


PROGRESS NOTE

RE: Steve Yeager
DOB: 12/24/1953
DOS: 01/05/2023
HarborChase, AL
CC: Quarterly note.

HPI: A 69-year-old who was lying in bed middle of the afternoon. He did awaken though slowly and I was able to do exam though he gave minimal input. Staff reports that the patient has been refusing showering. So, his personal care continues to be an issue and he has had an increase in stool incontinence. The patient will just have large bowel movements that are runny in his bed and just lie there until someone comes. I talked to him about just being more responsible for his own care. It does not seem to make any difference to him. He shares an apartment with his wife. She is currently in the hospital with osteomyelitis and has had more and more surgical removal of parts of one of her legs. The patient tends to stay in his room generally his bed all day. He will take the meals in his room or as before he would get up and go to the dining room and will call for assist when needed.
DIAGNOSES: HTN, HLD, vascular dementia with staging, suprapubic catheter secondary to neurogenic bladder, bowel incontinence, depression, seizure disorder, and GERD.

MEDICATIONS: Lipitor 40 mg h.s., Plavix q.d., Docusate b.i.d., Aricept 10 mg h.s., Lexapro 10 mg q.d., Pepcid 20 mg h.s., Lamictal 25 mg b.i.d., Keppra 500 mg b.i.d., lisinopril 10 mg b.i.d., Systane eye drop q.d., Namenda 20 mg q.d., MVI q.d., Zyprexa 20 mg q.d., oxybutynin 10 mg q.d., Rexulti 2 mg q.d., Trintellix 10 mg q.d., Sanctura XR one tablet q.d.

ALLERGIES: PCN, CODEINE, and ERYTHROMYCIN.
DIET: Regular.

CODE STATUS: Full code.
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HOME HEALTH: Mercy Home Health.

PHYSICAL EXAMINATION:

GENERAL: The patient is sleeping soundly and then lying awake, but no interaction.

VITAL SIGNS: Blood pressure 108/63, pulse 85, temperature 98.0, respirations 18, and weight 133.4.
CARDIAC: Regular rhythm without MRG.

ABDOMEN: Bowel sounds present. No distention or tenderness.

GU: Urine bag concentrated, but clear urine and some sediment along the tubing which was secured and the stoma site is clean without drainage or irritation.

NEURO: The patient made eye contact just said a few words low-volume and voice was muffled and did not give answers to some specific questions about toileting and assistance needed.

ASSESSMENT & PLAN:
1. Generalized debility. The patient is requiring assistance to get out of bed into a wheelchair and then to get himself when he chooses to go to the dining room. He is becoming more and more room and bed bound.
2. Neurogenic bladder. No UTIs. Encouraged to drink more water as his urine is quite concentrated, but clear.

3. Foot care. On exam of musculoskeletal area while his feet are in good condition, his toenails are long. So, I told him I was putting him on the list for podiatrist at next visit. He said okay.

4. Increased bowel incontinence. We will decrease docusate to one capsule q.d. and MiraLax remains p.r.n. 
5. General care. CMP, CBC, and TSH ordered.
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Linda Lucio, M.D.
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