


PROGRESS NOTE

RE: John Batey
DOB: 02/07/1937
DOS: 02/21/2025
Radiance Memory Care
CC: Spoke with daughter and reviewed the patient’s medications and labs.

HPI: An 88-year-old gentleman who was seen on 02/15/25 and I spoke with daughter at length regarding the patient. She was upset stating that he does not appear to be doing well and does not have an explanation for that. The patient has severe dementia as his baseline and is ambulatory from the beginning. He will just randomly wander and it is difficult to redirect him. He will get up and take off again as soon as he sits down. There was somehow medication error where via hospice Haldol was ordered 5 mg t.i.d. given and that essentially made the patient very sedate and he was no longer feeding himself and would fall asleep just sitting around in the day area. When that mishap was discovered, I looked at the patient’s other medications. He had several psychotropic medications and there was either discontinuation or a hold on any of those medications. In a week’s time, the patient has become alert. He looks around and walks around. He is now feeding himself though he eats very little. He now wants to stay up at night which he used to do and getting him to finally get to bed is an effort by the staff, but the patient does not awaken other residents and there is no bad behavior, just the wandering. Today, I sat down with the daughter and we reviewed his medications and the changes that I thought needed to be made. I explained why and she stated that she liked my thinking and agreed with it. The patient also sat with us as we were doing this and he was like looking around at the paperwork and he would then look around randomly, but he just wanted to be there and then finally became restless and got up and went around and started walking around. 
DIAGNOSES: Severe vascular dementia, peripheral artery disease, coronary artery disease, polyarthritis, BPH, incontinence of urine and bladder, disordered sleep pattern, and poor p.o. intake of food and fluid.

MEDICATIONS: Going forward: Seroquel 100 mg h.s., a compound of Haldol 1 mg with Benadryl 25 mg that can be applied topically t.i.d. p.r.n., Zyrtec-D one tablet p.o. q.d., Norco 5/325 mg one-half tablet 9 p.m., atenolol 25 mg q.h.s. with parameter to give only if systolic pressure is greater than or equal to 150, Depakote 125 mg at 4 p.m. and 8 p.m., Remeron 7.5 mg h.s., lorazepam 0.5 mg p.o. as premed before shower and b.i.d. p.r.n. for anxiety or agitation.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular diet with staff feed assist to include primarily prompting and cueing.
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ASSESSMENT & PLAN:
1. Lab review: BUN and creatinine significantly elevated at 80/2.10 and compared to 09/12/24 lab of 36/1.15. Most recently, the patient has been on torsemide 20 mg q.d. That is discontinued and most likely a factor in elevation of both BUN and creatinine and more specifically the BUN elevated as not only was he receiving low-dose diuretic, but his p.o. intake is very poor, in particular of fluids. 
2. Hypernatremia. Sodium is 152 with the high end of normal being 135 and it was 148 also on 09/12/24 as any other lab references are to 09/12/24. So, again, torsemide 20 mg q.d. has been discontinued and staff to encourage water intake and I am told that that has been happening over the last couple of days and that the patient frequently couple of times a day at least will drink a whole glass of water in one sitting. I told him to keep pushing fluids throughout each day. The remaining CMP values are all WNL, taking into consideration that there is hemo-concentration that is most likely making the numbers look higher and for many cases, then looking normal. 
3. CBC. H&H are 14.0 and 43.4 with normal platelet count of 180,000.
4. CXR review: This was obtained on 02/15/25 and done as daughter was concerned about his continual runny nose and that there may be something respiratory going on. So, CXR impressions are early changes of infra-hilar atelectasis or pneumonia and nonspecific perihilar inflammation. Radiologist commented that findings favor atelectasis if there is no leukocytosis on the CBC and there was not. Not having lab available at the time of the CXR, I empirically started him on Levaquin 500 mg daily for 7 days and he is now on day #6. 
5. Urinary incontinence. The patient has been on Flomax daily. I am holding it for two weeks. If he continues to urinate spontaneously, then there is no indication for the Flomax and we will discontinue it. 
6. Runny nose: The patient was being given guaifenesin 400 mg routinely three times daily. Now he has an order for the mucus relief to b.i.d. p.r.n. 

7. Nighttime Seroquel 100 mg will be given routinely at 8 p.m. to help slow him down and quiet his thinking so that he can rest and actually get to sleep. 
8. Refractory agitation or anxiety. A compounded mixture of Haldol 1 mg and Benadryl 25 mg/1 mL will be available at 1 mL topically t.i.d. p.r.n. 

9. Social: All of this was reviewed with daughter, answered questions that she had and just made it clear that there are no predictors of how long the current medications that are effective at least to date will continue to be and reminded her that his baseline when he got here was someone who did not sit still, he was in constant motion, he did not sleep and when he did he would fall asleep sitting up in a chair and staff had to keep an eye on him as he would like start to fall over the side or lean forward and if they attempted to move him to bed, he resisted and would not get into a bed or lie down on a couch. 
10. BMP will be drawn again on 03/02/25. Also, after speaking with daughter I reviewed this with the med-aide and the DON.

CPT 99350 and direct POA contact 40 minutes
Linda Lucio, M.D.
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