


PROGRESS NOTE
RE: John Batey
DOB: 02/07/1937
DOS: 04/24/2025
Radiance MC
CC: Pill dysphagia.
HPI: The patient is an 88-year-old gentleman with severe vascular dementia residing in Memory Care. The patient was seen today, he was sitting in the TV room with a few other residents, was generally quiet, but would spontaneously just start mumbling to himself and then just stop. I approached him to see how he was doing and he made direct eye contact appearing confused and I reminded him who I am and that I just wanted to make sure he was okay. He became quiet and did not resist exam. The patient is sleeping through the night, he will stay up until about 10:00 to 11::00 and with encouragement from staff, he will go to bed and has started to just stay there and awakens the next morning. As to meals, the patient needs a little coaxing, will sit down with his tray in front of him, he can feed himself and generally has good appetite. The patient has started having pill dysphagia especially with Tylenol and IBU in pill form and staff request a medication crush order or changed to liquid form. His daughter will periodically check in on him and I will contact her later just to let her know he was seen and see if there any questions or concerns that she has.
DIAGNOSES: Severe vascular dementia, BPSD of wandering and at times isolating, overall behavioral issues have decreased, peripheral artery disease, coronary artery disease, polyarthritis, BPH, incontinence of bowel and bladder, disordered sleep pattern and is doing better sleeping through the night.
MEDICATIONS: Tums gummies 500 mg one p.o. b.i.d., Ativan 0.5 mg 30 minutes pre-bath time used as premedication, antihistamine with decongestant 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 h.s., ibuprofen 400 mg at noon and 5 p.m. and p.r.n. Tylenol ER 650 mg q.i.d.
ALLERGIES: NKDA
DIET: Regular with staff assist for prompting and cueing.
CODE STATUS: DNR
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PHYSICAL EXAMINATION:

GENERAL: Petite, frail, elderly gentleman seated in the day room. He appeared comfortable, in no distress.
VITAL SIGNS: Blood pressure 151/92, pulse 81, temperature 98.3, respirations 17 and weight 135 pounds, which is stable for the patient.
NEURO: I sat next to him and he did not appear uncomfortable. He continued looking straight ahead. He was making verbalizations that were random and some gibberish and I asked him a couple of basic questions of what state are we living in and do you have children, to that he answered yes, but did not give any further information. Again, he just looked about randomly with occasional pleasant look on his face or bland expression.

MUSCULOSKELETAL: The patient ambulates independently. Moves his arms in a normal range of motion. Had trace edema dorsum and ankle of both feet. His arms move in a fairly normal range of motion. He has good grip strength, can hold utensils and a cup etc.

SKIN: Thin and dry. He has some scattered, pink bruises on both forearms and on his shins, he has some healing abrasions where he just ran into something etc., but no big injury noted.

PSYCHIATRIC: He appeared calmer and more relaxed than usual. Previously, he would just kind of avoid direct contact with somebody, but today he was fine with me sitting next to him and did not try to get up and leave as he would have previously.

ASSESSMENT & PLAN:
1. Pill dysphagia to Tylenol and ibuprofen. Going forward, medications will be discontinued in pill form and then Tylenol Extra Strength liquid 500 mg of acetaminophen per 15 mL, the patient will receive 30 mL b.i.d.
2. BPSD. The patient has Seroquel 100 mg at 1 p.m. and h.s. along with another 50 mg at h.s. I am changing that to Seroquel 50 mg at 1 p.m. and 100 mg h.s. I believe it will be effective without the excessive amount of medication.
3. Hypertension. We will have his BP monitored daily for the next couple of weeks q. a.m. and 7 p.m. routinely. Next week, I will review the first week set of blood pressure readings and that will give me information as to whether I need to adjust his atenolol.

4. General care. I contacted the patient’s daughter Kathy who was available, her sister Erin is out of town and gave her information as above and she appreciated the contact.

CPT 99350 and direct POA contact 10 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

