


PROGRESS NOTE

RE: Deborah Parmele
DOB: 10/28/1953

DOS: 12/12/2024
Featherstone AL

CC: Medication review and home health questions.

HPI: A 71-year-old female seen in room she had questions about some of her medications. She asked about a medication that was just started recently and that was referencing Depakote 125 mg q.d., which was ordered after behavioral issues began where she was verbally aggressive as well as physically taunting frail residents and challenging some of the staff. I explained to her why she was given the medicine. She was quiet and she eventually acknowledged that she was upset and was not acting like herself and I told her that I thought that it was appropriate to continue. She also had then questions about labs that were drawn by home health and she would like to know what her UA and other labs were I was unaware of home health be ordered as no one had spoken to me about it but apparently lifeline home health was started on 12/05 and I did a UA and A1c as well as some other baseline labs got them to fax it here and was able to review with the patient. We also reviewed her medications going over some of them are intended for and there are others that she wanted to have increased and I just told her that some of these medications are a bit much and can cause some of the behavioral issues she was having which was increased irritability and easily agitated.

DIAGNOSES: DM II, CKD stage III, ASCVD, OSA, HLD, GERD, insomnia, history of malignancy of the anus status post resection and RTX.

MEDICATIONS: ASA 81 mg q.d., D3 1000 mcg q.d., B12 1000 mcg q.d., Zetia 10 mg q.d., Trelegy Ellipta q.d., Toprol 25 mg q.d., Crestor 40 mg h.s, Jardiance 25 mg q.d., gabapentin 200 mg b.i.d. p.r.n., Zyrtec 10 mg q.d., Flonase q.d., and Lantus 35 units h.s.

ALLERGIES: PCN, CODEINE, EES, SULFA, MORPHINE, and DILAUDID.

CODE STATUS: Full code.

DIET: Low-carb.
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert. She has a look of little anger and wanting to challenge, but she started to approach each topic that she wanted to talk about and so we stayed organized in that regard. She managed to listen to information given. I had the med aide come in and review some things as to how she was taking medications. I also contacted home health with her present and talk to them about getting labs and they stated that her UA was clear and was not reflex for culture and that the remainder of her labs was generally WNL with the exception of A1c.
VITAL SIGNS: Blood pressure 93/73, pulse 68, temperature 97.8, respirations 18, and weight 197 pounds, which is a 2-pound weight loss from October.

NEURO: She makes eye contact. Her speech is clear. She makes her point. She can be challenging at times more I think that she is angry or upset about some things. Her affect is one of anger and then hostility and with time that changed becoming more appropriate.

MUSCULOSKELETAL: She ambulates with a walker outside of the room and independently in the room. She has had no recent falls. No lower extremity edema. Moves arms in a normal range of motion.

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

RESPIRATORY: Normal effort and rate. Lung fields are clear and no cough.

CARDIAC: Regular rate and rhythm. No MRG.

ASSESSMENT & PLAN:
1. DM II. A1c returns at 9.1 and this is with 35 units of Lantus that was given q.a.m. and is now changed to h.s. and Jardiance 25 mg q.a.m. A new change is glipizide 2.5 mg to be given with breakfast and dinner and 5 mg with lunch. We will monitor that for a couple of weeks and if she does okay then we will increase to 5 mg of glipizide q. a.c.

2. CMP. All values WNL. Serum glucose was 157.

3. CBC review. H&H and platelet count WNL and a mild decrease in MCH does not require treatment.

4. Lipid profile and the results will be in the face of Crestor 40 mg h.s. and Zetia 10 mg q.d. TCHOL is 86 with LDL and HDL 16 and 41. The LDL is actually fairly low and would like it to be a little higher. UA with requested CNS. The UA is only notable for glucose of greater than 1000 and was not reflex for culture.

5. BPSD in the form of aggression. We will continue with Depakote 125 mg now b.i.d.

6. Pain management. After discussion in her quest gabapentin will be changed to 200 mg now t.i.d. versus b.i.d. and a p.r.n. schedule and baclofen will be 20 mg b.i.d. p.r.n. versus x1.

7. Insomnia. I am discontinuing trazodone which she is not taken some time and she will continue on temazepam 7.5 mg h.s.
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