


READMIT NOTE
RE: Judy Taylor

DOB: 10/26/1947
DOS: 12/20/2022
HarborChase MC
CC: Readmit note.

HPI: A 75-year-old hospitalized at INTEGRIS 12/04/2022 to 12/10/2022 and on return noted changes in medications. The patient has DM I, which has been difficult to control. She had an A1c on 09/22/2022 of 8.4 and on 12/05/2022, it was 9.4. The patient’s p.o. intake is reportedly good though it can vary as to which meal; it is better her FSBS checked q.i.d. A.m.’s are less than 126 and generally in the very low 100s without symptoms and her late afternoon and evening FSBS can get to the mid to high 400s to the mid high 500s. The patient is noncompliant with the DM I diet. Since her return, the patient has been alert and oriented x3. She is verbal and can voice her needs. She does have episodic confusion and does not at times understand direction given. She is back to interactions with primarily staff, will on the unit amongst other residents. Appears comfortable, but not particularly interactive with anyone. I was contacted after she got to the unit about the insulin changes and staff were concerned given how labile she is, so we resumed what she had been receiving here.

DIAGNOSES: IDDM, ETOH-related dementia, HTN, hypothyroid, and gait instability.

MEDICATIONS: Going forward, are metformin 500 mg with breakfast and lunch and 250 mg at dinner, Lantus q.a.m. is increased to 18 units, benazepril 40 mg q.d., levothyroxine 75 mcg q.d., Lexapro 5 mg q.d., Tums 750 mg b.i.d., Tylenol 650 mg b.i.d., melatonin 6 mg h.s., Rena-Vite q.d., and vitamin D 2000 units q.d.

ALLERGIES: CODEINE, SULFA, and GENTAMICIN.
DIET: Low carb; however, the patient eats freely.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is sitting in the DR during Christmas party. She appeared in good spirits.

VITAL SIGNS: Blood pressure 127/73, pulse 76, temperature 97.4, respirations 18, O2 sat 93%, and weight 132.6 pounds.
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MUSCULOSKELETAL: The patient was propelling herself around in a manual wheelchair. She is weightbearing and can ambulate safer with standby assist.

CARDIAC: She has an irregular rhythm without MRG.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough.

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

ASSESSMENT & PLAN:
1. IDDM. Adjusted metformin as above and increased a.m. insulin by 3 units. She gets q.i.d. FSBS and we will do a followup next week checking for further changes needed and again most recent A1c during hospitalization on first day there was 9.2.

2. Gait instability. Recommend she use a wheelchair when she is fatigued and she is followed by Harmony Hospice, so she will receive therapy as need indicated.

3. Social. Daughter was contacted and reviewed with her the changes that were made.
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