


PROGRESS NOTE

RE: John Batey
DOB: 02/07/1937
DOS: 03/28/2025
Radiance MC
CC: Lab review.

HPI: An 87-year-old gentleman who resides in memory care observed today standing up at the dinner table which he has been doing for the last few weeks. He will stand at the table at meal time and he will eat, but getting him to sit down is difficult. He was having one of the male staff help feed him and he was eating. He had a good appetite. The patient quietly went into the living room area when he was done eating and watch TV. Overall, staff states that he takes his medication. He takes some coaxing, but they can dress him and shower him when needed. He has had no falls. He can be redirected, but sometimes it takes a while and staff had picked up on cues to determine whether he is in pain or hungry, etc. It is also clear that there are some male staff that he appears comfortable with. He has had no recent falls.

DIAGNOSES: Severe vascular dementia, BPSD of pacing, staying up out all night and decreased p.o. intake those things have significantly improved, instability, lower extremity edema, and agitation.

MEDICATIONS: Tylenol ER 650 mg q.i.d., Claritin-D one p.o. q.d., atenolol 25 mg q.d., Norco 5/325 mg one-half tablet at 9 p.m., Seroquel 100 mg at 1 p.m. and 150 mg at h.s., Ativan 0.5 mg pre-med before bath and topical Benadryl and Haldol 25/1 mg/mL and it is 1 mL t.i.d. p.r.n.

ALLERGIES: NKDA.

DIET: Regular with set up and feed assist as needed.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Petite and somewhat frail elderly gentleman observed in dining room.

VITAL SIGNS: Blood pressure 117/81, pulse 70, temperature 98.0, and respirations 15.

RESPIRATORY: No evidence of SOB with activity. He does not cooperate with deep inspiration. Mid to upper lung field sounds are relatively clear. He has occasional cough and the occasional runny nose that was not present today.

ABDOMEN: Scaphoid. Hypoactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: He is independently ambulatory. He has somewhat of a stooped posture. He walks slowly. He does not really move his arms at his side and he has trace ankle edema. He can go from sit to stand and vice versa without assist.

NEURO: Orientation x1. He recognizes his daughter. He is primarily nonverbal, occasionally will say a word or two. It is random and at times garbled. He will indicate his need with the posture or movement. He can be given direction.

SKIN: Warm, dry, and intact. Some resolving of red bruises and on his left side of his posterior scalp, there is the area where he sustained a laceration that required an ER visit for suture placement on 03/12/25 and the sutures were removed by hospice nurse on 03/20/25. The patient was given Haldol as premedication which was effective. The patient did not resist suture removal. 
ASSESSMENT & PLAN:
1. Hypokalemia. Potassium is 8.6. I am ordering TUMS gummies 500 mg one p.o. b.i.d. and that will be ongoing.
2. Pain management. I am decreasing Tylenol 650 mg to a.m. and h.s. only and IBU 200 mg two tablets was written for by hospice physician. So, I will have that given at noon and 5 p.m. and taking an NSAID is another reason for continuing the TUMS gummies.

3. Volume contraction. BUN is elevated at 28 and encouraged staff to continue to push fluid on the patient.
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