


READMIT NOTE
RE: Sharon Droke
DOB: 04/08/1949
DOS: 10/12/2023
HarborChase MC
CC: Readmit note.

HPI: A 73-year-old female who returned from Geri Psych at Rolling Hills on 10/09/23. She was admitted there on 09/08/23. The patient was there for 31 days. Since her return, she has been quiet, but cooperative. She will sit in the dining room with other residents quietly just looking straight ahead or napping. She is easier to give directions to. She does not react as quickly. She has not started with a litany of cursing and name calling. Today, when I went to see her, she was napping in her bed. I asked if I could just check in with her for a few minutes, she made eye contact with one eye half opened and then she said okay. She was actually smiled on a couple of occasions. We talked about the furniture in her bedroom that it was nice and looked good and she seemed to liked that and she states that she liked this room better than the other one. I am not sure if she is in a different room, but she thinks that she is. She is now wearing adult briefs. She has incontinence, but can be toileted.

Labs from Rolling Hills drawn on 10/02/23 showing elevated BUN and creatinine of 27/2.62 with glucose of 312. Calcium elevated at 10.6. CBC WNL. Magnesium WNL at 2.2. Medications were tried and some adjusted. She seems to be doing fairly well on her current regiment. So, we will continue with that.

DIAGNOSES: Major neurocognitive disorder due to Alzheimer’s dementia, BPSD of agitation and aggression, HTN, glaucoma, HLD, GERD, asthma, and DM-II.

MEDICATIONS: Demadex 20 mg q.d., Lexapro 10 mg q.d., Aricept 5 mg h.s., Rilutek 5 mg h.s., Lamictal 50 mg b.i.d., Klor-Con 20 mg mEq h.s., Ventolin MDI p.r.n., Flonase q.d., Protonix 40 mg q.d., Xalatan OU h.s., Alphagan one drop OU b.i.d., Colace one tablet q.d., FeSO4 325 mg one tablet q.d., Aldactone 12.5 mg q.d., Catapres 0.2 mg one p.o. t.i.d., and Vraylar 1.5 mg tablet q.d., and Nesina 6.25 mg q.d.
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ALLERGIES: NKDA.

DIET: Regular, low-carb.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is lying in bed, but she makes eye contact and smiles.
VITAL SIGNS: Blood pressure 137/88, pulse 106, temperature 98.2, respirations 20, and weight 166 pounds.

RESPIRATORY: Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: The patient ambulates independently. She does have a walking stick that she has started using. Her steps are measured and slow. She moves her arms in a normal range of motion. Intact radial pulses. Trace ankle edema.

NEURO: Orientation x1. She is verbal. She spokes. Her speech is clear. The content was in context, but if she continues speaking, she gets easily confused.
ASSESSMENT & PLAN:
1. Readmit note. The patient was admitted to Rolling Hills on 09/08/23 and readmitted here on 10/09/23 for a total of 31 days. She is quieter, but still comes out and socializes. She is able to follow direction. She voices her needs. There has not been this agitation or cursing at people randomly.

2. Return from Geri Psych visit. The patient has come back into the unit sitting among the residents for meals and activities. She is quiet. She does not interact on a one-to-one basis but that she is around them and seems comfortable doing that is an improvement. Previously, the patient appeared to not trust the people that she was around. She would randomly curse at them and glare at them. She does not do that anymore.
3. BPSD in the form of aggression. No evidence of that. She has been given direction by nurses to come get her medications or by aides to do certain things and trying to assist her in personal care and she is cooperated and has not been belligerent.
4. DM-II. We will order A1c.

5. Electrolyte abnormalities and volume contraction. CMP ordered.
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Linda Lucio, M.D.
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