


READMIT NOTE
RE: LaVon Liebert
DOB: 02/03/1936
DOS: 07/07/2025
Rivermont AL
CC: Readmit from ER.
HPI: An 89-year-old female who had three consecutive nights of falling in her room. She was unable to give information as to how it happened, but it appeared to staff that she was attempting to get out of bed to access her wheelchair or recliner on her own and ended up on the floor instead. Last night, it was evident that the patient had hit her head and she had the beginnings of a lump on her scalp, so she was sent to the Norman Regional ER and admitted for observation. Imaging of her head showed no acute CNS finding and labs were unremarkable and she was returned to facility just prior to being seen. During the interview, the patient sat with a blank expression on her face, was taking her time about answering questions and when she did her responses at times did not make sense. Then, several hours after I had seen her, I had walked down the hall and she had called out to me, she wanted me to tell her where the hallway bathroom was and I explained to her that there was no hallway bathroom, but she could turn herself around and just go back into her bedroom and the toilet was right there after entry. She made no effort to do that, kept asking for help and I then told her I had to leave to get to do work and I asked the aides to attend to her when they were done transporting the patients to do the dining. The patient continues to seek attention. She always wants staff to help her with anything that needs to be done with the exception of transferring and that she attempts to do alone and ends up falling. When asked questions, she delays answering almost in an attempt to keep people captive. When I asked if she remembered the number of falls that she has had, she stated no, which in fact may be true. A review of her hospital note showed that she had a CT of her head and of her C-spine and there were no intracranial abnormalities or acute fractures. The patient’s hospital vital signs are WNL with the exception of BP, which was elevated in the mid to high 150s and, when I told the patient that she may have headache as a result of her falls, she stated that she was born with a headache.
DIAGNOSES: Moderate Alzheimer’s disease with progression, BPSD in the form of attention seeking, feigned helplessness and mobility decline; she has a manual wheelchair that she can propel with her feet, but has been wanting staff to transport her, chronic pain management stable, HTN, GERD, chronic constipation, depression and anticoagulation.
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MEDICATIONS: Unchanged from 06/06/2025, note.
ALLERGIES: NKDA.
DIET: Regular with thin liquid.

CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: The patient seated in manual wheelchair. She is transported by staff to be seen.
VITAL SIGNS: Blood pressure 137/65, pulse 77, temperature 97.0, respiratory rate 19, O2 sat 98% RA and weight 158 pounds, which is a weight loss of 6 pounds in six weeks.
HEENT: Her hair is combed. Corrective lenses in place. EOMI, PERLA. Nares patent. Moist oral mucosa. She has a glum expression on her face. She does not make eye contact initially.
CARDIAC: She has an irregular rhythm at a regular rate without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: She cooperates with deep inspiration. She does take deep inspiration when asked. Lung fields are clear. No cough. Symmetric excursion. No SOB with conversation.
ABDOMEN: Protuberant. Nontender. Bowel sounds present. No masses or rebound signs.

MUSCULOSKELETAL: The patient is able to propel her manual wheelchair using both her hands and feet, but she will just sit in it and calling out for whoever is nearby to get her from point A to B. She has bilateral lower extremity trace to +1 edema. She can move her arms in a normal range of motion. She is weight-bearing.
The patient has good neck and truncal stability seated in her manual wheelchair. She is able to propel it using her arms and feet. She has bilateral trace lower extremity edema. She has good grip strength. The patient is able to weight bear and transfer self.

NEURO: Orientation x 2. She has to reference for date and time. Low-volume speech so that she has to be asked to repeat what she stated. She talks slowly and almost in a whining tone.

SKIN: Warm, dry and intact. She does have a small bruise the posterior right side of her head. Skin is intact. She states it hurts to mild pressure.

PSYCHIATRIC: The patient is moody. It seems that her goal is to get people to do as much for her as she can get them to do. She plays the victim frequently and there is evident self-pitying when people do not do what she wants them to do and I have reiterated that she can do much more for herself and that being able to do things for herself gives her freedom, but I think she wants to have people wait on her and be with her.
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ASSESSMENT & PLAN:
1. Medication review. I have discontinued routine and p.r.n. breathing treatments as the patient is refusing and/or does not ask for them. I am discontinuing p.r.n. O2 as She has not requested it in the six months that she has had it and I am clarifying that Tylenol is not to exceed 3000 mg q.d. and her p.r.n. 500 mg Tylenol is not to exceed three doses daily.
2. BPSD in the form of neediness and attention seeking. I have let the patient know that I think she needs to be in memory care because of these behavioral concerns and that unless she does some things to change them that I would push for that. The limiting factor right now is family’s ability to afford memory care versus AL. I still think it warrants staff speaking with the POA about the patient’s behavior so that they may set a limit with her as to what she needs to do in order to be able to stay here.
3. Falls in a patient on Xarelto; she is currently on 15 mg q.d. This was the patient’s first DVT and it was unprovoked; the recommended duration is from 3 to 6 months, she has been on it over a year, so it is discontinued.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

