


PROGRESS NOTE

RE: Rosemary Stem

DOB: 08/16/1929

DOS: 10/14/2024
Jefferson’s Garden AL

CC: Lab review.

HPI: A 95-year-old female who was napping in the middle of the afternoon so I saw her husband first and then she managed to get up and join us. The patient is very pleasant. She always asked me about when I am getting out of here time your work too hard etc. it is an effort to kind of redirect her. The patient has a history of DM II for which she is on Basaglar insulin 15 units q.d. Her quarterly A1c obtained on 09/24 is review today and it is 4.2, which is significantly below even nondiabetic range. I asked patient if she has had times where she just felt weak, increase tiredness, any shakiness, and what she thought about it her husband said she is like that a lot and she agreed with him. I discussed with both of them that my feeling is that we need to decrease the insulin significantly and that probably she would not need it at all but I will use caution and decrease it to 5 units daily and they both agree with that. Overall, the patient has had no falls or other acute medical events. She continues to nap during the afternoon and the perianal pain that she generally complains about was not brought up today so I left that alone.
DIAGNOSES: Progression of MCI, gait instability with wheelchair use, anxiety disorder, peripheral neuropathy, HTN, hypothyroid, GERD, and history of recurrent UTIs.

MEDICATIONS: Norvasc 10 mg q.a.m., ASA 81 mg q.d., Plavix q.d., lisinopril 20 mg q.d., Flomax q.d., Banophen 25 mg h.s., BuSpar 7.5 mg b.i.d., Os-Cal q.d., Pepcid 20 mg q.d., gabapentin 300 mg t.i.d., hydrocortisone cream to perianal area h.s. and 4 a.m., levothyroxine 88 mcg q.d., lisinopril 20 mg q.d., Mag-Ox b.i.d., Hiprex 1 g b.i.d., omeprazole 40 mg q.d., probiotic q.d., Senna plus q.d., and NaCl 1 g tablet b.i.d.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular and NCS.
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PHYSICAL EXAMINATION:

GENERAL: The patient awoke and came and joined us. She was pleasant and engaging from the start.
VITAL SIGNS: Blood pressure 118/69, pulse 87, temperature 98.1, respirations 16, O2 saturation 97%, and weight 139 pounds.

NEURO: She makes eye contact. She will speak randomly. Speech is clear. She asked questions. She is able to voice her need. Orientation is x2 self in Oklahoma and she tends to perseverate on certain topics.

MUSCULOSKELETAL: She is weightbearing, self-transfers, and propels a manual wheelchair without difficulty. No lower extremity edema. Moves arms in a normal range of motion. Fairly good grip strength able to hold utensils without difficulty.

SKIN: Thin, dry, and intact. There are few areas of resolved bruising.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: Normal effort and rate with clear lung fields. No cough.  Symmetric excursion.

ABDOMEN: Soft and bowel sounds are present. No distention or tenderness.

ASSESSMENT & PLAN:

1. DM II. A1c is 4.2, which is below the nondiabetic range. I am decreasing Basaglar to 5 units q.d. We will follow her fingersticks and attempt to get a Libre Freestyle did not work because her insurance will not pay for it. I told her my goal is that she is able to come off all insulin and she is in agreement.

2. Perianal pain this has decreased and she is quite happy about that. We will discontinue treatment as is.
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Linda Lucio, M.D.
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