


READMIT NOTE
RE: Tim Wall

DOB: 07/12/1961
DOS: 07/27/2023
HarborChase MC
CC: Readmit note.

HPI: A 62-year-old gentleman with advanced Alzheimer’s disease, was admitted to SSM Geri-Psych on 06/08 after continued physical aggressiveness directed toward residents, staff and material objects around the unit. The ABH gel and other medications for behavioral issues were ineffective; the presence of his wife did not matter and help in calm him down. The patient’s admitting diagnoses per SSM were psychoses, a danger to self and others, delusional psychotic thinking. Workup during stay included a CMP and a CBC both WNL with the exception of a platelet count of 497,000, UA negative for UTI, HbA1c 10.6 and lipid profile with T-cholesterol of 274, HDL 29, LDL 219. Head CT showed mild white matter changes with volume loss; otherwise, no acute changes. CXR WNL. Lumbar spine films showed mild anterior spurring of the spine with mild degenerative changes throughout. Pelvis x-rays, no acute changes and postsurgical changes of the right hip. The patient returned to the facility on 07/25.
Since return, the patient has been very quiet, sleeping much of the time, will get up for meals with staff prompting, he is able to feed himself and continues to ambulate independently. The patient has been among other residents, staff are careful to make sure there is some space between him and others, so that it is not crowded. When I went into see him today, he was reclining in a bedside chair and he had his eyes closed. As I stood there, he opened his eyes and he asked me “what?” and so I told him that I want to see how he was doing now that he is back and told him that he looked healthy, he did some mumbling, I am not sure what he was saying.
DIAGNOSES: Mixed bipolar disorder, cognitive dysfunction, insomnia, manic depression, BPSD, DM II, lower extremity edema, constipation and BPSD of physical and verbal aggression with resistance to care.
MEDICATIONS: Olanzapine 10 mg h.s., memantine 5 mg h.s., temazepam 7.5 mg h.s. p.r.n., trazodone 100 mg h.s., valproic acid 500 mg b.i.d., tramadol 100 mg t.i.d., Lasix 20 mg q.d., metformin 500 mg b.i.d., docusate 100 mg q.d. and Haldol 1 mg t.i.d. p.r.n. x2 weeks.
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ALLERGIES: NKDA.

CODE STATUS: DNR.

HOSPICE: Valir.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished male resting, then opened his eyes and was verbal.

VITAL SIGNS: Blood pressure 157/99, pulse 100, temperature 97.7, respirations 16 and weight 313 pounds.

CARDIAC: Regular rate and rhythm. No MRG. PMI nondisplaced.
ABDOMEN: Slightly protuberant, nontender. Bowel sounds present.
MUSCULOSKELETAL: He is ambulating independently with a mild ataxia and a slow flat foot gait. He has improved neck and truncal stability holding his head up versus prior to going to SSM.

NEURO: Orientation x1. Just a few words that were mumbled and could not comprehend to date. He has needed only mild redirection and will do things on his timing.

ASSESSMENT & PLAN:

1. Readmission from Geri-Psych. There have been medication adjustments and he seems to be responding well to them. There is control of the behavioral issues that were seen previously and only mild sedation. The patient has been coming to meals and feeding himself. He has allowed staff to do minimal assist in personal care and is cooperative with taking medications; all improvements for the patient.

2. Insomnia. This has not been an issue since he returned, so we will continue with the trazodone at h.s. and the temazepam for refractory sleep induction.

3. Transition to Hospice. Valir Hospice has evaluated the patient today and have accepted him on service.

4. General care. At some point, we will contact his wife; she has been very emotional and at times unhappy with things here at the facility as far as her husband’s care.

CPT 99350
Linda Lucio, M.D.
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