


PROGRESS NOTE
RE: Marilyn Lower
DOB: 08/21/1934
DOS: 10/08/2022
Town Village
CC: BP review.
HPI: An 88-year-old with a long-standing history of HTN inadequately controlled. At last visit, took the two BP medications the patient was already on; losartan dosed at 100 mg a.m. and then Toprol-XL 100 mg at 7 p.m. with clonidine 0.1 mg b.i.d. p.r.n. with parameters. Review of pressures showed that out of 24 days, she had 20 where the systolic was greater than 150 often in the mid 180s to a couple at 200. The majority were also a.m. readings and the p.m.’s were early afternoon 3 to 4 o’clock. The patient denies headache, chest tightness or pressure. Her issue today was urinary incontinence, which is generally the focus. She is no longer on diuretic and she has been on several medications for urinary leakage/incontinence and results have been suboptimal. She was in good spirits in the dining room, she has two other women that she frequently socializes with and the other two were present. She has had no falls. She states that the only pain she has is in her knees, she gets around with her walker and is sleeping good. She did comment that the servings at mealtimes were too much and when I suggested that she need not eat all of it, she stated she felt guilty leaving food on her plate.

DIAGNOSES: HTN inadequate control, unspecified dementia on Namenda and Aricept with noted benefit, urinary incontinence, OA and allergic rhinitis.

MEDICATIONS: Going forward will be losartan 100 mg a.m., clonidine 0.1 mg at 2 p.m., Toprol 150 mg 7 p.m., clonidine 0.1 mg b.i.d. p.r.n. with parameters, Extra Strength Tylenol 500 mg two tablets b.i.d., Allegra 180 mg q.d., Aricept 10 mg h.s., Namenda 5 mg b.i.d., Boniva 150 mg the 24th of each month, Detrol LA 2 mg b.i.d., Effexor 225 mg q.a.m., and vitamin C 500 mg q.d.
ALLERGIES: Multiple, see chart.
DIET: Regular.

CODE STATUS: DNR.
Marilyn Lower
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, pleasant and able to voice needs.

VITAL SIGNS: Blood pressure 148/68, pulse 78, temperature 97.6, respirations 18, O2 sat 97% and weight 150 pounds; weight gain of 7 pounds.

CARDIAC: Regular rate and rhythm. Heart sounds distant. No rub or gallop.
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL : Ambulates with her walker. No LEE. Moves limbs in a normal range of motion and is undergoing physical therapy, which she states she thinks has helped.

NEURO: Orientation x2. Makes good eye contact, interactive. Clear speech, evident short and long-term memory deficits and focus again on urinary incontinence. Understood that I would increase some of her blood pressure medications.
ASSESSMENT & PLAN:

1. HTN inadequate control. Losartan 100 mg q.a.m., at 2 p.m. clonidine 0.1 mg and h.s., Toprol-XL 150 mg. We will continue with b.i.d. BP checks and review in two weeks.

2. Gait instability. While she has had no falls, she acknowledges feeling off-balance at times. She is undergoing PT with Select Rehab here in the facility.

3. General care. At her request, I did place a call and left a VM with her son/POA Chris and regarding feeling guilty about leaving food on her plate yet, does not like how much food she receives, I have written for half servings at mealtime.
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