


ASSUME CARE NOTE

RE: Teddy Cox
DOB: 05/09/1943
DOS: 11/20/2024
The Harrison AL

CC: Assume care.

HPI: An 81-year-old gentleman in resident since 02/10/2023. He has been followed by his outside PCP Dr. Hopkins and it has gotten harder for the patient to get out for appointments, so I will be following him. The patient is also under the care of Traditions Hospice. The patient has a diagnosis of Parkinson’s disease which has had recent progression. He has been followed by Dr. Zubair at SSM and had an appointment last week. However, the appointment was missed as the patient getting ready in his apartment for the appointment had a fall and banged himself up. He was upset and fatigued, so they called and canceled the appointment and unclear when he will have a followup appointment. I met with the patient’s wife and son Jeff who was present and we reviewed the patient’s history. At the time that this was going on, he was being showered by two hospice shower aides. When he was done and dressed, he then did come to join us and did participate. Wife administers the patient’s medications and there were some questions about certain medication adjustments. Wife and son both pointed out that they have seen a clear progression of his Parkinson’s disease. He is more unsteady in his gait and this has resulted in falls with minor injury. Wife also notes that he has had an increase in his confusion and feels that the patient has no awareness of this. He also has a history of neurogenic orthostasis and has had an increase in periods where he will get quiet and look like he is faint. She feels that he loses his consciousness and her concern is that he will fall and hurt himself. When the patient joined us, I asked him some questions and he acknowledged that his voice was softer and he had a harder time getting out what he wanted to say. He knows that he has also lost weight, but not sure how much.

PAST MEDICAL HISTORY: Parkinson’s disease diagnosed in 2019; wife states that symptoms were present at least two years prior to the diagnosis and he is followed by Dr. Zubair at SSM. Neurogenic orthostasis resulting in fainting or falls. CAD with a history of 3V CABG, BPH with urinary frequency, gait instability – uses a walker, history of CHF, and dysphagia to food, fluid and medication. Disordered sleep pattern.
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PAST SURGICAL HISTORY: Carotid stent, three-vessel CABG. Bilateral shoulder repair of rotator cuff tears. Right femur fracture with ORIF 06/02/2024. TURP.
The patient is currently receiving eye injections to treat retinal hemorrhage.

MEDICATIONS: Tylenol 650 mg t.i.d. routine, Sinemet 25/100 mg one tablet t.i.d., droxidopa capsule 200 mg two capsules q.d. and one capsule with lunch, Proscar q.d., melatonin 5 mg h.s., midodrine 5 mg two tablets (10 mg q.a.m. and one tablet at 2 p.m. and 8 p.m.), MiraLax q.d., Pravachol 20 mg q.d. will be discontinued, *__________* 1 mg one tablet after lunch, ropinirole 1 mg one tablet t.i.d., Senna two tablets b.i.d., Flomax h.s., and p.r.n. Norco 7.5/325 mg one q.4h. p.r.n., which the patient states he does not take. 

ALLERGIES: NKDA.

SOCIAL HISTORY:  The patient has been married 54 years. They have two children Jeff and Juli who are co-POA’s. The patient served in the Marine Corps for six years and he was a manager with Southwestern Bell Telephone, retiring at the age of 48.

FAMILY HISTORY: He has a first cousin with Parkinson’s disease.

CODE STATUS: He has an advance directive indicating no heroic measures be taken, will address DNR at next visit.

DIET: He does have an order for mechanical soft and honey thickened liquid. The patient takes minimally of the thickened liquid and I have added the chopped meat with gravy on the side.

The patient brings up that he had a medical marijuana card and used medical marijuana to treat Parkinson’s symptoms. He stated that it was effective. He did not have any negative side effect, but his card has expired. He just looked at me and I told him looking at his family that if there was an agreement to renewing his medical marijuana license and he had someone who was versed in what to prescribe for him, that I can write the order and that can be something that wife will administer or will have staff administer. He likes that idea, but there was no mention as to whether he would renew it. Family were aware of this and seemed to be in agreement. His wife did not say anything, but I asked son if he supported the use of it if he saw benefit, he said yes. 
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REVIEW OF SYSTEMS:

GENERAL CARE: He takes melatonin at h.s. He falls asleep and then like clockwork per wife, he wakes up at 3 o’clock and gets out of bed which means she gets up out of bed because she is afraid that he is going to fall and he will just randomly ambulate until he is redirected back to bed. 

CONSTITUTIONAL: His baseline weight a year ago was 200 pounds and then he gradually went down to 150 pounds which is what his weight was at admission here and he is currently 135 pounds. He uses a walker for room and has a wheelchair for distance that he can also propel, but is generally transported.

HEENT: He wears reading glasses. He is HOH. He has native dentition on bottom jaw; however, there are several teeth missing and he has a partial on his upper jaw. 

RESPIRATORY: He denies cough. No significant SOB.

CARDIAC: He denies chest pain or palpitations.

GI: He has had improvement in swallowing medications with crush medication order and he states that the meat is just hard to chew and it turns out he just has a regular diet. I discussed a chopped meat diet with gravy on the side and he is wanting to try that. The patient states his appetite is good and he enjoys snacks. He has occasional stool incontinence, but generally toilets. He does wear adult briefs.

GU: Again, he does have urinary leakage most likely secondary to his TURP.
NEURO: Family notes a progression of dementia with increased confusion. The patient did not have a comment. Episodic and unpredictable periods of loss of consciousness that wife states is occurring several times a day. Eight months ago, the patient had a fall that resulted in a nondisplaced left hip fracture and orthopedist deferred surgery, opting for conservative healing measures; that was on 06/01/2024.

SKIN: He denies pruritus. No breakdown.

PHYSICAL EXAMINATION:

GENERAL: Pleasant older gentleman who joined us in the living room after his shower.

VITAL SIGNS: Not available with the exception of weight which is 135 pounds.

HEENT: He has full thickness hair. EOMI. PERLA. Nares patent. Moist oral mucosa. Dentures in upper jaw with native dentition, lower jaw and teeth missing.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: He has a normal effort and rate. Lung fields clear. He has bibasilar breath sounds. No cough and symmetric excursion.
CARDIOVASCULAR: He has an occasional irregular beat. No murmur, rub, or gallop. PMI nondisplaced.

MUSCULOSKELETAL: He has generalized decreased muscle mass and adequate motor strength to ambulate short distances using a walker. He had no lower extremity edema. There was no noted tremor. He moves slowly and is able to go from sit to stand on own, but uses walker for support and it takes some time.
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NEURO: CN II through XII grossly intact. He makes eye contact. His speech is soft volume and he lost his train of thought a couple of times when speaking. He is limited in information he can give and with more time talking, he did become more participatory and he did want to have a say in his care plan. He is oriented to person and Oklahoma. Affect is generally blunted and he is able to make his needs known though slowly.

PSYCHIATRIC: He is pleasant, appeared to be in good spirits and it is clear that he wants to have a say in his care and I encouraged that I think family is concerned what that would mean from him. 
ASSESSMENT & PLAN:
1. Parkinson’s disease appears stable at this point in time though it is symptomatic. Family is making an appointment with Dr. Zubair as the appointment last week was canceled after a fall in the room where the patient had some minor injury. 
2. Neurogenic orthostatic hypotension treated with droxidopa. The patient is currently taking a total of 500 mg a day; the max is 1800 mg a day. I am a bit hesitant on increasing the droxidopa, but given wife’s and son’s reports that he has these episodes occur several times a day almost every day. I told her that this is something that needs to be brought up with neurologist.
3. Weight loss. I brought up the idea of protein drinks and I encourage them at least Monday, Wednesday and Friday. I am going to order labs as they are none showing what his protein and albumin are. 
4. Disordered sleep pattern. I will follow up with this on next visit, asking wife if it continues and how cooperative he is in redirection to bed.

5. BP and heart rate issues. I am having staff check his blood pressure and heart rate b.i.d. for the next two weeks. I will review and then most likely will decrease to checking q.d. only. 
6. General care: I am ordering CMP and CBC and we will address DNR next visit.

CPT 99345 and direct POA contact 45 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
