


PROGRESS NOTE

RE: Paul Strunk

DOB: 12/31/1935
DOS: 04/24/2023
Rivermont AL

CC: BP and pulse followup.

HPI: An 87-year-old with a history of hypertension on four different blood pressure meds at low to mid range doses. BP and pulse rate were checked a.m. and p.m. for two weeks and reviewed today. The systolic range is 111 to 144, diastolic range 63 to 79 and pulse rate 67 to 78. The patient is always in good spirits and very optimistic about things. One area of difficulty is his personal hygiene. He will often refuse showers and will go for a month without showering and we have been working on that. He is to be showered twice a week and he refused his second shower last week, so I told him that today he needed to get showered as it was clear he had not bathed and he was in agreement. The patient gets around in his manual wheelchair, which he propels easily, comes out for all meals, he sits at a table facing a wall by himself and does not interact with anybody, but smiles if you look at him. He is cooperative to care otherwise and will voice his needs in a gentle manner and generally forgoes any activities.

DIAGNOSES: SDB without BPSD, gait instability in WC, CKD III, HTN, BPH, glaucoma, depression, HLD, and urinary incontinence.

MEDICATIONS: Going forward, Coreg 25 mg 9 a.m. and 9 p.m., doxazosin 8 mg q.d., HCTZ 50 mg q.d. and losartan will be decreased to 2 p.m., Plavix q.d., Aricept 10 mg h.s., Lexapro 5 mg q.d., Proscar q.d., latanoprost OU h.s., timolol OU q.d., SIMBRINZA OU q.d., meloxicam 15 mg q.d., oxybutynin ER q.d. and trazodone 50 mg h.s.

ALLERGIES: NKDA.

DIET: Regular with thin liquid.

CODE STATUS: Now DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient was smiling and cooperative when seen.

VITAL SIGNS: Blood pressure 133/69, pulse 71, temperature 97.6, respirations 17, O2 sat 95%, and weight 170 pounds.
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HEENT: He has full-thickness hair, but there is flaking in his hair and around his neck line. Conjunctivae are clear. Oral mucosa moist.

NECK: Supple.

CARDIOVASCULAR: He has regular rate and rhythm. No MRG. PMI nondisplaced.

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: He has good neck and truncal stability. Seated in a wheelchair, he propels it. Has No LEE.

NEURO: Orientation x2. Makes eye contact and smiles. He has kind of the same things that he will say and clear short and long-term memory deficits, but is polite and cooperative.

ASSESSMENT & PLAN:
1. BP review. Of the four medications, I am discontinuing one and then there are two that are b.i.d. and I am decreasing one of them to only midday in the afternoon and we will continue to follow his BPs and make any further adjustments as needed.

2. Code status. The patient has signed a DNR form in 2018; it is in his chart; however, it lacks a witness signature. I talked to him about DNR, what it means and about CPR and whether that is something he wanted if he was found without breathing or heartbeat and he stated no and so I signed a DNR and that is placed in chart.

3. Hypoproteinemia. Lab on 10/20/22 showed a T-protein and ALB of 4.5/2.8. We will do a followup CMP and hopefully, there has been improvement.
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Linda Lucio, M.D.
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