


PROGRESS NOTE

RE: Ted Cox
DOB: 05/09/1943

DOS: 03/19/2025
The Harrison AL

CC: 90-day note.

HPI: An 81-year-old gentleman with advanced Parkinson’s disease seen today in room. He shares an apartment with his wife and his daughter was there; she is involved in his caretaking. The patient looked thin and more frail than when I last saw him. He was seated in a recliner. He made eye contact. He was verbal, but his voice is very faint and difficult to hear him. He did have a sense of humor and was commenting that after his daughter told him that today was corona day at happy hour here. He just told her that she would need to go to the store and get some for him. Prior to the levity, wife who speaks on his behalf, stated that there were medications that his previous PCP would refill for them and she asked if I would then take over that role and I stated of course I would as I was now his PCP and she was happy to hear that. They also then brought up what the patient wanted them to tell me about was that he has this persistent intermittent cough that he then spoke on his own behalf and stated that it was scary. he stated “you can’t breathe and cough at the same time” and when he has this cough sometimes he just cannot stop it. He is also too weak to be able to expectorate anything. He feels like there is something at the back of his throat, but he cannot get it out. His daughter then brought up the issue of nightmares and hallucinations that he is having and has been having for the past few months. I looked at him and I stated “is this true?” and he shook his head yes and that he stated that it is scary that he goes to sleep and then just sees like these violent things in front of him and it is difficult for him to wake up and that then during the early part of the days that he will have these delusions of seeing people in the room or imagining things that are frightening, but have not occurred. These symptoms have been going on for several months, but have just accelerated in the frequency, duration and the quality of fear or violence that is occurring. I talked to him about NUPLAZID and that it is indication from the psychoses related to Parkinson’s, which is what is going on and I have had patients with success with it, others that did not tolerate it and he stated he was willing to try anything, so I will obtain samples for him. The patient then tells me that he has just had this persistent cough after I examined his lungs and told him that I heard some gurgling and some rhonchi, which is kind of a wet sound and he told me that he just has this cough that will start up occurring in the morning and later afternoon, it is hard to stop and he does not have the strength to expectorate.

Ted Cox

Page 2

I told him about the cough syrup that has a small amount of narcotic as well as and it is a decongestant that would help dry things up as well as give some relief from the cough and it is low dose 5 mL q.12h. and he stated he wanted to try it. I told him I would check with hospice to see if they covered it and unfortunately they do not. The daughter also asked about why does he get a medication that is to increase his blood pressure and then they have to give him a medication to bring down his blood pressure. I told her I agreed that that did not make a lot of sense, but for now review of his medications show that he only receives the midodrine and as to an ongoing blood pressure medicine the most that he gets is HCTZ 12.5 mg a day as needed for leg swelling.

DIAGNOSES: Advanced Parkinson’s disease, BPH, neurogenic orthostatic hypotension, psychoses of Parkinson’s disease, chronic cough, chronic constipation, which has been treated successfully, and hyperlipidemia.

MEDICATIONS: Sinemet ER tablet 25/100 mg one tablet p.o. t.i.d., droxidopa capsule 200 mg two capsules q.a.m. and one capsule at lunch, Proscar 5 mg q.d., melatonin 5 mg h.s., midodrine 5 mg two tablets q.a.m., one tablet at 2 p.m. and 8 p.m., MiraLax q.d., rasagiline 1 mg after lunch, ReQuip 1 mg t.i.d., Flomax one p.o. a.m. and h.s., Senna Plus one p.o. q.o.d., and p.r.n. Norco 7.5/325 mg one tablet q.4h.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Advance directive, but no DNR.

PHYSICAL EXAMINATION:

GENERAL: Frail gentleman who appears chronically ill and seated quietly in his recliner.
VITAL SIGNS: Blood pressure 146/88, pulse 81, temperature 96.7, respirations 17, and weight 131.2 pounds.

HEENT: His hair is groomed. Anicteric sclera. EOMI. PERLA. He was able to keep his eyes open. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: He has a regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

RESPIRATORY: He has a normal effort and rate. He has inspiratory gurgling sounds mid to lower bilateral lung fields. He had an occasional cough unable to expectorate.
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ABDOMEN: Flat, nontender. Hypoactive bowel sounds present.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. Intact radial pulses. He has trace bilateral lower extremity edema from ankle to mid-pretibial area. He moves his limbs, did not observe weightbearing. He has to have assist to be able to stand and was able to stand for a fair amount of time when I needed to examine his bottom.

SKIN: Warm and dry. No bruising noted. On his bottom at the perianal area on the medial right side, he has a dime shaped sore with the center revealing tender new skin that he describes as painful, the area is clean and there was evidence that there had been barrier protectant on it and no other perirectal lesions noted.

NEURO: The patient makes eye contact. He has a very faint voice, it has significantly decreased from my last visit. Content of speech is coherent. He is able to express his need and ask questions. He maintains a sense of humor and he listens when his wife is speaking for him and generally agreed with her. He appears to have a good understanding with his daughter who prompts and cues him for being able to stand up or lean forward etc.

PSYCHIATRIC: The patient interacts. It does not at all seem like he is giving up, he is putting forth effort to function and he clearly has a good support system around him and it seems clear that he knows that and appreciates their help. There is no talk of when he gets to the end, everything is what we are doing right now to take care of him. He did directly ask me questions or asked me what I thought about certain things. He seemed very appreciative when I mentioned there may be something we can do for his cough and he is willing to try.

ASSESSMENT & PLAN:

1. Perianal sore on the medial right side, it is a dime sized area of central breakdown, the area has been kept clean and there is barrier protectant; one is Calmoseptine and the other tube that wife showed me is silicone, so it is a barrier protectant against moisture and I told her that when he is sitting the barrier protectant is what should be used, when he goes to bed at night using the silicone because of incontinence it would protect the area from moisture and I commended them on how the areas kept clean. He also gets showers with the hospice aides.

2. Parkinson’s related cough. Tussionex, which is chlorpheniramine and hydrocodone, it is 5 mL p.o. q.12h. and we will do a trial of three weeks to see whether it is of benefit and unfortunately not covered by hospice, so I am told.

3. Psychoses of Parkinson’s disease. NUPLAZID 34 mg one p.o. q.d. and I will bring samples for the patient to try.
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4. Bilateral lower extremity edema. Ordering Tubigrip soft compression that will be placed on both legs in the morning and taken off at h.s. and will be provided by hospice.
5. Medication refill needed. Flomax 0.4 mg one capsule q.a.m. and h.s. dispensed #90 and Proscar 5 mg one p.o. q.d. dispensed #90; both will be refilled through their local CVS, which is 119th and Penn, 90 days with three refills.

6. Advance care planning. I will speak to the wife and daughter who the daughter shares POA responsibility with her brother regarding DNR.

CPT 99350, direct POA contact 40 minutes and advance care planning discussion 83.17.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

