


PROGRESS NOTE

RE: Maxine Payne
DOB: 03/09/1929
DOS: 10/23/2024
The Harrison AL
CC: Blood pressure review.

HPI: A 95-year-old female who was out and about doing activities the earlier part of the day and then I was finally able to track her down. She was fully dressed in street clothes and in bed taking a nap. She was little irritable, but did allow me to listen to her heart, lungs and tell her why I was talking to her. The patient has a long history of hypertension. She is on hydralazine 50 mg b.i.d. She was admitted on that and it seemed effective, but up till just recently she has had systolic pressures greater than 150. I was made aware of on 09/21/24 at night the patient was seen by the on duty nurse after complaints of heaviness in her chest. Her blood pressure was 152/78 with a pulse rate of 68, restorations 18, and temperature 97.3. After a short time of just being evaluated the patient stated that she felt better. Her blood pressure did remain a little elevated at 150 systolic. A recheck of her blood pressure later that evening without the patient complaining of discomfort was 158/88.
DIAGNOSES: Hypertension, unspecified moderate dementia, wheelchair bound due to gait instability, hard of hearing, chronic anxiety, and GERD.

MEDICATIONS: Tylenol 650 mg b.i.d., hydralazine 50 mg b.i.d., levothyroxine 50 mcg q.d., losartan 100 mg q.a.m., omeprazole 20 mg q.d., oxybutynin 5 mg b.i.d., MiraLax q.d., and Evista 60 mg q.d.

ALLERGIES: NKDA.

DIET: Regular with protein drink MWF.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: Petite older female who appears confused but eventually cooperated.

VITAL SIGNS: Blood pressure 159/98, pulse 69, temperature 97.8, respirations 16, and weight 114 pounds.
HEENT: Her hair is very short and groomed. She makes direct eye contact. Conjunctivae clear. Nares patent. Slightly dry oral mucosa.
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NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: Regular rate and rhythm. No murmur, rub, or gallop. PMI nondisplaced.

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

MUSCULOSKELETAL: She had no lower extremity edema. Intact radial pulses. Repositions herself. She is in a manual wheelchair that she can propel. She occasionally requires transfer assist. Sometimes she is able to do it successfully.

SKIN: Warm, dry and intact. Decreased turgor.

ASSESSMENT & PLAN: Hypertension with labile readings. Her BP is checked twice daily has been for the past 60 days and review shows a.m. readings where she will have frequent systolic pressures greater than 150 and diastolic about a third of them are 89 or greater. Her evening readings at 7 p.m. she has less frequent elevation of systolic pressure greater than 150 and diastolics are generally less than 90. I am continuing with a.m. and evening blood pressure checks and writing for clonidine 0.1 mg to be given b.i.d. for systolic BP equal to or greater than 150. There will be a followup BP reading done 30 minutes after clonidine administration. I will review these readings which will be done for the next 30 days at about midpoint. We will assess if there needs to be a change in her blood pressure medication overall.
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