


PROGRESS NOTE

RE: Glennie Applegarth
DOB: 05/28/1932

DOS: 06/28/2024
Rivendell AL

CC: NUPLAZID and BP followup.

HPI: A 92-year-old female with Parkinson’s disease, had night terrors that a trial of NUPLAZID was started and was effective, so she has continued on the medication. She also requires a form completion for ongoing refills per her insurance company. I did have a four-week supply with me so that was given to the med aide and placed in her med cart, so she is good for another five weeks. The patient was seen in room, she was pleasant, had been out for dinner. She was very interactive. We talked about flowers and I showed her lots of pictures of my flower garden and had fun doing that with her. We reviewed blood pressure. She had had twice daily blood-pressure checks for one week. She is currently on atenolol 50 mg b.i.d., losartan 100 mg at 6 p.m., and Lasix 40 mg q.a.m. Blood pressures in the a.m. have run from 112 systolic to 185 and all with the exception of one day the systolic readings have been 164 or greater and the diastolics ranged from 68 to 90. Then, check of evening diastolic readings ranged from 121 to 167 and about 40% were greater than 150 systolic. She tells me that occasionally she will get a headache and she just brought that up randomly apart from talking about her blood pressure; when I asked what she did for it, she said she gets a Tylenol and that is effective and gets rid of her headache. I asked if she had any shortness of breath, change in her vision when she had these headaches and she said no. As to the NUPLAZID, she is now able to sleep at night and it went through a process of having less terrible nightmares to less frequent terrible nightmares to then. At this point, she falls asleep and she just wakes up in the morning.

DIAGNOSES: Parkinson’s disease with history of night terrors, hypertension, and sundowning.

MEDICATIONS: Unchanged from 06/12 note.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: NAS.

Glennie Applegarth

Page 2
HOSPICE: Good Shepherd.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and sitting in her living room in her same recliner. She is in good spirits.
VITAL SIGNS: Blood pressure 138/83, pulse 70, temperature 98.2, respirations 20, O2 saturation 95%, and weight 151 pounds.

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

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.

NEURO: She makes eye contact. She is soft-spoken, but enjoys talking. She can answer basic questions and she asked me questions. Affect congruent with situation.

MUSCULOSKELETAL: She is a one- to two-person transfer assist with brief weightbearing. She has trace lower extremity edema. Moves arms in a normal range of motion.

ASSESSMENT & PLAN: HTN, inadequate control q.a.m. I am increasing atenolol to 75 mg q.a.m., we will continue 50 mg q.p.m. and no change in the other doses. Blood pressure checks will be monitored for the next two weeks and I will review.
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Linda Lucio, M.D.
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