


ASSUME CARE NOTE
RE: Jane Kidwell
DOB: 08/28/1939
DOS: 04/29/2024
Mansions at Waterford AL
CC: Assume care.
HPI: An 84-year-old female in assisted living is seen for the first time today in room. As I went in, the med-aide was with the patient trying to get her to eat something as her fingerstick had been low with the anticipation that when she brought her fingerstick up a little bit that she would get the Humalog 20 units that she receives with dinner and then later this evening would receive the 20 units of Levemir that she gets at h.s. The patient has a longstanding history of IDDM and states that her fingersticks are generally all over the place, no consistent pattern and that everyone else gets distressed about it. I asked her as well as then the med-aide separately how the patient seems to be when she has hyperglycemia versus hypoglycemia, the patient readily states that she feels fine if her blood sugar is too high, it is when it is slow that she gets clammy, shaky and that it makes her anxious and the med-aide tells me that it is very common to have to hold her insulin. Last A1c was on 02/23/24 at 12.2.
DIAGNOSES: Diabetes type II, unspecified dementia without BPSD, hypothyroid, HTN, hyperlipidemia, history of CVA, chronic renal insufficiency, and gait instability propel self in manual wheelchair.

PAST SURGICAL HISTORY: Left THA, left TKA, bilateral cataract extraction, cholecystectomy, and hysterectomy.

MEDICATIONS: Levemir 25 units q.a.m., Levemir 20 units at 8 p.m., Humalog insulin 18 units before breakfast, 16 units before lunch, and 15 units before dinner, Synthroid 112 mcg q.d., ASA 81 mg q.d., Coreg 6.25 mg b.i.d., FeSO4 one q.d., Lasix 40 mg q.d., MVI q.d., KCl 20 mEq q.d., vitamin D 2000 units q.d., Lipitor 40 mg q.d., and Zoloft 50 mg q.d.

ALLERGIES: ROCEPHIN.
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SOCIAL HISTORY: The patient is widowed. She has three children. Her son Jeff who lives in Edmond is POA, Daughter Mary lives in Tulsa and son John is in Wyoming. The patient is a retired public school music teacher, nonsmoker and nondrinker.

FAMILY HISTORY: Positive for dementia and hypertension.

CODE STATUS: Advanced directive indicating no heroic measures be taken at end-of-life.

HOME HEALTH: Choice Home Health.

REVIEW OF SYSTEMS: Unable to complete secondary to the patient’s memory deficits.

PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished female, pleasant, propelling herself around room in manual wheelchair.

VITAL SIGNS: Blood pressure 155/63, pulse 83, and a.m. FSBS 420.

HEENT: She has short gray hair combed. Sclerae are clear. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD. Clear carotids.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough. Symmetric excursion.

CARDIAC: She has a regular rate and rhythm. No murmur, rub, or gallop. PMI nondisplaced. Heart sounds distant.

ABDOMEN: Protuberant and nontender. Hypoactive bowel sounds. No masses or tenderness.

MUSCULOSKELETAL: She was seated for the duration of being seen in her manual wheelchair that she was propelling in a small space with her feet. She moved her arms in a normal range of motion. She was holding utensils and putting peanut butter on crackers without difficulty. She has Unna boot wrapping on left lower extremity. Her right lower extremity, no Unna boot, but the skin is quite dry with mild peeling.

NEURO: CN II through XII are grossly intact. She makes eye contact. Her speech is clear. Orientation is x2 and with most questions, she defers to her son Jeff citing her memory deficits. She makes eye contact when speaking and her affect is congruent with situation.

PSYCHIATRIC: She appears comfortable and interacting. She does not seemed distressed about her glycemic control and comments that she has been through this most of her life with the up and down and she gets through it and does not think that she has had any negative effects. Her affect is congruent with what she is saying. She is pleasant and quick to smile.
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ASSESSMENT & PLAN:
1. DM-II, poor control. Insulin use has varied from day to day based on the patient’s diet and activity. After review of her fingersticks and speaking with the med-aides who acknowledged that daily insulin has to be held due to FSBS being below a certain parameter and her p.o. intake varies from day to day which she also acknowledges. The patient also adds then that they want her to lose weight, yet they want her to keep eating so they can give more insulin. I am going to hold the Humalog t.i.d. a.c. Continue with the Levemir 25 units q.a.m. and 20 units q.p.m. with FSBS x2 daily and expect that there is going to be some erratic FSBS, but it will be more of the hyperglycemic range as opposed to hypoglycemia which the patient states makes her feel sick and anxious and hopefully after monitoring this and her eating pattern being established then we will know where additional insulin can be safely added without dropping her blood sugars.

2. Chronic renal insufficiency with electrolyte abnormalities. CMP is ordered. Last CMP on 01/29/24, several abnormalities, so I am doing follow up.

3. Hypothyroid. On 01/29/24, TSH was low at 0.38 and unclear if it is at the current dose of Synthroid 112 mcg that the patient takes. I am ordering a followup TSH.

4. Social. Called and left a VM with the patient’s son/POA Jeff Kidwell and gave information about the adjustment in insulin that we will be doing over the next several days.

5. Advance care planning. I spoke with the patient regarding DNR. She currently has an advance directive clearly indicating that no heroic measures be taken as a part of end-of-life care. Given her dementia, we will wait to speak to son as for a DNR to be signed and placed in chart.
6. Social. Called the patient’s son/POA Jeff Kidwell x2, VM left.
CPT 99345, advance care planning 83.17
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
