


PROGRESS NOTE

RE: Beverly Schwarzkopf
DOB: 09/30/1944
DOS: 04/17/2024
HarborChase AL
CC: General decline.

HPI: A 79-year-old female with a long history of Parkinson’s disease followed by Dr. K. There has been disease progression despite being on Parkinson’s medication. The patient’s daughter and POA Jennifer contacted Dr. K last week, was able to get a hold of them and spoke to him about her mother’s disease progression to include a new onset orthostatic change, drop in blood pressure, increase in heart rate and followed by stair and then seizure activity. It lasts three to five minutes in total and then she has postictal change. With that information, there has been adjustment in her hospice medications which will be reviewed later. I saw her in her room. She was propped up in bed. She has visiting Angels with her from the time she wakes up to the time she goes to bed and they document what they are seeing. The sitter with her when I went in was sitting at her bedside coaxing her to eat lunch. She tells me that her pattern is that she usually eats a fair amount of breakfast and then lunch and dinner is slow a process and coaxing her to eat. She will generally eat about 25 to maybe 40% of the meal, lunch and dinner. They also changed her brief while I was there on my request and she had wet her brief, but had not had a BM. In looking at the notes the sitters’ document, it was noted that she had a large BM on the evening of 04/16/24. The patient did not appear in any distress when seen and while I was examining her, she then had that period of freezing and staring and then that tonic-clonic movement of her upper extremities which lasted no more than a minute and then she wishes quiet.

DIAGNOSES: Parkinson’s disease with a baseline of resting tremor in right hand and clear disease progression, new onset seizure activity beginning with orthostatic change, tonic-clonic upper extremity movement then postictal change, constipation, recent UTI antibiotics started on 04/11/24 with the pending followup UA, anxiety, cognitive impairment, and hyperlipidemia.

MEDICATIONS: Going forward. Droxidopa 300 mg t.i.d. morning, noon and early evening before 5 p.m., BuSpar 5 mg t.i.d., Inbrija inhaler q.a.m. p.r.n., Rytary 195 mg capsule two capsules t.i.d., discontinue Aricept, discontinue midodrine 5 mg b.i.d., Colace b.i.d., MOM 30 cc p.o. q.d., and magnesium citrate a bottle on cart to be used p.r.n.

ALLERGIES: NKDA.

CODE STATUS: The patient has an advanced directive and I will complete DNR.

DIET: Regular with chop proteins.
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PHYSICAL EXAMINATION:

GENERAL: Frail chronically ill-appearing female propped up in her bed. She was alert.

VITAL SIGNS: Blood pressure 141/82, pulse 93, afebrile, weight 84 pounds, and BMI 15.9.

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

ABDOMEN: Flat and nontender. Hypoactive bowel sounds.

MUSCULOSKELETAL: She has generalized decreased muscle mass and motor strength. She is a full of transfer assist, wheelchair dependent with decreased neck and truncal stability.

NEURO: She looked about randomly. She made eye contact with me. She was moving her mouth as though to speak, but there was not any sound coming out. She smiled briefly, nodded her head when I asked questions, but unclear that she was actually answering and when I entered her bedroom, she was being fed, but it was reported to be going slow and only a small amount.

SKIN: Warm, dry and intact. Decreased turgor. No breakdown or bruising noted.

PSYCHIATRIC: She did not appear agitated, but again she has difficulty conveying her need.

ASSESSMENT & PLAN:
1. Parkinson’s disease with significant progression. The new medication droxidopa that Dr. K has initiated. Daughter was told this is the last thing that he has to offer her and there is nothing else available. She will remain on Rytary.

2. New onset orthostasis with seizure following staff are aware that this happens. So, they remained with her keeping her if she is on the toilet upright and preventing her from falling. In bed, she is safe and her activity seems more limited. Currently, the decision is to keep her in bed hopefully decreasing that occurrence.

3. Weight loss. The patient’s weight in March was 89.2 pounds, one month later 84 pounds, so weight loss of 5.2 pounds. BMI is 15.9, so significantly below target range. Staff is to continue to feed her and report her p.o. intake per meal.

4. Social. Daughter was contacted. I had previously spoken with her regarding her wishes for hospice. She has talked to one of the hospice nurses who has presence in the facility routinely and it appears that this is the hospice that she wants. So, order for Traditions Hospice to evaluate and follow is written.

CPT 99350, direct POA contact 15 minutes and advance care planning 83.17
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
