


PROGRESS NOTE

RE: Virginia Robertson
DOB: 02/16/1936
DOS: 11/07/2023
Town Village AL
CC: ER followup.

HPI: An 87-year-old who had ER visit to Mercy on 11/01 for low O2 saturations. I had been contacted earlier about this, the staff involves stated that the patient was resting, she appeared comfortable in her room, but her O2 saturations were in the high 70s. I had them ask the patient how she felt, she denied having any shortness of breath, no palpitations. Her blood pressure was normal, but staff was concerned about the reading. I tried to tell them that there may be other reasons that that reading was low and that it may not be the correct O2 sat. I was contacted later that they had made a decision to go ahead and send her out. I think staff was more than uncomfortable with the reading than the patient was. She had labs to include a C-reactive protein and a CXR done. The discharge diagnosis from the physician was interesting. Her diagnosis was a person with feared complaint in whom no diagnosis was made and then secondary late onset Alzheimer’s dementia. So, she returned to the facility same day with no new orders. When I spoke with her, she states she feels good, she has no complaints and that she does not want to go back to the ER. I told her that hopefully that will not have to happen. She is coming out for meals on occasion, does her own personal care, which is questionable, but is compliant with medications and it is unclear whether she has family contact, she tells me that she does. She has a son who lives on the East Coast and she has acknowledged that she has a hard time getting a hold of him. The patient states that she has no pain, sleeps good, appetite is stable. She enjoys just being in her room, watching TV and doing little things here and there.
DIAGNOSES: Unspecified dementia, BPSD in the form of care resistance which actually is increasing despite what she stated, HTN, HLD and peripheral vascular disease.
MEDICATIONS: Tylenol 500 mg two tablets q.12h., Os-Cal one tablet q.d., Depakote 125 mg q.d., Effer-K 10 mEq q.a.m., glucosamine/chondroitin tablet three q.d., HCTZ 25 mg q.d.
ALLERGIES: NKDA.
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DIET: Regular.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished female who was cleaning out her refrigerator.

VITAL SIGNS: Blood pressure 148/92, pulse 95, temperature 96.2, respirations 16, O2 saturation 72%; this was during the ER time and weight 155 pounds.

CARDIAC: She has a regular rate and rhythm. No murmur, rub or gallop.
RESPIRATORY: Normal effort and rate. She does have decreased bibasilar breath sounds, but no cough and symmetric excursion.
MUSCULOSKELETAL: She walks in her room, has a wheelchair for distance that she can propel. She had no lower extremity edema. Moves her arms in a normal range of motion.
NEURO: The patient makes eye contact. She was verbal; what she said made sense and was relevant to what I was asking her. When I asked if she was doing okay, she said yes and wondered why I would ask that and then she forgotten about her ER visit, so we talked about that. When I asked her, how she felt about going, she said she does not care to go back. Orientation x2. Makes brief eye contact and continues onto her chore.

SKIN: Intact. No bruising or skin tears noted.

ASSESSMENT & PLAN:
1. ER followup, low O2 saturations without distress, unclear that it was even done appropriately; we will hopefully avoid the situation in the future.

2. General care. The patient is overdue for annual labs. She has refused them previously. I am going to ahead and order again and see if we can get those labs done. CMP, CBC, lipid profile and TSH.

CPT 99350

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

