


PROGRESS NOTE

RE: Jean Thornburgh
DOB: 12/16/1932
DOS: 11/07/2023
Town Village AL

CC: Lab review and BP discussion.

HPI: A 90-year-old female seated in a chair. She was picking at her scalp as she was doing when I first met her and her family remarked that she does that all the time continually and she did it throughout the visit. The patient was pleasant, made eye contact with me. When I told her we are going to review her labs, she was quiet, had no questions afterwards. I also told her that I knew there were concerns about her blood pressure as her daughter had called the facility stating that she has stroke level blood pressures. I am not sure of that. In looking, there is no documentation of what her blood pressures have been except for the readings that I have today for this visit. She denies chest pain, palpitations, or headaches and does not know when her blood pressure is elevated. I told her that we are going to start monitoring it. Overall, she and her husband generally eat in their room. Occasionally, they have been going to the dining room. I encouraged them to do that more and get some socialization. Their daughter checks in on them. So things are taken care of.

DIAGNOSES: Unspecified dementia without BPSD, scalp picking that is an unusual behavior, osteoporosis, HLD, HTN, and insomnia.
MEDICATIONS: Fosamax 70 mg q. Monday, Lipitor 40 mg h.s., diltiazem ER 240 mg q.d., Aricept 5 mg q.d., D3 1000 IUs q.d. and melatonin 5 mg h.s.

ALLERGIES: CORTISONE.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert. She is quiet. She makes eye contact while I am speaking to her. When asked if she had any questions, she said no. She really did not make any verbalizations. 
VITAL SIGNS: Blood pressure 158/90, pulse 69, temperature 96.4, respirations 18, O2 sat 97%, and weight 135 pounds.

HEENT: Picking at her scalp, the skin remains intact. It was red where she was scratching. Sclerae are clear. Nares patent. Moist oral mucosa.

NECK: Supple.

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

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

ABDOMEN: Soft. Bowel sounds present.

NEURO: Orientation x 1 to 2. She seems indifferent to knowing that information. She makes eye contact briefly. She does not really try to engage. Husband makes comments to her that she does not really seem to attend to.

ASSESSMENT & PLAN:
1. HTN. I am monitoring her BPs b.i.d. x1 week then q.d. thereafter. I will look at and I said to have these things written down because I will not look at them in two weeks and make decisions about BP going further. But clonidine 0.1 mg is to be given p.o. for systolic blood pressure of greater than or equal to 160. So, we will monitor how may times that has to be given. I am looking at Catapres patch #1 q. 72h. if it is needed frequently enough to establish a baseline coverage. 
2. CBC review within normal. No abnormalities.

3. CMP: BUN slightly elevated at 22.2, otherwise no concerns.

4. Lipid profile. She is on Lipitor 40 mg h.s. and her T-CHOL is 148 with an HDL of 46 and LDL of 80, so actually quite good.

5. Hypothyroid. TSH is 2.70. So she is doing well on her current supplement level. 
6. Social. Contacted her daughter and reviewed all the above and what I am doing about her blood pressure. 
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