


PROGRESS NOTE
RE: Lavon Liebert
DOB: 02/03/1936
DOS: 04/15/2025
Rivermont AL

CC: Readmit note from both hospital and skilled care stays.

HPI: An 89-year-old female hospitalized at Norman Regional for concerns of a CVA. The patient had a head CT and assessment of arterial flow of the head and neck with results showing normal blood flow. The patient also had an echocardiogram that showed hypertensive heart disease with LVH and she remains on Xarelto for PE in 2018. The patient was admitted to NRH on 02/28/25 and discharged on 03/14/25 where she then went to Grace SNF in Norman and was there from 03/14/25 until 04/01/25. Today she was seen in her room. She was seated quietly in her recliner. She made eye contact. She did respond to basic questions with brief answers. She had limited to no recollection of hospitalization or skilled care stay. She did tell me that she was tired from always having to do therapy. Since her return she is coming out for meals, otherwise stays in her room. She is a bit fussy, requires a lot of time and attention so that means she is back to her baseline.
DIAGNOSES: Hypertension, stage IV CKD, moderate Alzheimer’s dementia, history of TIA and CVA, gait instability is in wheelchair and requires transport most of the time, and chronic pain management.

MEDICATIONS: Alprazolam 0.5 mg at 6 p.m., BuSpar 15 mg 9 a.m. and 3 p.m., Zyrtec 10 mg q.d., Freeze It Roll-On q.12h., Haldol 0.5 mg 3 p.m. and 9 p.m., Norco 7.5/325 mg two tablets 9 a.m. and one tablet 3 p.m., 9 p.m. and 3 a.m., lidocaine patch to right knee at 9:30 p.m., topical analgesic to affected areas q.12h., MVI q.d., nystatin powder to periarea q.12h., Prilosec 40 mg q.12h., Reguloid q.a.m., Zoloft 100 mg q.d., Senna Plus 9 p.m., trazodone 100 mg h.s., and Xarelto 15 mg one tablet q.d.
ALLERGIES: NKDA.

DIET: Regular. Soft texture bite size portions and thin liquid.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: Well developed and well nourished female reclined in her chair.

VITAL SIGNS: Blood pressure 139/69, pulse 71, temperature 98.1, respirations 18, O2 sat 97%, and weight 170 pounds which is a 2-pound weight loss from her weight in facility on 02/10/25.

HEENT: NCAT. EOMI. PERRLA. Bilateral external ears are clear with skin intact. There was a small area of flaky skin on the external left ear. The patient was concerned that it was some kind of skin cancer, reassured her it was not and no treatment was needed.
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CARDIAC: She had a regular rate and rhythm. No murmur, rub or gallop. PMI is laterally displaced.

ABDOMEN: Protuberant and nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: She has fairly good muscle mass and motor strength. She is weightbearing with standby assist only for transfers. She has trace to +1 ankle and distal pretibial edema.

NEURO: She makes eye contact. She has a bland expression on her face. She is soft spoken. She does speak. She does not offer much information and I had to be pointed and ask specific questions. She states there are some things that she does not remember. It turns out that there are a lot of things she does not remember. She stated that she feels stronger than she did during hospitalization. She feels like she is at her baseline. She is sleeping good. She has a fair appetite. Her pain is managed and staff report that she is out on the unit often and interactive with others.

She can ask questions appropriate in content. Affect is generally bland despite what is being discussed and she is able to give limited information. She was eventually pleasant and cooperative.
PSYCHIATRIC: Initially a bit guarded that seemed to lessen as time went on.

ASSESSMENT & PLAN:
1. Readmit from hospital/SNF Care. The patient is followed by a Med Assist Home Health and is receiving physical therapy. I told her that she has got a stay with it and she appears to be doing that. The goal is that she is able to get herself around with her wheelchair rather than waiting. She does not like to wait and I reminded her she is going to be at the mercy of who ever is available.
2. Room air hypoxia. The patient returns on O2 from 2 to 4L per nasal cannula to keep sats greater than or equal to 90% and she now has DuoNeb treatments q.d. p.r.n. She has not asked for them since her return.
3. Hypertension. We will monitor on a daily basis her BP and HR any needed adjustments and medications will be made.
4. Anxiety. This is a big issue for the patient. We will continue with her BuSpar and consider initiation of Zoloft in the next few weeks.
5. Stage IV CKD. This is an increase in her kidney disease since leaving the facility. We will order a BMP to be done prior to our next visit.
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