 mL she receives 1 mL topically 3 p.m. and h.s. and 0.5 mL at 8 a.m., Tylenol ER 650 mg routine b.i.d., Norvasc 5 mg q.d., ASA 81 mg q.d., clonidine 0.1 mg q.d. with parameters when to give, Depakote 125 mg q.a.m., Norco 5/325 mg t.i.d., melatonin 3 mg h.s., Seroquel 25 mg h.s., Zoloft 50 mg q.a.m. and vitamin D3 5000 units q.d.
ALLERGIES: NKDA.
CODE STATUS: DNR.
DIET: Mechanical soft with thin liquid.
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PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished female seated in the dining room. She was quiet and just watching the other residents.
VITAL SIGNS: Blood pressure 147/74, pulse 69, temperature 97.7, respiratory rate 18, O2 sat 98% and 149 pounds.
HEENT: She has full-thickness hair. EOMI. PERLA. Wears corrective lenses. Nares patent. Moist oral mucosa.
CARDIAC: She has regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Normal effort and rate with clear lung fields. No cough.

MUSCULOSKELETAL: She ambulates independently. She has slight limp favoring her left hip, which was x-rayed and shows significant osteoporosis. She moves arms in a normal range of motion has good grip strength.
ASSESSMENT & PLAN:
1. Gait instability. The patient has a walker that she has been encouraged to use both for distance and within short spaces because it is clear that her hip bothers her despite taking Norco that she has it available, we will use it when she really needs to otherwise she gets by independently.
2. Behavioral issues with the current ABH gel. There has been some decrease in her aggression and hostility toward some of the more advanced residence so we will continue with that adjust it as we need to.

3. Hypertension. Clonidine was added last month and it appears to have been a benefit. Review of BPs over the past two weeks show systolic range from 137 to 154 and that is an outlier where the other 13 are; the highest is 145. Diastolic is 58 to 95. Going to increase her Norvasc to 10 mg q.d.
4. Hip pain for now. The patient defers and increasing Norco and has additional Tylenol that she states helps.
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Linda Lucio, M.D.
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