


INITIAL EVALUATION
RE: Lloyd Wagoner
DOB: 12/02/1951

DOS: 05/25/2022
Rivendell MC
CC: New admit.
HPI: A 70-year-old admitted to facility on 05/24 from SSM Geri Psych where he was admitted 05/07. The note states that patient had been acting strangely when family decided that he needed to be taken in to the ER with subsequent psych admission for not eating, drinking, or maintaining personal care. The patient’s background is that he had lived in New Hampshire since 1991 secondary to his job with UPS. The patient is originally from St. Louis had spent some summers in Oklahoma and was brought by family on New Year’s Eve arrived here had moved into a house and it is a question of whether he owns rents and they found the house in disrepair his son came in recently from Colorado to visit found that there was no food in the refrigerator that patients two dogs had urinated and defecated all over the home and one was eating a paper towel and when they were let out they started to eat grass it was clear that they had not been being fed or cared for properly. Daughter states that her father looked unkempt had lost weight. His speech was clear. He was interactive as though nothing unusual was going on and that was the same patterns that he maintained when I spoke with him. She states that her father has always had an alcohol abuse problem for as long as she can remember calling him a functional alcoholic all of his adult life. In 2021, she states that there is an acceleration of his drinking, he appeared to have a nervous breakdown after he moved here was taken into the ER in January for that but was found to have a micro rupture of a diverticuli hospitalized on IV antibiotics for one week and then sent home with followup care, which he did not followup on. In March, his drinking is accelerated to the point that he had difficulty with movement. He was found on the floor at one point having been there at least 12 hours and unable to get himself up. It just sounds like his drinking has just progressed to the point that it is all day continuous affecting all of his ADLs. Daughter adds that patient several years ago was diagnosed with obsessive-compulsive disorder but to her knowledge not treated for same. When I spoke with patient, he was pleasant and cooperative. He presented a story much different than his daughter as everything is okay described that he cooks in the three meals a day that are typical for him, how he occupies his time with reading books and explained the most recent book he is reading is an anthology on the Bible. Today, he had a cousin in visiting him along with her son and daughter states that the cousin had texted her that he looked a little bit better to her than when she initially saw him. The patient was able to help with some history daughter filled in the rest.
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PAST MEDICAL HISTORY: Alcohol dependence with alcohol induced dementia, severe major depressive disorder, insomnia, HLD, GERD, CAD with a history of angina none recent and poor personal hygiene.

DIET: Regular.

CODE STATUS: Full code.

ALLERGIES: NKDA.
MEDICATIONS: Lexapro 10 mg q.d., Namenda 10 mg q.d., Remeron 7.5 mg h.s., D3 2000 IUs q.d., Zetia 10 mg q.d., Flonase nasal spray q.d., Imdur 60 mg q.d., omeprazole 40 mg q.d., KCl 10 mEq q.d., and Vascepa 1 g q.d.
PAST SURGICAL HISTORY: Prostatectomy secondary to prostate CA followed by radiation therapy approximately five years ago.

SOCIAL HISTORY: The patient is divorced 15 years. He has two children daughter Josie Garrad and son who shared guardianship. The patient is retired from UPS. The patient is a nonsmoker and active alcoholism until recent hospitalization. MMSC is 23.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Baseline weight by his report is 190. Denies fevers or chills.

HEENT: He wears corrective lenses. Has adequate hearing and native dentition.

CARDIAC: Denies chest pain or palpitations.

RESPIRATORY: No cough expectoration or SOB.

GI: Denies difficulty chewing or swallowing. Continent of bowel. Last BM has been since admission and then shortly after being seen.

GU: Urinary leakage but he does not describe it as incontinence.

MUSCULOSKELETAL: He ambulates independently. He denies falls, daughter reports otherwise.

SKIN: He denies rashes or break down.

NEURO: The patient heavily detoxed at home and then in the hospital they were aware of his daily alcohol consumption large volume and did not have seizure to her knowledge and then neurocognitive disorder.

PSYCHIATRIC: Major depressive disorder with recurrence, history of OCD, and insomnia.
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PHYSICAL EXAMINATION:
GENERAL: Unkempt appearing male in no distress.

VITAL SIGNS: Blood pressure 116/72, pulse 96, temperature 97.7, respirations 20, O2 saturation 97% and weight 184 pounds. He is 5’10” and BMI is 26.4

HEENT: He has full thickness hair not combed. Conjunctivae mildly injected. Corrective lenses in place. Nares patent. He has a beard stating that he does not know when he last shaved. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple. Clear carotids.

CARDIOVASCULAR: Regular rate and rhythm. No MRG. PMI nondisplaced.

RESPIRATORY: Cooperates with deep inspiration. Lung fields clear to bases. Symmetric excursion. No cough.

ABDOMEN: Mildly protuberant and nontender. Bowel sounds present without masses.

MUSCULOSKELETAL: He ambulates independently. Intact radial pulses. No LEE when first seen. He was in the dining room barefoot did not seem bothered by it but we did get slippers placed on him.

SKIN: He has dry skin on his feet and lower legs. No significant bruising and no breakdown noted.

NEURO: CN II through XII grossly intact. He is oriented x2. His speech is clear. He is articulate, however, he creates a story that is not based in reality and when I told him things that were factual regarding the care of his animals, the condition of his home he was very matter-of-fact in receiving the information nonplussed.

PSYCHIATRIC: Again confabulation, but cooperative.
ASSESSMENT & PLAN:
1. Cognitive impairment and ETOH induced. We will see where he sorts out to with remission and followup on his nutritional status, which there are labs which are fairly good but nothing that covers a total protein and albumin so CMP ordered.
2. CAD with a history of angina none reported and as far as I could see in the notes at SSM and will continue on Imdur.
3. Social. Spoke with daughter at length regarding the patient and I did explain to her that we may be in the honeymoon phase right now and that as he has more time and starts to feel better wanting to leave will be raised as he did raise with me how long that I would hold him here and again I told her that there may be behavioral issues that surface once he starts to not get his way so that she is not caught off guard.
CPT 99328 and prolonged direct time with guardian 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

