


NEW ADMISSION H&P
RE: Ray Roper
DOB: 08/27/1933

DOS: 07/16/2025
The Harrison MC

CC: New admission H&P.

HPI: A 91-year-old gentleman who was admitted to the Harrison; it is unclear what his admission date was. He was admitted here from SSM Geri-Psych where he was admitted 05/28 and discharged on 06/16. The following information is both in part from record review and son/POA Mike Roper’s input; Mike came to the facility to meet with me. POA states that in the last year and a half the patient’s behavior has changed, he has been more impatient and easier to anger and unpredictable on how he would respond to things which was a total change from a guy who is calm, collected ,took things in stride, and did have outbursts on occasion. In the past three months, it was unpredictable what would set patient off as well as what would calm him down. Because of this, his son felt that it was just too much to deal with him at home, so they tried getting him into a facility, they took him to Quail Ridge, he was there two weeks and he just never seemed to settle and he was always edgy and abrupt and then it got to where he was physically aggressive towards staff and then other residents that he felt got in the way or trying to tell him what to do and it was from there that he ended up in Geri-Psych. He was admitted for aggressive behavior towards staff at the facility Quail Ridge.

DISCHARGE DIAGNOSES: Bipolar disorder with a current manic episode and major neurocognitive disorder due to multiple etiologies.

PAST SURGICAL HISTORY: Bilateral TKA or knee replacements.

MEDICATIONS: Depakote 125 mg b.i.d., Eliquis 2.5 mg b.i.d., Namenda 10 mg h.s., Seroquel 50 mg h.s., ASA 81 mg q.d., Lipitor 40 mg h.s., MVI q.d., and omeprazole 20 mg q.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR per discussion with son today and DNR form is in chart
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SOCIAL HISTORY: The patient was widowed in 2001. He has two sons; Mike who was here today is his POA and then he has another son who he tells me died four years ago in an MVA; Mike clarifies that he did not die in the MVA he lived for several years after that and then succumbed to complications of diabetes as he did not take care of himself. The patient does refer frequently to his wife, Loretha. The patient worked for public service company. Nonsmoker and nondrinker. The patient often refers to his sister, however, his sister has been deceased for six years; her name was Wanda Smith, she lived in Bethany and the patient talks about going to SNU to see her, but she again has passed away six years ago.

FAMILY HISTORY: The patient’s biologic mother and his sister both had severe dementia. He has a brother with DM II and severe cardiac disease.

BACKGROUND ON THE PATIENT: The patient was in an assisted living in Elk City two years ago and then to get him closer to his son and because he was having some behavioral issues in the AL, he came to Oklahoma City, was in a skilled care facility, he did okay there and that was after hospitalization and then went to Quail Ridge, was there for two weeks and from there to Geri-Psych at SSM. Son states that he has had significant cognitive changes over the past four months. Starting three to five years ago, there were subtle changes in his memory and in the things he would forget to do that he would traditionally do routinely. Driving started to become a problem with him, the patient getting lost, so son then took away his keys three years ago. The patient was unhappy about it, but accepted it eventually. Then, the patient began to have falls while at home; he would have falls with just randomly getting up or even with assist at times, he would still fall and ended up in the ER several times. The patient has had a habit for several years or a tendency over several years of wanting to give things away; he is giving money away to people, he had a caregiver, essentially there was elder abuse that occurred because she was taking money from him in large amounts and taking things of his ______. Son states that he has recurrent chest x-rays in the last year that have shown the same small spot in the center of one of his lungs; he does not recall which and the x-rays were taken just as regular part of admission like to the hospital or in the ER; because he was asymptomatic, it has been left alone. The patient’s dietary preference is he likes chicken strips and hamburgers because they are easier to eat now with having a bad upper plate that he does not put in and awaiting his new upper plate; we will see if that changes. So, I requested that we make sure that he can have hamburger or chicken strips at lunchtime.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Routine weight or generalized weight is about 160-170 pounds.

HEENT He wears glasses. He has adequate hearing without hearing aids. Has his own teeth in fair repair. The patient right now is having a decreased amount of PO intake because he is getting new uppers; what he has currently does not fit correctly for him making it difficult to eat and he is actually right now opting to not use any dentures. 
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CARDIAC: He denies chest pain or palpitations.

RESPIRATORY: No cough expectoration or SOB.

GI: He has good appetite. No difficulty chewing or swallowing. He is generally continent of bowel and can be toileted
GU: The patient is generally continent of urine though he has had increasing episodes of urinary leakage. No recent UTI.

PHYSICAL EXAMINATION:

GENERAL: Thin elderly gentleman who is seated working on a crossword puzzle. He makes eye contact and he will engage; when I started talking to him, he tends to be a bit tangential requiring redirection. He enjoys speaking with other people. The patient did give me information, but it turns out that it was not the events or quite as he presented or explained, but he is observed walking around the facility, he is quiet, he tends to keep to himself. I do not see him being agitated with any of the other residents around him.
VITAL SIGNS: Blood pressure 107/59. Pulse 61. The patient is 6 feet tall. His current weight is 162 pounds. BMI is 22.

HEENT: He has full-thickness hair. Corrective lenses in place. He has a missing upper plate. Native dentition on the bottom.

NECK: Supple. Clear carotids. No LAD.

CARDIAC: He has a regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

RESPIRATORY: He has a normal respiratory effort. Clear lung fields. No cough symmetric excursion.

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

SKIN: Thin, dry, and quite wrinkled. He has no breakdown or bruising noted.

NEURO: CN II through XII grossly intact. The patient is oriented to self only. He states sometimes that he is in Oklahoma and other times that he is in another city and he does not know the date, time, month, etc. The patient can be redirected, but it has to be clear and repeated and he is quick to smile. He likes having one-on-one contact.

PSYCHIATRIC: He appears easy-going and prefers to be out with other residents instead of in his room.

MUSCULOSKELETAL: He is thin. He ambulates with a walker, often he will go off without it and fortunately has not fallen, has to be prompted. He has generalized decreased muscle mass and motor strength.

ASSESSMENT & PLAN:

1. Impaired eating due to a missing upper plate at this time. I have requested per son’s request his father can eat chicken strips or hamburgers when he is in this kind of a dental situation which has happened before, so I have requested on order that the patient have chicken strips for lunch and hamburger for dinner.

2. Anemia; this is from blood work done at SSM. H&H 12.4 and 39.6 with an elevated WBC count. We will do a followup CBC.
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3. Major neurocognitive disorder due to vascular disease (vascular dementia). The patient will continue on Depakote, Namenda, and Seroquel. The patient appears to have settled in nicely. He spends a lot of time out on the unit. He is quiet. He will sit with other residents occasionally, but he seems to be okay being by himself but in a group. No changes in current medication.
4. Aggression. Depakote will aid in control of that and we will continue to follow; if needed, we will increase dose, but to date aggression has not been noted.

5. Hyperlipidemia. The patient is on Lipitor 40 mg h.s. and a recent lipid profile shows good control, no need for change.

6. Bipolar disorder with behavioral issues i.e. aggression that is being treated adequately and has not been seen since his admission. Continue with Depakote.

7. General care. The patient will have followup on CMP and CBC in a couple of weeks.

8. Social. His son wanted to talk with me at length just explaining who his father is and how long there has been a progression to the current person that we see and apparently his behavior here is since being in Geri-Psych and medic aide is a different person which he is happy about, but he states that he still wants the backdrop of how he can act explained which he did.

CPT 99345 and direct POA contact 45 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

