


READMIT NOTE
RE: Christopher Snodgrass
DOB: 08/22/1976
DOS: 04/03/2026
Windsor Hills
CC: Hospital readmit note.
HPI: A 49-year-old gentleman who is seen in his new hallway hall #1 where he was recently moved. I saw him lying in bed. He had no clothing on, but did have his lower half covered up. He was quiet, made eye contact, knew who I was and he remains cognitively intact. The patient was hospitalized 03/19 through 03/28 with diagnoses of acute on chronic respiratory failure with room air hypoxia and hypercapnia and suspected left lower lobe pneumonia and a urinary tract infection. On arrival in the emergency room, the patient’s O2 sat after placement of a non-rebreather went up to 89% from 84%. The patient’s WBC count was 14.7, fairly normal H&H, elevated lactic acid of 1.16. The patient was admitted to the ICU due to high oxygen demand. He was intubated on 03/19 and required pressors, was extubated 03/25. The patient was found to have Klebsiella and Enterococcus UTI and left lower lobe pneumonia for which he was given IV antibiotic. He was transferred from the ICU to a floor bed on 03/27, he remained stable and was weaned to room air and a decision was then made to return to the nursing home. The patient also complained of headache while there that he had had them daily over the last three days of his stay and in speaking with him today, it turns out that he has had headache here and attributes it to nicotine withdrawal; he is not a smoker, but went through a can of snuff daily and that as he states is a lot of nicotine and it has been jittery since going without. He had multiple issues, which he related to me that include having a UTI and when I asked how he knew that he stated that he just knew and he does have a history of UTIs. He has also had loose stools, which is a problem he has had in the past, so I told him that I would review his medications to assess for stool softeners and he states that his bottom is very tender due to the amount of loose stools that he has had. I talked to him about the nicotine withdrawal symptoms he has described and asked if he was willing to try a patch or the nicotine gum. I told him I thought the patch would be more effective ideally, he wants to use snuff again, but his family will not bring it to him, which I told him is probably more to his favor and he is willing to try a nicotine patch. During hospitalization, the patient had both hypo and hyperkalemia ranging from on good days 3.7 to 4.3 and his creatinine remained fairly normal at 0.62 to 0.75. His discharge diagnoses were resolved sepsis with acute sepsis related organ dysfunction, left upper lobe pneumonia treated with cefepime, UTI with Klebsiella and Enterococcus faecalis organisms treated with cefepime.
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DIAGNOSES: Status post CVA with hemiplegia of nondominant left side, paralytic left lung, COPD, HTN, history of UTIs, DM II, insomnia chronic recurrent, depressive disorder.

PAST SURGICAL HISTORY: Knee surgery and shoulder surgery.

MEDICATIONS: Lyrica 50 mg one t.i.d., Coreg 6.25 mg one tablet b.i.d., Trelegy Ellipta one puff q.d., Norco 5/325 mg one tablet q.6h., DuoNeb nebulizer treatments q.6h., budesonide MDI b.i.d., hydroxyzine 25 mg b.i.d., baclofen 10 mg b.i.d., melatonin 10 mg h.s., Lantus 30 units q.d. and 45 units h.s. with NovoLog sliding scale, Ativan 1 mg h.s., KCl 20 mEq two tablets q.a.m. four days weekly, Pataday eye drops one drop OU q.d. p.r.n., Senna one tablet q.d., Prevagen one capsule q.d., simethicone one chewable tablet t.i.d. a.c., Lexapro 15 mg q.d., and DuoNeb’s breathing treatments q.6h.
ALLERGIES: Multiple, see chart.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient is a former smoker who quit in 1993. He smoked less than a pack for 5 to 7 years. He was a drinker prior to admission to nursing home. The patient’s wife is deceased and he has two children 15 and 18.
Staff have reported that the patient removes his BiPAP at night. I asked him about that today and he states that it does not fit right on his face, it is uncomfortable and he is not able to sleep. He is routinely wearing his O2 per nasal cannula during the day. I asked if he would wear it at night versus the BiPAP and he was quiet, but agreed to do so.

Chest x-ray on 03/09 showed enlarged cardiac silhouette with atelectasis of the left side. No pleural effusion or pneumothorax. Echocardiogram done on 03/28 showed an LVEF of 60-65%. During hospitalization, the patient was put on BiPAP 15–8–15 h.s. and O2 per nasal cannula during day initially at 6 liters and down to 4 liters.

PHYSICAL EXAMINATION:
GENERAL: The patient was lying in his bed. He made eye contact, knew who I was and was agreeable to being seen.

VITAL SIGNS: Blood pressure 134/63, pulse 73, temperature 98.0, respirations 18, O2 sat 96%, FSBS 177 and weight 174.5 pounds.

HEENT: Full-thickness hair. EOMI. PERLA. Nares patent. Moist oral mucosa. O2 per nasal cannula was in place at 3 liters.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.
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ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: The patient is well developed and nourished. He is moving his right side as per usual, his left upper and lower extremity paralytic. He is able to reposition self.

SKIN: Warm, dry and intact with good turgor. Capillary refill WNL. No evidence of bruising noted.
NEURO: Again, left side hemiplegia and right side dominant. The patient makes eye contact. He is quiet. When he speaks, he is soft-spoken. Speech is clear. He is able to voice his need. His affect subtly changes to be appropriate to discussion.

PSYCHIATRIC: The patient can be withdrawn or distant around new people. There is evidence of depression without any evidence of intent to harm etc., and it does take him some time to relax with anyone and then begin interacting.

ASSESSMENT & PLAN:
1. Status post hospitalization for room air hypoxia with hypercapnia. The patient is now on O2 per nasal cannula at 3 liters. He wears it compliantly, appears comfortable. No evidence of shortness of breath with speech or repositioning of self. He also appropriately uses the nebulizer treatments and the MDIs though he complains of the Trelegy Ellipta as distasteful.

2. Nocturnal desaturation. The patient was placed on BiPAP during hospitalization. He wore it throughout that time, it was effective in maintaining his O2 sats at the desired target. Now, in facility, he states that it does not fit properly and he is not able to sleep with it, so he removes that and it has been an issue that concerns the floor staff and talking with him and knowing that he can be quite stubborn. He is agreeable to wearing the nasal cannula at h.s. and I have reviewed that with staff, so that there is not a tug-of-war happening overnight.
3. Refractory depression. The patient is currently on 15 mg q.d. of Lexapro, I am increasing it to the max dose of 20 mg q.d. and that will start tomorrow.

4. Medication review. I am discontinuing the albuterol nebulizer treatment as it is a duplicate treatment.

5. Diarrhea. This has been an ongoing issue for the patient. Review of his medications showed that he has MiraLAX and MOM. MiraLAX being routine I am discontinuing that medication, the MOM is p.r.n. for indigestion and he infrequently requests it. The hospital discharged him on Senna one tablet q.d. and I am changing that to p.r.n. The patient is capable of asking for it and I am ordering Imodium two tablets q.a.m. routine for the next week to see if that is helpful; if he experiences any constipation, then we will cut it back to one tablet and go from there.

6. Perirectal inflammation and tenderness. Triad cream will be applied to a clean dry bottom after each BM and a.m. and h.s.
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7. Nicotine withdrawal. He went through a can of snuff every day and is a bit jittery and it was evident just as he was sitting quietly, his hands were shaking, so he is agreeable to a trial of the nicotine patch; does not believe that it will work, but has not tried it either. We will start at 21 mg that will be applied in the morning and a new patch to be placed the next day. The caveat if he is having insomnia or bad dreams the nicotine patch can be removed at bedtime. Then, we will evaluate titrating down to 14 mg q.d.

8. Dysuria that has been going on for the last couple of days. He has told staff about it, but no one had contacted me regarding an order for evaluation, so UA with C&S and I have ordered Pyridium 200 mg one tablet t.i.d. x2 days; in the interim, we will use AZO as available.

9. DM II. Last A1c was 03/02/26 at 10.0 on his current insulin doses. I am increasing a.m. Lantus from 30 to 35 units and we will review the 8 p.m. FSBS next week that he has between now and then which will give me an idea of how the increase is performing. For now, we will leave the 45 units at bedtime unchanged and reevaluate it another time.

CPT 99310
Linda Lucio, M.D.
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