


PROGRESS NOTE

RE: Lloyd Wagoner

DOB: 12/02/1951

DOS: 05/17/2023

Rivendell MC

CC: 90-day note.

HPI: A 71-year-old with vascular dementia and a history of alcohol abuse/dependence who has been abstinence since his admission on 05/24/22. The patient’s alcohol use basically got out of control and his behavior was erratic. He had a stay at SSM Geri Psyche prior to admission here. The patient’s daughter/POA Josie Wagner is involved in her father’s care and has expressed her concern about him leaving and following back into the pattern that led to him ending up here. The patient is aware and respects her concerns. Today we talked about a trial like a long weekend at his home to see how he does and that may be required more than one time for his family to see that he is able to take care of himself and does not relapse into alcohol use. On unit the patient has requested more exercise. He has gained weight and started monitoring his diet, but there is really not much walking that he can do so an order was written for activities to take him on a daily walk. He has had one since that time and today I spoke to the activities person stated that he needs to get it today. He feels good. He is sleeping. He gets along with his roommate, comes out for meals and participates in activities.

DIAGNOSES:  Alcohol dependence in remission, vascular dementia, major depressive disorder, hyperlipidemia, GERD and depression.

MEDICATIONS: Lexapro 10 mg q.d., Zetia 10 mg q.d., Imdur 60 mg q.d., Namenda 10 mg h.s., Remeron 7.5 mg h.s., Protonix 40 mg q.d. a.c. and D3 2000 units q.d.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular with Ensure plus one can MWF.
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert and cooperative, able to give information.

VITAL SIGNS: Blood pressure 127/97, pulse 87, temperature 98.9, respirations 16, and O2 sat 96% and weight 226.6 pounds, a weight gain of 42.6 pounds since admission 5/25/22.
CARDIAC: Regular rate and rhythm. No M, R or G. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lungs fields are clear. No cough. Symmetric excursion.

ABDOMEN: Protuberant and nontender. Bowel sounds present.

MUSCULOSKELETAL: Ambulates independently. He has no edema. Moves limbs in a normal range of motion. He has had no falls this quarter.

SKIN: Intact. No bruising. He does have dryness and flaking of his ankles and distal pretibial area.

NEUROLOGIC: He is alert and oriented x3.  Speech clear. Able to understand given information and voices what he knows his family’s concerns are and why they have them and also appropriately asked for the increased exercise.

ASSESSMENT & PLAN:
1. Weight gain. He needs to monitor his diet which he has just started doing and I have written order for daily walk with activity staff and spoken to the activities director personally.

2. Alcohol abuse/dependence in remission. I think him talking to his daughter and I will also speak with her regarding a trial for a weekend at home to see how he does and will go from there but it all depend on the conversation with her.
3. General care. Annual labs are due so CMP, CBC, TSH and lipid profile ordered.
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