


PROGRESS NOTE

RE: Linda Griffin

DOB: 10/21/1946

DOS: 09/22/2025
Radiance MC

CC: Behavioral issues and lab review.

HPI: A 78-year-old female with DM II who is on insulin and her A1cs fluctuate. Her last A1c 06/09/2025 was 5.6 and at that time Lantus was decreased from 50 units q.a.m. to 40 units q.a.m. and her current A1c is 9. Staff reports that her PO intake at each meal has also increased and that she asked for snacks in the evening which she eats all of. Her physical activity remains minimal she gets around in a manual wheelchair which she propels.

DIAGNOSES: Advanced unspecified dementia, BPSD, which is new in the form of aggression. She will try to hit staff when they are directing her in a way she does not like or trying to help with personal care and today she slapped her sister-in-law on the face, which she is not previously done. Staff also reports that she is verbally aggressive though she has got limited ability to act on what she threatens. DM II, HTN, glaucoma, gait instability is wheelchair bound, and chronic pain.

MEDICATIONS: Tylenol 500 mg one tablet t.i.d., ASA 325 mg one q.d., atenolol 100 mg one q.d. with parameters of when to hold, Lipitor 40 mg h.s., CranCap 250 mg one q.d., glyburide 7.5 mg with lunch and dinner, Lantus 40 units q.a.m., losartan 100 mg q.d., Remeron 7.5 mg h.s., nifedipine 90 mg q.d., B12 1000 mcg q. Monday, vitamin C 500 mg q.d., vitamin D 1000 IUs MWF, and Ozempic 0.5 mg (0.75 mL SC q. Saturdays).

ALLERGIES: NKDA.

DIET: DM II diet.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient seated quietly in her manual wheelchair. She was looking around and asking questions but cooperative to exam.
HEENT: She has short hair that is groomed. EOMI. PERLA. She makes eye contact. Nares are patent. Moist oral mucosa.
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NECK: Supple with clear carotids.

CARDIOVASCULAR: The patient has a regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: It takes some effort to get her take a deep breath, which she did x1. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Slightly protuberant, nontender, and hypoactive bowel sounds.

EXTREMITIES: Intact radial pulses. She has trace ankle edema bilateral. She has good neck and truncal stability and manual wheelchair, which she propels using feet and hands. She is weightbearing for transfers but requires assist. The patient is able to sit upright on her own on the toilet.

NEURO: Orientation is to sell occasionally to Oklahoma. She makes eye contact. Her speech is clear. She does ask questions and occasionally there are appropriate and in context other times can be random. She seem to remember specific things like if someone gave her something that she had asked for and they said they would or people that she thinks were mean to her and she will call that out. Her affect can be congruent with situation but evident short and long-term memory deficits.

SKIN: Warm, dry, and intact with good turgor.

ASSESSMENT & PLAN:

1. DM II. Current A1c is 9.0. I am increasing her Ozempic 1 mg q. Saturday and I am increasing glyburide from 7.5 mg with lunch and dinner to 10 mg with lunch and dinner.

2. BPSD in the form of aggression both physical and verbal. Today, she slapped her sister-in-law and there did not seem to be any reason for it. She will be on Depakote 125 mg b.i.d. and will monitor benefit and any side effects such as drowsiness.

3. Medication review. I am discontinuing what I considered nonessential medications at this point in time. ASA, Lipitor, B12, vitamin C, and will continue vitamin D3 and went out we will discontinue order.

4. Social. I spoke with patient’s brother/POA Jessie Isbell and he appreciated that I was addressing the aggression his wife was not physically hurt but she was taken aback by the behavior that occurred, reassured him it is unfortunately something we see with dementia as it progresses and will be treated.

CPT 99350 and direct POA contact 10 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

