


PROGRESS NOTE

RE: Loretta Logan-Sause

DOB: 04/30/1950

DOS: 03/13/2024

Rivendell AL

CC: Fall followup and blood pressure review.
HPI: A 73-year-old who had a fall in her room on 03/08. She was sitting on her couch and started to doze off and then just slipped off of it on to the floor. She stated that she woke up but could not catch herself. She had no injury and denied any soreness after the fact. The patient has a diagnosis of hypertension. She takes Norvasc 5 mg q.d., lisinopril 40 mg q.d., and Toprol 50 mg q.d. Review of her BP shows a systolic range of 72 to 150 with 72 being an outlier. Her blood pressure is generally well controlled with most readings less than 150/90. We looked at her blood pressure medications and I told her we needed to just when they were given as right now they are all given in the morning and she states that she is noticed that her morning blood pressure is generally low and then it gets high toward the end of the day and I explained that was due to not spacing out the coverage so she is in agreement with change. She also asked about being able to get p.r.n. ibuprofen. She stated that she has asked for but they have told her there is no order so they cannot give it to her. She occasionally has nocturnal leg pain or cramping and ibuprofen helps it.

DIAGNOSES: Advanced Parkinson’s disease, gait instability, uses a walker, and has had some falls primarily non-injury, hypertension, left foot hammertoe with ulceration at the base currently receiving wound care, anxiety disorder, glaucoma, hypothyroid, hypertension, HLD, insomnia, and chronic pain.

ALLERGIES: Multiple, see chart.

CODE STATUS: Full code.

DIET: NAS.

MEDICATIONS: ReQuip 0.25 mg h.s., trimethoprim 100 mg q.d., amantadine 100 mg q.d., Sinemet 25/100 mg two tablets p.o. 6 p.m. and three tablets at 6 a.m., 10 a.m., and 2 p.m., latanoprost eyes drops OU h.s., levothyroxine 50 mcg q.d., rosuvastatin 10 mg q.d., Zoloft 50 mg q.d., going forward lisinopril 40 mg 8 a.m., Norvasc 5 mg at noon, and Toprol 50 mg 5 p.m.
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PHYSICAL EXAMINATION:
GENERAL: The patient was seated upright in her wheelchair. She just had a shower. Her hair was washed and actually kind of styled as it dried. Her skin looked good and she appeared rested. I told her as much and she was really surprised and seems caught off guard for the complement.

VITAL SIGNS: Blood pressure 139/79, pulse 70, respirations 16, and weight 113 pounds.

NEURO: She makes eye contact. Her speech is clear. Orientation is x2. She has to reference for date and time. Voices her need. Today, she said what she needed to say and then was able to listen to the response. She just overall appears calmer.

CARDIAC: She had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

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

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

ASSESSMENT & PLAN:
1. Hypertension. Review of her blood pressures and adjustment she will receive the same medications at current doses but they will be spread out morning, afternoon, evening, and she is agreeable with that. She will continue with b.i.d. blood pressure checks to see how she does with this change.

2. Nocturnal leg pain. IBU 200 mg one to two tablets p.o. p.r.n. x1 in 24 hours for leg pain.

3. General care. She tells me that she has just kind of what she appreciates her daughter more and realizes that she needs to talk to her more nicely and told her that is a good realization because in fact she does and told her she can extend that also to the staff that work with her and she was quiet but said she understood that.
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