


PROGRESS NOTE

RE: John Beatty
DOB: 02/07/1937
DOS: 02/15/2025
Radiance MC
CC: Family issues. The patient with reported runny nose and continues to sleep most of day.

HPI: An 88-year-old gentleman with severe vascular dementia and BPSD previously pacing staying up all night and not eating. There had been improvement with the addition of several psychotropic to get him to slow down and eventually he became cooperative to staff feeding him and then he would show some effort to feeding himself. Somewhere along the line in order for Haldol 5 mg t.i.d. was written and I am not sure where that order came from, but it has been discontinued now approximately 10 days. The patient still remains quiet, sleeps during the day, but he is able to hold his head up and he is now awake at mealtime and has shown the ability to feed himself. The concern that daughter who was his POA Aaron here today that he had a runny nose and states she was informed that his condition has changed substantially. I am not sure who has talked with her regarding that, but it was not me. Essentially demanding to know what was going on with him and wanted an evaluation of what was going on with him. I did speak with the DON regarding the above and orders were given for BMP and CBC to be done as well as a CXR. The patient is followed by Traditions Hospice and daughter understands that aggressive measures are not taken and informed that she can revoke hospice and take him to be seen where ever she chooses. She did not act on that, but did leave the facility. The patient was seen in the TV room. He was sitting in a chair. He was napping, but was still maintaining himself upright. Staff stated that he ate very little breakfast and at lunchtime ate very little, but he did drink a Boost all of it that when he was given by staff. When I saw him, I was able to examine him, but he slept through it.
PHYSICAL EXAMINATION:

GENERAL: The patient is a petite elderly gentleman sitting upright, but sleeping.

VITAL SIGNS: Blood pressure 117/61, pulse 72, respirations 17, O2 sat 92% RA, temperature 97.9, and weight 139 pounds.

HEENT: He had some clear nasal drainage; it was not dripping. Conjunctivae – I held his eyelids open – are clear. He is in moist oral mucosa.
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NECK: Supple.

RESPIRATORY: I asked him to take deep breaths and I voiced it next to his ear how to do it. He did not open his eyes, but he did do a couple of deep breaths. His lung fields are clear. No wheezing, rales or rhonchi and no cough.

CARDIAC: He was regular rate and rhythm without murmur, rub, or gallop.

MUSCULOSKELETAL: He is thin. He has adequate muscle mass to walk around. He has not had any falls. No lower extremity edema. He has good grip strength. He uses utensils when he does feed himself.

ASSESSMENT & PLAN:
1. BPSD. The patient was medicated with Haldol 5 mg t.i.d. in addition to Depakote and Seroquel. The Haldol has been on hold approximately five to seven days and today I decreased the Seroquel to only 100 mg at bedtime. I decreased the Depakote to 125 mg at 4 p.m. and h.s.; otherwise a.m. doses of both Seroquel and Depakote were discontinued.

2. Runny nose. I changed Claritin dosing to 8 a.m. He has been getting at bedtime not sure why, but we will do that.

3. Social. Contact with POA regarding the above.
Linda Lucio, M.D.
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