


PROGRESS NOTE

RE: Bobby Musgrave
DOB: 09/13/1935
DOS: 12/23/2024
The Harrison AL

CC: Lab review and followup on anxiety.

HPI: An 89-year-old female seen in the room. She was lying in bed. She had like a towel over her forehead and just staring at the ceiling. When I asked how she felt, she said okay and I asked whether she had been eating or had a fluid to drink, she said she drinks enough water and had something to eat at lunch. Staff states that she is eating less than 50%. Last week when I saw her, Ativan 0.5 mg tablets ordered to be given in the a.m. and 7 p.m. routinely and a 0.25 mg q.8h. p.r.n. for breakthrough anxiety. She is reported to spend most of her time in the room. She will take medications when they are brought to her and she just lies quietly. They have encouraged her to try to get up, but that has not been successful. The patient did have lab work drawn, so she was cooperative with and I reviewed it with her today. 
DIAGNOSES: DM II, OA of bilateral knees severe, unspecified dementia at moderate stage but recent staging is at severe, HTN, and anxiety.

MEDICATIONS: Unchanged from 12/18/24 note.

PHYSICAL EXAMINATION:

GENERAL: Elderly female lying in bed quietly, just staring at the ceiling with a cloth over her forehead.

VITAL SIGNS: Blood pressure 172/94, pulse 73, temperature 97.0, and respirations 16.

NEURO: She made brief eye contact with me and then returned to staring at the ceiling. She was soft-spoken, said a few words. It was random in content. When I asked about pain, she denied that. When I asked if she had eaten, she said yes, but could not tell me when or how much and she has not showered, but she has gotten out to use the bathroom as needed. Staff do check on her routinely, but she wants to stay and be left alone. 
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ASSESSMENT & PLAN:
1. Thrombocytopenia. The patient’s CBC shows a normal H&H. Platelet count is low at 164K. She has gone between 176 and 198 previously. So, this is a low for her, but no evidence of bruising and no bleeding. 
2. DM II. On 08/06/24, A1c was 6.5 on Januvia 50 mg q.d. and metformin 500 mg with dinner. Metformin was discontinued after that. Her A1c now is 9.6. I asked staff if she is taking her Januvia routinely, for the most part yes, but there are days that she misses it, but it is clear that additional medication needs to be added. As there was benefit with metformin and she has a normal creatinine at 0.8, I am going to restart metformin and will do 250 mg with breakfast and dinner. 
3. BMP: All values are WNL with the exception of serum glucose of 270. 
4. Hyponatremia. Sodium is 134 and most likely secondary to her serum glucose of 270. A dilution of intravascular fluid will for now monitor her serum glucose. 
5. Hypertension. 12/18/24 order for b.i.d. BP checks and clonidine 0.1 mg to be given for systolic pressure of greater than 150. We will follow up to see that that was done. 
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