


PROGRESS NOTE

RE: Norma Farnon
DOB: 11/16/1950
DOS: 08/11/2025
Rivermont MC

CC: Fall followup.

HPI: The patient is a 73-year-old female who is independently ambulatory; however, has been having an increasing number of falls most of which require in ER visit. Her most recent fall was 08/09/25 when she was walking up and down the halls as she usually does independently and ended up having a fall falling straight back sustained a laceration on the back of her head and had to go to the ER with four staples placed. The patient returned to the facility and she is back at her baseline. She is reported to sleep through the nights and she likes to walk up and down the halls. We will randomly check doors here and there and if one is unlocked will go into it. It has become more notable that if she continues walking she becomes fatigued and will start leaning to one side or the other and that is what usually results in a fall. Getting her to stop and sit still before that happens is difficult. When staff try to walk with her to keep an eye on her, she does not like that either.
DIAGNOSES: Severe frontotemporal dementia, BPSD in the form of care resistance or being non-redirectable. HTN, GERD, HSV-2 suppression, and disordered sleep pattern.

MEDICATIONS: ABH gel 1/25/1 mg/0.5 mL 0.5 mL topically b.i.d., Tylenol 500 mg one tablet q.a.m., Depakote 125 mg b.i.d., MVI q.d., Zoloft 25 mg q.d., trazodone 50 mg h.s., and valacyclovir tablet 500 mg one tablet b.i.d.

ALLERGIES: SULFASALAZINE.

DIET: Minced moist regular with thin liquid.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Frail petite female who just wanders with a blank expression on her face and she can be difficult to redirect.

VITAL SIGNS: Blood pressure 143/70, pulse 72, temperature 97.6, respirations 18, and O2 sat *_____*%, and weight 100 pounds, a weight loss of 8 pounds from last month.
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HEENT: She has thin wispy gray hair about shoulder length and at the back of her head there is a dark area that is dried, matted blood. She is not allowed staff to wash her hair or get near cleaning the area and the staples are visible and in place. No evidence of recent bleeding. EOMI. PERRLA. Nares patent. Moist oral mucosa.

NECK: Supple.

RESPIRATORY: Does not cooperate with deep inspiration, but is ambulatory for long stretches of time without evidence of SOB.

CARDIAC: She has regular rate and rhythm without murmur, rub, or gallop.
ABDOMEN: Scaphoid. Bowel sounds present. No tenderness to palpation.

MUSCULOSKELETAL: She has generalized decreased muscle mass. Adequate motor strength. Independently ambulatory, but can start leaning one side or the other when she is fatigued and that usually leads to a fall. She moves arms in a normal range of motion.

SKIN: Thin and dry, but generally intact with the exception of her scalp lesion.

ASSESSMENT & PLAN:
1. Multiple falls. These can occur anytime throughout the day and it is when she is in one of the walking moods that she gets into. She does not really make eye contact with anyone and just walks up and down the halls often will hold onto the side rail, but has lost her balance even when doing that. When she is noted to start leaning then staff will coax her to sit down to or be right with her whether she likes it or not because that is another key that she is fatiguing and will end up falling.
2. Weight loss. Current weight of 100 pounds, it is down by 8 pounds from 07/10/25 weight of 108 pounds. Her current BMI is 19.5. The patient has a fairly good appetite in fact she will get additional servings occasionally and eat snacks. It is heard walking up and down the halls all day that is likely the cause of her weight loss. Staff will continue trying to get her to sit down and engage in an activity with them or the other residents.
3. BPSD. For the most part it has been tempered with both Depakote and ABH gel. She certainly is not sedate.
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