


PROGRESS NOTE

RE: Judy Taylor
DOB: 10/26/1947
DOS: 04/17/2024
HarborChase MC
CC: Change in medications per family’s request.

HPI: A 76-year-old female with brittle insulin dependent diabetes has been labile. Her p.o. intake has changed and she is also less active and generally sitting or propped up in bed. All factors that are affecting her glycemic control. I observed her sitting in the dining room. She was quiet. She has the same group of women that she sits with and others were talking and she was listening. The patient is followed by Traditions Hospice. The hospice nurse met with her daughter/POA Tonya Cook and related that Tonya wanted a lot of her medications discontinued and had even brought up stopping her insulin. She explained why that would not be a good idea and I told her I would not have done it either. The patient is much less ambulatory and less verbal.

DIAGNOSES: Unspecified dementia without BPSD, diabetes insulin-dependent labile controlled, hypothyroid, hypertension, hyperlipidemia, depression Xanax 0.5 mg q.6h. p.r.n. initiated on 03/29/24 by the on-call hospice physician and citalopram 10 mg q.d., Tylenol 650 mg t.i.d., benazepril 40 mg q.d., melatonin 6 mg h.s., metformin 250 mg at dinner and 500 mg at breakfast and lunch, Nephro-Vite tablet q.d. and Levemir 8 units q.a.m. and h.s. with parameters of when to hold.

ALLERGIES: SULFA, CODEINE, and GENTAMICIN. 

DIET: NCS.

CODE STATUS: DNR.

HOSPICE: Traditions.

PHYSICAL EXAMINATION:

GENERAL: The patient seated in dining room with other residents quiet looking around.

VITAL SIGNS: Blood pressure 139/87, pulse 78, temperature 97.4, respirations 18, and O2 sat 98% on RA.
RESPIRATORY: She is able to take deep inspiration. Lung fields are clear. No cough and symmetric excursion.

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
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MUSCULOSKELETAL: The patient is thin. She moves her limbs. She remains ambulatory, but is stooped in posture and is unsteady and she tends to try to step quickly which she is directed to just take her time.

NEURO: The patient will smile and make eye contact. She speaks less and it is unclear that she understands what is said and things have to be repeated secondary to hearing issues. Occasionally, she is able to voice her needs or indicate her need. She maintains a verbal capacity. She speaks less frequently, lower volume, often out of context or somewhat garbled.

SKIN: Warm, dry and intact. Fair turgor and no breakdown noted.

ASSESSMENT & PLAN:
1. Unspecified dementia progression which is clear. She is requiring direction for each thing that happens throughout the day and she still wants to socialize and interact with other residents.

2. DM-II. We are going to continue with her Levemir 8 units a.m. and h.s. and metformin. Last A1c was on 01/03/2024 of 9.0, so that was one of her higher results and order for quarterly A1c written.

3. Medication review. This was done by the hospice nurse at the request of family and several medications were discontinued that they deemed nonessential. Line was drawn regarding her insulin and diabetic medication as well as continuing with the Xanax on a p.r.n. basis for agitation, anxiety or insomnia, but there was a discontinuation of MVI, Tums, levothyroxine, and vitamin D.
4. Weight loss. Now, there is not a weight currently, but it is clear looking at her that there has been a decrease in her weight and that follows decrease p.o. intake. She had hypoproteinemia of 5.9 in September 2023. I am doing a follow up CMP.

5. Social. I spoke with Tonya her daughter/POA regarding medications that were discontinued and questions about the Xanax use and I explained it was started by the on-call hospice for physician when the patient had been having agitation for a couple of days. She then told me that she has noticed that her mother will get a little more agitated. When she does that she is not moving fluidly which is closer to her baseline. She then told me her daughter had been present when the patient had been given the Xanax 0.5 mg and that seemed to calm her down and the granddaughter states she was able to continue visiting with her grandmother. She did not fall asleep or seemed more confused. Daughter stated that she notes that her mother is in a process of change and I explained a plateau and then the staging that occurs where they establish a new normal and we do not quite know what that will be yet. She stated she does not want her mother to be the mean old lady as she is observed on the unit. Given what her daughter stated she saw when her grandmother had been given the medication that was a positive result, so she wonders if it can be given daily and I told her we can start with giving routine morning dose to see how she does and then decide whether she needs an evening dose. She was very happy about being able to do that.
CPT 99350 and direct POA contact 20 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
