


PROGRESS NOTE

RE: Deborah Parmele

DOB: 10/28/1953

DOS: 02/14/2025
Featherstone AL

CC: Routine followup followed by acute event. A 71-year-old female with history of HTN, DM II, COPD on O2 h.s. and p.r.n. and history of anal cancer with recent bleeding followed up early _______ recurrent disease.
HPI: A 71-year-old female seen in room, she was awake, just sitting on her bed; the room continues to become a bit more disheveled every time I see her and I was doing followup after an ER visit on 01/22 where she backed into storage boxes of Christmas events, fell backwards, hit her back, sustained a low back injury, which for the most part appears to have resolved. She appeared at her baseline. The patient is able to administer her own insulin and does her own glucose monitoring. She comes out for meals and is interactive to some degree with different residents. She had had no acute medical events or falls since previous visit. After being seen, I was in another resident’s room when the staff found me and stated that I was requested to be seen in Ms. Parmele’s room. They had just gone in, I am not sure why the nurses had and that she was lying on her bed, not able to get herself, just appeared generally weak, had different look on her face, not talking and not able to get herself off of the bed. She did not respond to questions though she made eye contact and that continued when I came in. There is a question of that maybe she had a seizure as she had appeared to have urinated on herself. When I got in there and looked, she had a calm blank expression on her face. She did not talk and then in looking at her overall, there was a pattern on her clothing that looked as though she had urinated, but then wanting to turn her over, there was non-odorous fluid from her back down to her lower back and there was a half empty glass of water sitting on the stand next to her bed. I asked her if she had dropped the glass on herself when trying to drink and she did not make eye contact, asked if she remembers having an aura or any type of seizure and again she could not give information.

DIAGNOSES: DM II, CKD stage III, HTN, ASCVD, OSA, HLD, GERD, insomnia, and anal cancer status post resection, RTX, and recent evaluation showed it remained clear.
MEDICATIONS: Unchanged from 01/28 note.

ALLERGIES: PCN, CODEINE, EES, SULFA, MORPHINE, and DILAUDID.
DIET: Low carb.

CODE STATUS: Full code.
Deborah Parmele
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PHYSICAL EXAMINATION:

GENERAL: The patient was lying quietly. Her face was pale and she was quiet, did not speak, just staring outward.
VITAL SIGNS: Blood pressure 124/72, pulse 64, temperature 97.7, respirations 17, and weight 206.7 pounds and these vital signs were prior to the patient having the altered appearance and mental status. So, before then, vital signs were: Blood pressure 132/74, pulse 78, temperature 102.4, respirations 18, O2 saturation 93% RA, weight 197 pounds, and FSBS 183.

RESPIRATORY: Did not do deep inspiration. Lung fields clear. No cough. Symmetric excursion. Anterolateral lung fields clear. No cough. Symmetric excursion. Posterior breath sounds also relatively clear. No cough. Decreased bibasilar breath sounds secondary to decreased deep inspiration.
CARDIAC: She had an irregular rhythm without murmur, rub, or gallop. PMI nondisplaced. Heart sounds distant.
ABDOMEN: Soft, protuberant, nontender. Hypoactive bowel sounds. No masses. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. She was not able to get herself up off the bed and with full assist, it was difficult trying to sit her up. She was not able to maintain herself sitting straight up and was not able to weightbear, just her knees would buckle.

SKIN: Pale, warm, dry and intact with fair turgor.
EXTREMITIES: Intact radial pulse.
NEURO: She looked at me when I would say her name and just kind of stared out at me, just confused and kind of out of sorts expression and did not attempt to speak. Her oral mucosa became dry. Did not resist exam. Did not speak. Made eye contact. She seemed to know who we were and slowly was able to do a few things requested, but as far as moving and sitting up she could do that and attempts to get her to stand, she was dead weight.
ASSESSMENT & PLAN:

1. Altered mental status. The patient had had a normal morning and afternoon and then was found just lying in bed with this different look on her face, nonverbal, somewhat blank stare, would make eye contact, but not speak and then was not able to reposition self or stand. So, on review of medications, she had no change in her medications and a recent FSBS had been well within normal, so a decision to send her out made, stayed with her until EMSA arrived and reviewed with them the events that led to EMSA being contacted and she is sent to INTEGRIS on Southwest 44th Street in OKC.

2. Social. Her son/POA Robert Parmele given information as to where his mother had been taken.

CPT 99350 and direct POA contact 10 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

