


PROGRESS NOTE

RE: Norma Farnon

DOB: 11/16/1950

DOS: 11/13/2023

Rivermont MC

CC: Followup dementia progression.
HPI: A 72-year-old with advanced Alzheimer’s and frontotemporal dementia observed in the dining room. The patient is ambulatory; she can walk and then she will start to become unsteady, will hold onto something and then continue. She has a walker that she does not really use and does not take to a wheelchair either. She is bright and bubbly sitting at a table with other female residents. When I spoke with her, she randomly starts talking and I am not sure what she is referencing, but she is happy. She comes out for meals, likes to participate in activities and is always socializing. There have been no behavioral issues with her nor has she had any falls or other medical events this month.

DIAGNOSES: Advanced Alzheimer’s/frontotemporal dementia, DM II, insomnia, incontinence of B&B, and HSV suppressive therapy.

MEDICATIONS: Unchanged from 10/16 note.

ALLERGIES: SULFASALAZINE.
DIET: NCS with Ensure one can b.i.d. chocolate.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Frail petite female who just looks around randomly and does what she chooses.

VITAL SIGNS: Blood pressure 127/69, pulse 69, temperature 98.0, respirations 18, O2 saturation 99%, and weight 98 pounds, which is a 3-pound weight loss in one month.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.

NEURO: Orientation x1. She will make eye contact when spoken to and she smiles and she will talk here and there; it is just random comments, not necessarily in context to what was asked or going on around her. Her affect is usually bright and animated and she likes to talk to or socialize with whoever is around her.
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MUSCULOSKELETAL: She is thin and easily moves around amongst tables and other people going up to them and touching them and then just walking; however, she chooses. She has no lower extremity edema. Moves her arms in a normal range of motion.

SKIN: Thin and dry. No bruising or skin tears noted.

ASSESSMENT & PLAN:

1. Advanced Alzheimer’s/FTD dementia. She does not seem to be in distress. She comes to meals, activities, is able to feed herself, not necessarily able to make her needs known. Staff are very aware of when she is in distress and know how to address it with her.

2. History of DM II. The patient was on metformin 250 mg q. breakfast and, on that medication, her A1c returned at 5.6, so she is no longer on metformin, no longer has a diagnosis of DM II. She has not had an A1c check off medication, so we will order that just to have an idea of where her glycemic control was.

3. General care. She is due for annual labs, so a CMP and CBC ordered.
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