


PROGRESS NOTE

RE: Louise Austin

DOB: 06/29/1933

DOS: 11/04/2024
Radiance Assisted Living

CC: Lab review and medication adjustments.

HPI: A 91-year-old female seen in room with POA present. We kind of recapped last week and the goal is to look at medications that can be discontinued based on labs. The patient has a history of DM II. She has been on Januvia 100 mg q.d. and metformin ER 500 mg two tablets with dinner. I told him I thought that was an unusual time to give the metformin. In any event, a review of the A1c that was just done is 6.7 which for the patient’s age is well below the target range of 8. I told both that I knew that 8 sounded like a high number, but then I explained the physiology behind that and they had more of an understanding, so they are in agreement with discontinuing the metformin, but continuing with the Januvia 100 mg q.a.m. and so that order is written and we will recheck her A1c in 90 days. We also then discussed the patient’s ongoing left hip pain and it relates to a fall that happened one or two years ago where she fell on her left side. She was seen by an orthopedist. X-rays were done and POA recalls they were told she should have a hip replacement, but the patient was not that excited at the age of 89 or 90 to be undergoing that procedure. Now, she still has ongoing pain. Tylenol was brought up by the POA who states that she used to take it and said that when she took it, it helped, but she would forget to take it. I told her I will schedule that for the morning and 4 in the afternoon and they would give it to her routinely so she would not have to remember about asking and will be able to know whether she has benefit in those time periods. If she does, we will continue. If not, we will move onto something else. In addition, x-rays of her left hip and AP and lateral with the diagonal view is ordered and I told him that helps me to know what we are dealing with. If it is pure arthritis, the use of gabapentin may be less than beneficial and we could go to another oral pain medication. 
PHYSICAL EXAMINATION:

GENERAL: The patient is alert, in no distress.

VITAL SIGNS: Blood pressure 155/90, pulse 87, temperature 98.0, respirations 17, and O2 sat 94%, and weight pounds.

RESPIRATORY: Lungs clear. Normal effort. No wheezing, rales, or rhonchi.
CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop.
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MUSCULOSKELETAL: Ambulates with a walker. No lower extremity edema. Arms move in a normal range of motion.

NEURO: Oriented x2. Speech is clear, can convey her needs.

ASSESSMENT & PLAN:
1. New bowel incontinence which is secondary to diarrhea that happens three to four mornings a week. The patient cannot relate it to anything that she eats that is different because she states she just eats the same kind of stuff at the same times. So I am writing for Imodium 2 mg one tablet q.a.m. routine and we will see if that does not control the loose stools. If she is starting to experience constipation which I told her would be unlikely at the low dose, but if she does, we will then hold it. The patient then brings up that in the past she was on Imodium for the same problem and it worked for her. So hopefully it will be of benefit this time.

2. Medications: Discontinued metformin, fish oil and slow release iron. I reassured them that we can look at medications four to six weeks down the road to see what also is not necessary. 
3. CBC review. H&H are slightly normal at 11.0 and 32.2 with normal indices. I told him there was no indication of iron deficiency anemia and it could be because of the iron that she is taking. She does have some GI distress as a result. So, I am going to go ahead and discontinue the oral iron and followup CBC in about six months will be of benefit in knowing whether she needs it. 
4. Iron profile. T iron is 96 WNL. Iron saturation is 48 which is good. Iron binding capacity slightly low at 202, indicators – in looking at the ferritin of 697 that iron is safely discontinued. 
5. Review of parathyroid hormone and calcium, both levels are WNL.

6. CMP review. All values WNL to include albumin 4.1. Total protein is WNL 6.4.
7. Thyroid review. TSH is WNL at 2.34. 
8. Discussion about an upcoming dental appointment a week from this Friday, so 11/15/24. The patient normally receives antibiotic prophylaxis and the POA is not sure if it is prescribed by the dentist ahead of time or whether whoever took care of her before wrote the script for it. I told him that I would go ahead and write the script for it and if the dentist calls in something different that he wants then I would go with his prescription. But, in the interim, I have ordered amoxicillin 500 mg four tablets p.o. one hour predental cleaning. 

CPT 99350 and direct POA contact 20 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
