


PROGRESS NOTE
RE: Carol Ketchum
DOB: 10/30/1935
DOS: 03/24/2023
Rivermont AL
CC: Address Parkinson’s related symptoms.

HPI: An 87-year-old with Parkinson’s disease lying in recliner. She is non-ambulatory, a total assist for transfers and ADLs. The patient tells me that she can feed herself; however, it generally ends up with staff in addition to doing cutting and setup, then need to feed her. The patient was sleeping which I am told she sleeps now about 18 hours a day. I did rouse her took her; it took a little bit to gather herself. She generally does not want to speak when I am around, but will cooperate with exam; today, she actually came forward with issues that she wanted addressed. She asked if there is something that can help her with her tremor, she did not have evidence of one when seen nor have I observed it previously. The ADON told me that they do see it occasionally and then, drooling was an issue that I brought up as she had drool her shirt; she was leaning to the right side, so it was there on her clothing. She stated that it has been happening more and she does not know what can be done about it. Staff have spoken with family about the patient’s level of care and if it continues that she becomes total assist; right now, it takes at least usually four people to transfer her that discharge to NH is considered.
DIAGNOSES: Dementia with progression, symptoms of tremor reported by the patient and drooling evident today, lymphedema of legs, GERD, hypothyroid, HTN.

MEDICATIONS: Candesartan 8 mg q.d., Depakote 125 mg b.i.d., Lasix 40 mg MWF, Haldol 1 mg b.i.d., levothyroxine 125 mcg q.d., magnesium 200 mg q.d. a.c., KCl 10 mEq MWF, Prevagen q.d., D3 500 IU q.d., vitamin C 1000 mg q.d. and dexlansoprazole.
ALLERGIES: SULFA, CODEINE, MORPHINE and TRAMADOL.

DIET: Regular with thin liquid.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient was resting comfortably, but awoke and I was able to examine her.
VITAL SIGNS: Blood pressure 123/65. Pulse 66. Temperature 97.6. Respirations 17. Weight 195 pounds; weight gain of 1 pound since mid January.

HEENT: Conjunctivae clear. Corrective lenses in place. She was leaning to the right, so drool was coming out the right corner of her mouth onto her clothing and was fairly wet.

CARDIAC: Regular rate and rhythm. No MRG. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness. Mild protuberance.
MUSCULOSKELETAL: She has to be repositioned, cannot do it herself, generally leans to the right. Bilateral lower extremities are in compression wraps.
NEUROLOGIC: Oriented x2. Makes eye contact. Speech is clear and she is able to make her needs known and specified the above-mentioned issues.

ASSESSMENT & PLAN:

1. Parkinson’s disease with progression, increased sleep, dependent for assist on 6/6 ADLs, non-ambulatory, is a four-person transfer assist and the burden is on an assisted living facility to provide this patient nursing home type care, so frank conversation has to happen with the family because this disease is knowingly progressive and her care needs will increase further.
2. Drooling. For right now, atropine solution 1% 3 drops under tongue q.a.m. and 2 p.m.

3. Upper extremity tremor. Primidone 25 mg h.s. and then in two weeks can increase to 50 mg h.s. as the patient tolerates and we will monitor for benefit.

4. GERD with esophagitis. I have placed the ICD-10 code on her prior authorization for dexlansoprazole.
CPT 99350
Linda Lucio, M.D.
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