


ASSUME CARE NOTE

RE: John Bates
DOB: 09/09/1933
DOS: 11/20/2024
The Harrison AL

CC: Assume care.

HPI: A 91-year-old gentleman in residence since 10/04/2024, arriving from Integris Rehab. The patient has a Foley catheter in place and recently there have been issues regarding full emptying. I am told that yesterday the hospice nurse noted like a bulge in his right lower abdomen, so she gently pressed on that and 500 mL of urine came out. Then, late this afternoon, when she went in to see him, she went ahead and after examining him, put her hands pressing down on his abdomen gently and got out 300 mL of urine. The catheter has been in place all afternoon with minimal output. The patient was admitted to Integris Hospital 09/10/2024 for back pain and shortness of breath, found to have a large right pleural effusion. CT ruled out PE, but showed the large right-sided pleural effusion and compressive atelectasis. Thoracentesis performed. Chest tube placed and post thoracentesis he had a seizure-like activity. His hospital course was complicated by acute delirium superimposed on his baseline dementia. A sitter was required and was the use of soft restraints. The urinary retention was noted during hospitalization, thus the Foley catheter. He was diagnosed with pneumonia, treated with IV antibiotic. Chest tube was removed 09/28/2024. Swallow study was done that showed moderate oropharyngeal dysphagia and recommended modified diet with honey-thick liquids and soft bite-sized solids. Family stated that the patient refused to drink the thickened liquid and within a couple of days, delirium cleared and restraints no longer indicated. He was transferred to Jim Thorpe Inpatient Rehab on 09/30/2024 and was discharged from there on 10/04/2024. When the patient was seen today, he is in a hospital bed. He has a sitter. He was sleeping soundly. Foley catheter in place with clear yellow fluid in bag. It was a small amount. Aide tells me that she had emptied it about 20 minutes prior. The patient had not had a BM in two days at the time seen. He has had very poor p.o. intake of both food and fluid. He tends to aspirate, in particular with fluid. He has a wet cough and is not able to expectorate the mucus. He is nonambulatory and a two-person transfer assist. Review of notes from hospitalization at Jim Thorpe 09/23/2024, the patient was alert, verbal, voicing that he was looking forward to speech therapy and to having Foley removed. While in the hospital, the patient received speech therapy for improved swallow and at JT, the patient’s participation was limited secondary to SOB and exhaustion. On the day of discharge, the medical team was notified that the patient’s wishes and family’s wishes were to transition to home with hospice care. The medical team brought up the possibility of depression or anxiety as contributing to his decision.
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He denied symptoms of either and he was diagnosed at discharge of aspiration pneumonia and status post thoracentesis for large volume pleural effusion right side and the patient was discharged on healthy heart diet, soft consistency, bite-size and honey thickened liquids. 
PAST MEDICAL HISTORY: Atrial fibrillation, HTN, CKD stage III, COPD, and vascular dementia without BPSD.

PAST SURGICAL HISTORY: Bilateral cataract extraction, right cochlear implant, inguinal hernia repair, left knee surgery, and vasectomy.

SOCIAL HISTORY: The patient is widowed three years after 66 years of marriage. He was a civil engineer. Daughter Juli Bates is POA. He has a smoking history of two years and social ETOH.

FAMILY HISTORY: Noncontributory.

DIET: Healthy heart, soft, bite-size pieces and honey thickened liquid which the patient has deferred.

PHYSICAL EXAMINATION:

GENERAL: The patient is lying in a separate room. He was quietly breathing while asleep and I did gently awaken him to speak to him. He made very brief eye contact and did not speak. Impression: Frail, chronically ill-appearing gentleman who wanted to be left alone.

VITAL SIGNS: Blood pressure 117/71, pulse 91, temperature 97.4, respirations 16, and weight 159 pounds.

HEENT: Eyes closed. Nares patent. Dry oral mucosa.

NECK: Supple. 

RESPIRATORY: Anterolateral lung fields relatively clear. He has intermittent wet cough, unable to expectorate. O2 is not in use. 

CARDIAC: He has an irregular rhythm with a soft systolic ejection murmur. No rub or gallop.

ABDOMEN: Scaphoid. Hypoactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. No lower extremity edema. He has intact radial pulses. He just slightly moves and when he was turned so that I could look at his ulcer, it was clear that it was uncomfortable for him, but we were able to reposition him without resistance. 
GU: His Foley catheter had clear, but moderately yellow colored urine. There was no sludge or sediment in the tubing.

NEURO: He was for the most part cooperative. It was clear that he was uncomfortable with even mild repositioning, but he did not resist or fight and again did not speak and only briefly opened his eyes.
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SKIN: On his sacrum, he has a butterfly shaped violaceous colored lesion that actually had a barrier protectant and then an ABD pad covering it. I did remove it to look at it. The skin was intact and there was no odor noted. Remainder of his skin had an occasional bruise or small skin tear, but for the most part intact and did appear slightly dry and decreased turgor.

ASSESSMENT & PLAN:
1. A 91-year-old gentleman with recent hospitalization with skilled care stay; that it was difficult for him to participate in therapy secondary to fatigue. He is status post thoracentesis with large volume removed. Chest tube placed on 09/11/2024 and removed on 09/28/2024, treated with IV antibiotics for pneumonia.

2. Moderate oropharyngeal dysphagia. He has had very little p.o. intake of either food or fluid. He was fed this morning a small amount – two bites of oatmeal, but it was pocketed and had to be removed secondary to dysphagia. The patient is unable to expectorate.

3. Pain management: He is on Roxanol 0.5 mL (10 mg) q.4h. routine and that has been for about the past 24 to 36 hours and that appears to be adequate and he sleeps most of the day after receiving the medication and it just seems to keep him asleep.

4. Question of anxiety or agitation. Family is really pushing to have the Ativan routine q.4h. given with the Roxanol. At this point, he does not seem to have agitation or anxiety. He has not given any evidence of delusion. He does have Roxanol 2 mg/mL 1 mL q.4h. p.r.n. and staff can make the assessment if the family feels that he needs it and they have really pushed to have his comfort measures increased and given routinely together. Family has also, i.e. the daughter-in-law, repeatedly commented that he was ready to go and I did explain to her chemical restraint and that it is unethical and illegal so in the absence of apparent agitation, he would have the p.r.n. Ativan. 
5. Weight loss secondary to dysphagia. There is really no solution at this point in time as the patient refuses a modified diet. 
6. Kennedy ulcer. It is large. There is wound care that has been done by hospice. It was well dressed and one of the creams on it as to avoid odor which is effective. The patient will be followed up at the end of the week. 
CPT 99345 and direct family contact 30 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
