


PROGRESS NOTE

RE: Libby Ware
DOB: 02/12/1942
DOS: 09/26/2025
CNH

CC: Routine followup.

HPI: An 83-year-old Native American female seen today in the dining room and then later seen in her room. She was pleasant and cooperative both times. The patient is currently followed by complete hospice for diagnoses of CHF, CVA, and Parkinson’s disease. Review of her chart, there is no noted Parkinson’s disease diagnosis or any medications for that diagnosis. Myself and the ADON contacted her hospice talking to her nurse regarding how she meets criteria for hospice care when she is fairly independent, feeding herself, getting ready for bed and getting ready for the day during which time she can need assist. Her weight has remained stable and has had no falls or other acute medical issues. When we did speak with the nurse that follows her, she had some periods where she had dropped weight and had a fall but recovered quickly in both those events. I did request that they reevaluate the patient for appropriateness for hospice and to make sure that she was not being placed on hospice sooner than she needed it.
DIAGNOSES: CVA by history, HTN, history of heart failure, DM II, diabetic neuropathy, HLD, chronic seasonal allergies, unspecified polyarthritis, MDD, hypothyroid, anxiety disorder and BPSD psychosis of dementia now medically managed.

MEDICATIONS: Olanzapine 2.5 mg q.12h., Roxanol 0.25 mL (5 mg) q.1h. p.r.n., and Ativan 0.5 mg b.i.d. to be decreased to 0.5 mg at 2 p.m.

ALLERGIES: SULFA.

CODE STATUS: DNR.

DIET: Regular puréed with nectar thick liquids.

PHYSICAL EXAMINATION:
GENERAL: Pleasant female well groomed and cooperative to being seen.
VITAL SIGNS: Blood pressure 126/86, pulse 69, temperature 98.8, respirations 18, O2 sat 99%, and weight 120 pounds which is a weight gain of 3 pounds in one month.

HEENT: She has short full thickness hair. EOMI. PERLA. Nares patent. Moist oral mucosa.
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NECK: Supple. Clear carotids.

RESPIRATORY: She has decreased effort. Lung fields relatively clear with decreased bibasilar breath sounds. No cough.

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

ABDOMEN: Soft. Hypoactive bowel sounds without distention or tenderness.

MUSCULOSKELETAL: The patient is nonambulatory. She is able to pivot for transfers with full staff assist. She has trace ankle edema and has adequate grip strength to hold a glass or utensils, able to feed self and has adequate neck and truncal stability to set up on her own.

SKIN: Thin, dry, in certain areas intact. No breakdown noted.

ASSESSMENT & PLAN:
1. Vascular dementia with BPSD, agitation and anxiety. She has been getting Ativan 1 mg b.i.d. and it is a bit too much for her so I am decreasing her Ativan to 0.5 mg to be given at 2 p.m. and she will continue on 5 mg of olanzapine at h.s.

2. Chronic seasonal allergies and asthma. She has been relatively stable, but has needed O2 occasionally and she has O2 per 2L nasal cannula available, has condenser in her room.
3. Hospice. I spoke with complete home health whose had the patient on their hospice service since December 2024 and the nurse caring for her said that they would have their medical director look at the patient and then they will contact me. She wanted to speak to me directly bypassing the nurse at CNH so we will just hear what they have to say and just the goal is to just make sure the patient is getting what she needs at the time that she needs it.
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