


READMIT NOTE

RE: Ray Roper
DOB: 08/27/1933
DOS: 07/30/2025
The Harrison MC
CC: Readmit from hospital note.

HPI: A 91-year-old gentleman who resides in memory care was sent to Norman Regional Hospital on 07/25/25 after evidence of shortness of breath and unable to check blood pressure or pulse rate due to rapid rate and the patient’s discomfort. The patient was discharged from the hospital and returned to facility on 07/27/25 with discharge diagnoses of acute on chronic systolic congestive heart failure, atrial fibrillation with rapid ventricular response, and acute respiratory failure with hypoxia. When I went into memory care, the patient was seated at a table with his son and a couple of other people. He had his back to me and when I approached, I realized that he was sound asleep, but sitting upright and he had O2 in place; however, the nasal cannula, the prongs were placed on his cheek. I talked to the staff about being aware to check the placement of the nasal cannula; otherwise, patients may not be getting the oxygen despite it being on. I spoke with the patient’s son/POA Mike Roper regarding hospice for the patient. He stated that his father had previously been on hospice when he lived in Lawton; so, he is familiar with it and has good feelings about his father being restarted on hospice. Staff reported that the patient had been pretty much sleeping in his room or out of it since his return and that his p.o. intake with both food and fluid had been poor; he had to have a lot of prompting and cueing.
DIAGNOSES: Chronic systolic congestive heart failure, atrial fibrillation, room air hypoxia, advanced dementia of the Alzheimer’s type, bipolar disorder and BPSD where he can be aggressive.

MEDICATIONS: There was a review of medications with two med aides and some adjustment of what was written on the discharge summary. Eliquis 2.5 mg b.i.d., ASA 81 mg q.d., Lipitor 40 mg h.s., Depakote 125 mg b.i.d., Namenda 10 mg h.s., MVI q.d., omeprazole 20 mg q.d., Seroquel 50 mg h.s., and new medications Lasix 40 mg q.d. and Toprol 25 mg q.d.

ALLERGIES: NKDA.

DIET: Regular healthy heart.

Ray Roper
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CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Elderly gentleman who appeared worn out and was sleeping while sitting up in the day room.

VITAL SIGNS: Blood pressure 112/78, pulse 66, temperature 97.0, respirations 19, and O2 sat 93%.

HEENT: He had a stocking cap on. Glasses were in place. Eyes closed. Nares patent with nasal cannula with prongs were placed initially on his cheek and then I corrected them to nares. Moist oral mucosa. He was doing mouth breathing as well.

RESPIRATORY: Decreased bibasilar breath sounds secondary to effort. Lung fields were clear. He had no cough.

CARDIAC: An irregularly irregular rhythm without murmur, rub, or gallop.

ABDOMEN: Flat and nontender. No distention or tenderness. Bowel sounds present.

MUSCULOSKELETAL: He has generalized decreased muscle mass and motor strength. He is ambulatory. He can ambulate independently at times and then other times using his walker; with the O2 in place now, it is recommended that he use the walker and he has no lower extremity edema.

SKIN: Warm and dry. He has a few scattered bruises, but no abrasions or breakdown noted.

ASSESSMENT & PLAN:
1. New diagnosis of room air hypoxia. He is on O2 per nasal cannula at 4 L. We will have respiratory rate and O2 sat checked twice daily for the next 10 days and then we will see if we can decrease 4 L to 3 L and then settle in at 2 L.
2. Atrial fibrillation with ER finding a rapid ventricular rate. We will keep an eye and see where he falls in as far as heart rate over the next 10 days.
3. Generalized decline. I spoke with son/POA Mike regarding hospice. He is for it and was open to recommendation and order is written for Traditions Hospice to evaluate and treat and son aware that they will be contacting him and then evaluate the patient. I have spoken with hospice nurse regarding the same.
4. Decreased p.o. intake. We will have staff try to get him to; if not eating meals, then I will order a protein drink where he will have one scheduled daily and then hopefully can taper back to three days weekly.
5. New medications of diuretic. We will check a BMP in two weeks and assess the potassium supplementation he is receiving as well as his renal function.
CPT 99345 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
