


READMIT NOTE

RE: Patricia Baker
DOB: 09/06/1936
DOS: 01/17/2025
Radiance AL
CC: Readmit from psychiatric facility stay.
HPI: An 88-year-old female seen today. She was just randomly walking down the hallway and was cooperative to being seen. The patient is readmitted to facility from McAlester Regional Geri-Psych Facility after comments about suicide here in the facility that persisted over a day. The patient was at facility approximately two weeks, started on BPSD medications, which she remains on and she appears to be doing well since return. Staff report that she is sleeping through the night, she comes for all meals, she is little quieter, but will sit out in the larger day area with other residents and no resistance to care. Currently, there is limited information as to the behavioral health/psychiatric component of care.
DIAGNOSES: Depression with history of suicidal ideation, unspecified dementia, hypertension, hypothyroid, DM II and hyperlipidemia.
MEDICATIONS: Depakote 125 mg one tablet at 8 a.m. and 5 p.m. q.a.c., Norvasc 5 mg q.d., HCTZ 12.5 mg q.d., Toprol XL 50 mg q.d., Aricept 5 mg h.s., Zoloft 25 mg q.d., metformin 500 mg XR with breakfast, levothyroxine 25 mcg q.a.m. and Zocor 10 mg q.h.s.
ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert. She is cooperative to being seen and when I reviewed her medications with her, she was surprised and denied that she had diabetes, otherwise cooperative.
VITAL SIGNS: Blood pressure 129/81, pulse 80, temperature 98.0, respirations 18, and weight 150 pounds.
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NEURO: The patient is oriented to self and Oklahoma. Limited in information that she can give from her Geri-Psych stay or her own personal history. Her speech is clear. She tends to be tangential when speaking. Affect is blunted, she just looks around randomly.

MUSCULOSKELETAL: Ambulates independent, steady and upright. Moves limbs in a normal range of motion. No lower extremity edema.

SKIN: Warm, dry and intact with good turgor. No bruising or other lesions noted.

PSYCHIATRIC: She is quiet, has bland affect, but went along with the questioning and exam given and did have a few instances of animated affect when hearing about being on medications for DM II.

ASSESSMENT & PLAN:
1. Readmit from Geri-Psych stay for suicidal ideation. The psych medications the patient has been placed on that she was not on any of these prior to being sent out seemed to have been effective. There has not been any talk of self-harm or anything otherwise negative and she has been cooperative to direction, activity, meals etc. We will continue and we will monitor Depakote level as time goes on and will give it about another 30 days and then check.
2. CBC review. Normal WBC count with H&H WNL and normal indices. Platelet count also WNL.
3. CMP review. Normal creatinine and liver function. BUN of 16.7 indicates adequate hydration and magnesium level also WNL, but at 1.8.
4. Hyperlipidemia. The patient is on Zocor 10 mg q.h.s. with TCHOL of 206 and remainder of values show an elevated LDL at 112 and elevated HDL at 72. We will increase her statin to 20 mg h.s.
5. Hypothyroid. TSH WNL at 2.33. The patient will remain on levothyroxine 25 mcg q.d. and UA reviewed and completely clear, no evidence of UTI.
6. DM II versus hyperglycemia. A1c is 6.8, which for the patient’s age is below target range, so question whether she needs to be taking metformin. I am going to discontinue it and we will recheck her A1c in 90 days.
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