


PROGRESS NOTE

RE: Norma Farnon
DOB: 11/16/1950

DOS: 03/25/2024
Rivermont MC

CC: Fall followup.

HPI: A 73-year-old female walking down her hallway, she just looks about randomly and mumbles to herself, was trying to open the door of another room, I approached her and said I wanted to visit with her and so she followed the ADON going to her room. Inside, she is walking about from the entry to the window and back, has to be directed to sit down, which was difficult for her to stay seated and then just mumbling to herself. She just looks about randomly, she will make eye contact for a little bit and then it is just often another train of thought, was able to examine her though. The patient appeared to not want me to see her face and she would lie down and put a pillow so that it was covering the right part of her face where she has a black eye and some forehead bruising. The patient had a fall a week ago today, she was walking independently and just got twisted up on her own feet, fell forward and ended up with a right black eye and bruising the right side of her forehead and she appears to be self-conscious about it. Palpation to the area and then palpation periorbital, I think she was just a little more hesitant to let it be touched, but there did not appear to be pain elicited. The sclerae are clear. The skin remains intact, but again violaceous bruising around the eye down onto the cheek and then the right side of her forehead and temple.

DIAGNOSES: Frontal lobe dementia, BPSD, hypertension, GERD, disordered sleep pattern, HSV-2 suppression.
MEDICATIONS: ABH gel 1/25/1 mg/mL 0.25 mL 8 a.m. and noon and then 0.5 mL at 4 p.m., MVI, divalproex 125 mg b.i.d., Pepcid 20 mg q.d., meloxicam 7.5 mg q.d., trazodone 50 mg h.s. and valacyclovir 500 mg two tablets b.i.d.

ALLERGIES: SULFASALAZINE.

DIET: NCS with one can chocolate Ensure b.i.d.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
VITAL SIGNS: Blood pressure 130/78. Pulse 89. Temperature 97.4. Respirations 17. O2 saturation 98%. Weight 99 pounds.
RESPIRATORY: She does not cooperate with deep inspiration. Lung fields are clear. She had no cough.
CARDIAC: She has regular rate and rhythm. No murmur, rub or gallop.

ABDOMEN: Flat and nontender. Hypoactive bowel sounds.

MUSCULOSKELETAL: Ambulates independently as she was today and just looks about randomly. Moves her arms in a normal range of motion. Goes from sit to stand and vice versa without assist. No lower extremity edema. Generalized decreased muscle mass, but adequate motor strength.
PSYCHIATRIC: She had a shorter attention span today than previously, just looking about randomly, was agitated most of the day and not redirectable.
ASSESSMENT & PLAN:
1. Fall followup. Even though she is conscious of the bruising, there does not appear to be anything that needs to be done at this time.

2. Frontal lobe dementia clear progression. The patient appears to be more detached and requires staff assist with 5/6 ADLs and monitoring for gait and safety.
3. Behavioral issues related to dementia. ABH gel 1/25/1 mg/mL 0.25 mL will be placed on the patient at 8 a.m. and noon and then at 4 p.m. 0.5 mL to be placed. We will monitor for sedation versus benefit and adjust changes as needed.

4. Right wrist ganglion cyst. This is secondary to trauma. There is no treatment that is indicated, just give it time.
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Linda Lucio, M.D.
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