


PROGRESS NOTE

RE: Linda Griffin
DOB: 10/21/1946
DOS: 07/17/2025
Radiance MC
CC: Lab review.

HPI: A 78-year-old female with DM II who is on a combination of oral hypoglycemic and insulin. Her quarterly A1c is reviewed today. I sat down with her and basically explained to her that she was doing quite really well with her diabetic control; she was happy about that and again had repeated questions some of which I did not understand. The patient’s current medical management of her DM II is Lantus 50 units q.a.m., Ozempic injection 0.75 mL SQ. week and glipizide 10 mg t.i.d. a.c. Current A1c is 5.6 and this compares to a 06/14/2025 A1c of 9.9. The patient’s fingersticks done once weekly have been only marginally elevated. There have been no hypoglycemic readings.

DIAGNOSES: Advanced unspecified dementia, DM II, HTN, polyarthritis with chronic pain, glaucoma, and gait instability – uses manual wheelchair.

MEDICATIONS: Unchanged from 06/19/25 note.

ALLERGIES: NKDA.

DIET: Low-carb DM II diet.

CODE STATUS: DNR.

HOME HEALTH: Okay Complete Home Health.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and quite bubbly, wants to sit with me and talk.

VITAL SIGNS: Blood pressure 147/70, pulse 75, respirations 16, temperature 96.8, and weight 124.5 pounds.
HEENT: Hair is clean and combed. EOMI. PERLA. Nares patent. Moist oral mucosa.
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RESPIRATORY: She does not understand deep inspiration, but with just generally listening, her lung fields are clear. She has no cough. No shortness of breath with speaking.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Obese, firm and nontender. Hypoactive bowel sounds.

MUSCULOSKELETAL: She has thick thighs and calves. She is able to propel her manual wheelchair using both hands and feet. She moves arms in a normal range of motion. She has grip strength to feed self.

PSYCHIATRIC: She was in good spirits today when I saw her, then later she wanted me to sit with her and just talk to her and when I told her that I had work to do, she was agitated and following me in her wheelchair and talking to me but I did not understand what she was saying. It took a little bit to just get her to calm down and relax and it was getting ready to be mealtime, so she then seemed happy to be sitting with other people. 
SKIN: Warm, dry and intact. Good turgor. No evident bruises or breakdown.

ASSESSMENT & PLAN:
1. DM II. A1c is very well controlled at 5.6. I am decreasing Lantus from 50 to 40 units q.d. and I am decreasing glyburide to 7.5 mg at lunch and at dinner and we will followup on FSBS to see if I most likely will be able to further decrease glyburide. 
2. Increased confusion. She seems just unsettled and she is not able to give information, so I am going to empirically treat her for UTI as the patient is incontinent and not able to give a specimen nor would she be able to sit on a toilet seat with the hat to catch her urine for any length of time. So I am ordering nitrofurantoin 100 mg b.i.d. x 5 days and we will go forward and see how she does.

3. Anxiety and agitation. Those things seem to have increased and this is separate from the increased confusion. Staff have reported seeing it just here and there and then occurring more frequently. She has had actually episodes of delusions and gets upset because of them. So, ABH gel 1/25/1 mg/mL apply 0.5 mL topically q.6h. p.r.n. We will see how the low dose does for her and easily increase it to 1 mL as needed. 
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