


PROGRESS NOTE

RE: Edda Hurst
DOB: 09/08/1940
DOS: 11/11/2025
Rivermont MC
CC: Followup on behavioral issues.
HPI: An 85-year-old female seen in the dining room. She was sitting at a table near the central area of the dining room; usually she will sit at a table or a chair by itself far away from the central group. Her chart had been placed where she would be sitting, so it was ready when I would see her and she just made herself comfortable opening her chart and going through it. Whether she understood anything that she appeared to be reading is unlikely. I just let her go ahead and look through things and she seemed to enjoy it. She has had no falls. Staff reports that she is sleeping through the night. She continues to come out for meals. When I saw her last month, there had been an increase in her aggressive behaviors that she directed primarily toward residents, but also some staff. She had been involved in just intentionally pushing down one of the frailer female residents and it resulted in fractures that lead to hospitalization and it was impressed upon her how that behavior was unacceptable. I reviewed the medications with the DON and ADON and we made a decision to increase her ABH gel at the same dose from b.i.d. to t.i.d. with a p.r.n. dose for breakthrough behaviors. The t.i.d. dosing of the ABH gel seemed adequate and taking the edges off her behavior with aggressiveness. She has occasionally been given the p.r.n. dose when she is starting to look a little edgy or act a little so. 
DIAGNOSES: Vascular dementia, BPSD of aggression – physical, verbal and gesture directed to patients and staff alike and that has decreased over the past three to four weeks. HTN, HLD, anxiety, and depression.

MEDICATIONS: Unchanged from last note.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Mechanical soft with thin liquid.
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PHYSICAL EXAMINATION:

GENERAL: Well-developed and well-nourished female, well groomed, sitting in the dining room and quiet and just going through her own medical record, seeming to be reading different things.

VITAL SIGNS: Blood pressure 154/80, pulse 80, temperature 97.7, respirations 18, O2 sat 98%, and weight 152 pounds which is a weight gain of 6 pounds from last month.

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

ABDOMEN: Protuberant, somewhat firm and nontender. Bowel sounds present.

MUSCULOSKELETAL: She is weightbearing. She ambulates with a walker. She favors her left hip which is essentially bone-on-bone. She does have a wheelchair for distance if she needs it. She has no lower extremity edema. She moves arms in a normal range of motion.

NEURO: She made eye contact. Soft spoken with clear speech. She can voice her needs. She understands what is said to her. She does have a strong German accent, but I think her English is quite good. She was less defensive and made better eye contact and I just asked her how she was doing and kept it light and if she was going to be aggressive, it would be up to her to initiate it which she did not. 

PSYCHIATRIC: Overall appears calmer and more social and I think seems just more aware of how she comes off to other people. 
SKIN: Warm, dry and intact with good turgor. No bruising or breakdown noted.

ASSESSMENT & PLAN:
1. BPSD of aggressive behaviors that has been tempered with an additional dose daily of ABH gel, so she now receives 0.5 mL t.i.d. versus b.i.d. and there is no evidence of sedation, inability to safely ambulate, etc. 
2. Hypertension. I did review her blood pressures for this month and actually there has only been one reading where her systolic was 154; otherwise systolics have been 145 to 115, so no change in her medication there. 
CPT 99310
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
