


PROGRESS NOTE

RE: Norma Farnon
DOB: 11/16/1950
DOS: 05/13/2024
Rivermont MC
CC: Fall followup.

HPI: A 73-year-old female with advanced frontal lobe dementia is seen today and fall followup. At 5:12 p.m. in room, the patient fell, hit her head. There was some bleeding around her mouth, examined in ER and returned with no new orders. When seen in the dining room, she had just come in there on her own. She walks around barefoot putting socks on her does not last very long. She was just looking around and it took a little effort to get her to sit still so I could check her out and then later she is just drumming up and down the halls randomly.

DIAGNOSES: Frontal lobe dementia with clear progression, BPSD as decreased as dementia has progressed, HTN, GERD, HSV-2 suppression and disordered sleep pattern.

MEDICATIONS: Unchanged from 04/23/24 note.

ALLERGIES: SULFASALAZINE.

DIET: NCS with Ensure one can b.i.d.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Frail petite female just with a blank expression wandering around.

VITAL SIGNS: Blood pressure 128/76, pulse 72, temperature 97.4, respirations 17, O2 sat 98%, and weight 97 pounds.

HEENT: She has wispy blonde hair uncombed. Sclerae are clear. Nares patent. She had a bump on the left upper lip. There was slight tenderness to palpation. No evidence of bleeding currently.

NECK: Supple. No LAD.

RESPIRATORY: Normal effort and rate. She does not cooperate with deep inspiration. Lung fields are clear. No cough.
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CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Scaphoid. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength, independently ambulatory, moves limbs in a normal range of motion and no LEE.

NEURO: Orientation x1. Unable to voice needs, unlikely she understands given information. Affect is generally blank expression. Verbalizations are random and out of context.

SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN:
1. Fall followup. The laceration bleeding on her upper lip has resolved, but she does have some swelling. It does not seem to affect her eating.

2. FTD. There has been progression since last visit. She is out more interactive, but things are random and she just tends to basically flit around without direction and requires redirection.

3. Weight. The patient is petite. However, she has weighed in between 98 and 99 pounds the last four months. BMI is 18.1. She has Ensure b.i.d. along with three meals. We will staff to monitor how much she is eating at each mealtime and to ensure that she does drink her protein drink twice daily.

4. FTD progression, not expected. She requires a bit more monitoring.

5. BPSD. She receives ABH gel 0.25 mL at 8 a.m. and noon and then 0.5 mL at 4 p.m. We will decrease that dose to 0.25 mL as it has been found to be sedating per the patient, now that her dementia has progressed.
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