
Date of Admission: ___ [DATE].

Date of Discharge: ___ [DATE].

Service Provided: Psychiatric discharge summary.

Chief Complaint: Suicidal ideation with plan to cut wrist with razors. The patient was placed on 5150.

History of Present Illness: The patient is a 45-year-old Hispanic female with a recent history of right

internal capsular CVA diagnosed in ___ [DATE] at ___ [PLACE] with left-sided weakness. Please see

prior TDS record for details of initial evaluation of her CVA. The patient's niece called 911 the day prior

to admission after the patient had razors and was threatening to cut her wrist. The patient's family says

that the patient has been increasingly depressed and crying to herself at times, also been making

statements about not wanting to be alive. Family has taken away the razors and scissors and tried to keep

the patient safe at home, but these efforts have not been successful completely as the patient was holding

a razor blade to her wrist on the day of admission. The patient states that the majority of her depression

stems from difficulty in being independent after her stroke and she continued to have left-sided

hemiparesis, stating that she would rather be dead than have to rely on her family for all of her needs.

Past Psychiatric History: The patient has a history of being treated with Celexa 10 mg daily, which had

good efficacy. She denies prior psychiatric hospitalization. Denies any prior suicide attempts.

Past Medical History: Hypertension, diabetes, right internal capsule ischemic infarct with residual left

hemiplegia, and also history of hernia repair.

Family History of Mental Illness: The patient denies.

Substance Abuse History: The patient smokes cigarettes. Denies any alcohol or illicit drug use.

Social History: Currently lives in ___ [PLACE] with her sister and her fiancee. She has never been

married. She has no children. She came to the ___ [PLACE] from ___ [PLACE] during adulthood. She

is not working currently. She previously cleaned houses for a living.

Sexual History: The patient is not currently sexually active.

Physical Examination on Admission: Please see admission H and P dated ___ [DATE].

Lab Data from Admission to Discharge: Urinalysis was within normal limits. Urine drug screen was

negative. Urine pregnancy test was negative. Thyroid function studies were within normal limits. RPR

was nonreactive. Cholesterol 171, triglycerides 153, HDL 46, LDL 101. LFTs were within normal

limits. CBC was within normal limits. BMP was within normal limits. Hemoglobin A1c at 6.1. MRSA

screen was negative.

Mental Status Examination on Admission: The patient appears older than stated age, average height,

average build. Good hygiene. Left-sided hemiplegia. Decreased alertness. Poor posture. Poor eye

contact. Decreased attention span, sluggish motor level. No unusual movements except for left-sided

weakness. Gait not assessed secondary to left-sided weakness. No compulsive behavior. Minimally

cooperative with interview. Speech is hypoverbal, not spontaneous. Spoke with resident in English upon

initial assessment, but then refused to speak in English with attending, stating she did not speak English.

She nodded yes when asked about penicillin allergy and nodded yes when asked about if she was



suicidal. She denies homicidal ideation. No grandiose or paranoid delusions. She appears to have no

auditory or visual hallucinations. Her behavior does not indicate that she is responding to internal

stimuli. She is dysphoric with restricted affect. Sensorium and cognition: The patient appears to

understand English and know that she is in the hospital, but will not answer formal questions. She will

need more formal cognitive assessment when she is awake. Average estimated intelligence. Insight and

judgment are fair.

Hospital Course and Treatment: The patient was admitted to ___ [PLACE] under the care of Dr. ___

[NAME], initially on 5150. The patient subsequently signed herself involuntarily. The patient states that

the majority of her depression and suicidal ideation stemmed from her emergent lack of independent

after having a stroke leading her extremely weak on the left side of her body. The patient states that she

had been independent for the majority of her life and has been very difficult for her to adjust to her

current symptoms of left-sided weakness and inability to care for herself on her own. The patient had

also previously been placed on Celexa with good effect and for this reason, this patient was restarted on

Celexa 10 mg daily. The patient stated that she previously had difficulty getting her medications and

having regular followup with doctors because she did not have any insurance, and her ___

[INSURANCE] was pending. The social worker on the unit talked to her extensively about social

support that the patient could have, and the patient was educated to be ___ [PLACE] and ___ [PLACE]

4 dollar per month drug programs. While on the unit, a physical therapy and PM and R consultation was

requested. The patient was deemed to be a good rehab candidate. At the time of admission, the patient

being transferred to the ___ [PLACE]. At this time, the patient was denying any suicidal ideation. She

clearly had no psychotic symptoms, and she was not homicidal. Also on this admission, there was a

family meeting with her sister and her fiancee. It was discussed with them the plan for the patient to be

transferred to the ___ [PLACE] acute rehab unit. Upon discharge from the ___ [PLACE], the patient's

family states that she is welcome to return home, and they are willing to do whatever necessary to take

care of the patient, but are hopeful that the rehabilitation will enable the patient to have increased

independence.

Mental Status Examination on Discharge: The patient appears older than stated age. She is average

height, average build and good grooming and hygiene. Left-sided weakness. She is calm, cooperative

with interview. Speech in either English or Spanish. She has a good attention span. Speech is normal

rate, rhythm and tone with some slurring secondary to left-sided facial weakness. The patient states

mood is "much better." Affect is full and mood congruent. Thought processes are linear, organized and

goal directed. Thought content: The patient denies SI, HI, PI, AVH. There is no delusional content

identified. Normal digit span. Oriented x4. Recent and remote memory are intact. Normal ability to

name common objects. Normal word comparison. Average estimated intelligence. Insight and judgment

are good.

Discharge Medications

Celexa 10 mg daily.1.

Aspirin 325 mg daily.2.

Zocor 20 mg at bedtime.3.

Lisinopril 5 mg daily.4.

Sliding scale insulin.5.

Ambien 10 mg at bedtime p.r.n. insomnia.6.

Discharge Diagnosis(es)

Axis I: Major depressive disorder.



Axis II: Deferred.

Axis III: Hypertension, dyslipidemia, diabetes mellitus, status post cerebrovascular accident with

residual left-sided weakness.

Axis IV: Moderate.

Axis V: Global Assessment of Functioning equals 50.

Discharge Instructions: The patient was discharged with ADA diet as tolerated. The patient has been

discharged to the ___ [PLACE], acute rehabilitation unit. She was instructed to take her medications as

prescribed. Furthermore, the patient was instructed to call 911 or proceed to the nearest ER should she

experience any suicidal thoughts after she is discharged from the hospital, and she was also encouraged

to tell staff members on the ___ [PLACE] if she should have any worsening depression or suicidal

thoughts. The patient was instructed to abstain from heavy alcohol or illicit drug use. Lastly, the patient

was discharged to ___ [PLACE] in stable condition from a psychiatric standpoint.



Date of Evaluation: ___ [DATE].

Service Provided: Initial Psychiatric Evaluation

Identifying Data: A 45-year-old Hispanic female, lives in ___ [PLACE].

Chief Complaint: Positive suicidal ideation with plan to cut wrist with razors. The patient was placed on 5150.

History of Present Illness: A 45-year-old Hispanic female with a recent history of right internal capsular CVA, 

diagnosed in ___ [DATE] at ___ [PLACE] with left-sided weakness. Please see prior TDS record for details of 

initial admission after initial CVA. The patient's niece called 911 yesterday after the patient had razors and was 

threatening to cut her wrist. The patient's family says the patient has been to herself and crying all the time, also 

been making statements about not wanting to be here and not wanting to live anymore. Family has taken away 

razors and scissors. The patient is currently calm in the emergency department. She is stable with left-sided 

hemiparesis. Currently, the patient is extremely tearful in the ED.



Date of Evaluation:

ADDENDUM

Past Psychiatric History: Started on Celexa 10 mg a day during ___ [DATE], admission for depression,
denies prior psychiatric hospitalizations or suicide attempts.

Past and Recent Medical History: Hypertension, diabetes, right internal capsule ischemic infarction with
residual left hemiplegia and also history of hernia repair.

Allergies: ALLERGIC TO PENICILLIN.

Medications: On admission, aspirin 325 mg per day, Zocor 20 mg at bedtime, lisinopril 5 mg q. day, Celexa
10 mg q. day, metformin 500 mg b.i.d., and glipizide 5 mg q. day. Of note, the patient reports she has been
noncompliant with those medications. That list is what she was discharged from the Neurology Service on
___ [DATE].

Review of Systems: Respiratory: No complaints. Genitourinary: Complains of leakage from bladder.
Gastrointestinal: No complaint. Cardiac: No complaint. Integumentary: No complaint. Neurologic: Left-sided
weakness. Musculoskeletal: Left-sided weakness. No other system complaints.

History of Substance Abuse: Denies alcohol or illicit drugs. Smokes cigarettes, 3-4 cigarettes per day,
previously, 1 pack per day since age 18.

Family History: Mental illness, denies.

Social and Developmental History: Currently lives in ___ [PLACE] with her sister and sister's family. Never
married. No children. Came to ___ [PLACE] from ___ [PLACE] during adulthood. No longer working.
Previously cleaned houses.

Mental Status Exam: Appearance: The patient appears older than stated age, average height, average build,
average hygiene with left-sided upper and lower extremity hemiplegia. Behavior: Decreased alertness, poor
posture, poor eye contact. Decreased attention span, sluggish motor level. No unusual movements except for
left-sided weakness. Gait, not assessed secondary to left-sided weakness. No compulsive behavior. Minimally
cooperative to interview. Her speech is hyperverbal, not spontaneous. She spoke with resident in English, but
initially denies that she is able to speak English to me, but then she does answer by nodding yes and no to
questions I ask. She nods yes when I ask her about penicillin allergy and nodes yes when I ask her if she has
remained suicidal. She gives no answer to many of my questions. She is semi-cooperative. She denies any
homicidal ideation though she appears to have no grandiose or paranoid delusions. Appears to have no
auditory or visual hallucinations. Her behavior does not indicate any internal activity or responding to
internal stimuli. She is dysphoric with restricted affect. Sensory and cognitive exam, the patient appears to
understand English and knows that she is in the hospital, but will not answer formal questions. She will need
more formal cognitive assessment when awake. Her estimated intelligence is average to below. Insight is fair.
Her judgment is fair.

Physical Examination
Vital Signs: Blood pressure 127/69, pulse 74, and respiratory rate 18.
Skin: No abnormal pigmentation or lesions.
HEENT: Normocephalic and atraumatic.
Lungs: Clear to auscultation.
Breasts: Deferred.
Heart: Normal rate and rhythm. No murmur.



Abdomen: Flat. No hepatosplenomegaly. Normal bowel sounds. Pelvic deferred.
Rectal: Deferred.
Extremities: No cyanosis, clubbing, or edema. Peripheral pulses are normal and symmetrical.
Neurological: Extraocular muscles are intact with intact conjugate gaze. Facial expression symmetrical.
Tongue midline without fasciculations. Motor system decreased strength and range of motion in upper and
lower extremities. Decreased sensation to light touch, left-sided body.

Laboratory Data: Urine toxicology screen negative. Urinary analysis 70 protein, otherwise normal. Beta HCG
negative. Blood glucose 101 by fingerstick.

Admitting Diagnoses
Axis I: Depression, not otherwise specified, rule out major depressive disorder.
Axis II: Deferred.
Axis III: Hypertension, diabetes, status post cerebrovascular accident with right internal capsule, ___
[DATE], with resultant left-sided hemiplegia.
Axis IV: Moderate to severe psychosocial stressors, problems with access to healthcare, problems with
primary social support and occupational problems.
Axis V: Global Assessment of Functioning on admission 20.

Initial Treatment and Plan: Admit to ___ [PLACE] Adult Psychiatry, continue 5150 involuntary hold,
commence social work and occupational therapy.

Assessment: Commence individual group milieu therapy, resume Celexa 10 mg q. day, consult Neurology
regarding ongoing management of hypertension, and cerebrovascular accident.



Date of Consultation: ___ [DATE].

Service Provided: Physical Medicine Rehabilitation Consultation.

Requesting Service: Psychiatry.

Chief Complaint: Right internal capsule ischemic CVA with left-sided hemiparesis.

History of Present Illness: This is a 45-year-old female status post right internal capsule ischemic CVA
resulting in left-sided hemiparesis, who presented originally to ___ [PLACE] in ___ [DATE]. She was
worked up for a CVA and discharged home secondary to lack of funding. The patient stated that she was
doing moderately well. On ___ [DATE], she was brought to ___ [PLACE] by her family secondary to
suicidal ideations. The patient stated that she felt like she was a burden to her family as she needed some help
with her ADLs and ambulation. She states that if she was more independent, she would not be so depressed
and would not have these suicidal ideations. She was admitted on 51 50, hold to psychiatry. Psychiatry has
done work and they feel she is mentally stable for ___ [PLACE] transfer.

Past Medical History: Hypertension, diabetes, right internal capsule ischemic infarction with left-sided
hemiparesis.

Past Surgical History: Hernia repair.

Allergies: PENICILLIN.

Medications on Admission: Aspirin 325 mg daily, Zocor 20 mg at bedtime, lisinopril 5 mg daily, Celexa 10
mg daily, metformin 5 mg b.i.d., glipizide 5 mg daily. The patient did report at time of admission that she
was not noncompliant with these medications.

Current Hospital Medications: Tylenol p.r.n., milk of magnesia p.r.n., Ambien p.r.n., aspirin 325 mg p.o.
daily, simvastatin 10 mg 2 tablets p.o. at bedtime, lisinopril 5 mg 1 tablet p.o. daily, insulin sliding scale,
lorazepam p.r.n., Celexa 20 mg one-half tablet p.o. daily.

Social History: The patient was cleaning offices and worked as a clerk. She lives with her sister and family in
a mobile home. She denies any alcohol, tobacco or IV drug abuse. Prior level of function was independent
prior to stroke in ___ [DATE]. After that she was at mod, max assist for ADLs and ambulation. Current level
of function: Mod, max assist for ADLs and ambulation. She uses a wheelchair for ambulation and states that
she did have a walker at home which she rarely used but needed mod assist with that as well.

Physical Examination
Vital Signs: Stable.
General: The patient is alert, oriented, not in acute distress, pleasant, states that she is feeling better at this
time.
HEENT: Head is normocephalic, atraumatic. Extraocular muscles intact. No pain with deviation to the left.
Pupils are equal, round. Mucous membranes moist.
Heart: Regular rate and rhythm.
Lungs: Clear to auscultation.
Abdomen: Soft, nontender and nondistended. Positive bowel sounds.
Extremities: There is no clubbing or cyanosis. There is mild edema in the left lower extremity and 2+ edema
in the left hand and fingers.
Neurologic: Cranial nerves 2 through 12 grossly intact. Sensation is grossly intact to light touch except
mildly decreased sensation left side of face, left upper extremity. Manual muscle testing 5/5 right upper
extremity, 5/5 right lower extremity, flaccid left upper extremity. Left hip flexion is 3+/5. Left hip extension



3+/5. Knee flexion and knee extension is 4/5. Plantarflexion and dorsiflexion is 0/5. There is no ankle clonus
on the right. There is ankle clonus on the left. There is increased tone in the left foot. Finger-to-nose was
intact on the right, unable to test on the left secondary to hemiparesis.

Labs: Sodium 140, potassium 3.7, chloride 104, bicarbonate 26, glucose 104, BUN 12, creatinine 0.6. WBC
is 8.4, hemoglobin 14.5, hematocrit 41.9, platelets 287. RPR is nonreactive. Free thyroxine is within normal
limits. TSH is within normal limits.

Assessment and Plan: This is a 45-year-old female status post right internal capsule ischemic CVA resulting
in left hemiparesis. She was discharged home to family without any inpatient rehab secondary to poor
funding. The patient then developed suicidal ideations and was admitted to psychiatry on ___ [DATE]. At
this time, Psychiatry states that the patient is mentally stable and ready for acute rehab.

Recommendations: Continue PT. We will order OT and ST on ___ [DATE]. We will order _____ boot to be
worn in bed to help prevent left foot drop. The patient will need a left AFO. This will be ordered while ___
[PLACE]. The patient will also need a left upper extremity resting hand splint to help prevent flexion
contracture. This will also be ordered when on the ___ [PLACE]. The patient has been given instructions as
to range of motion of the left hand and massage. Plans for transfer to the ___ [PLACE] on ___ [DATE]. Case
discussed with attending Dr. ___ [NAME]. We appreciate this consultation and opportunity to participate in
this patient's care.




