


PROGRESS NOTE

RE: John Batey
DOB: 02/07/1937
DOS: 05/15/2025
Radiance MC
CC: 90-day note.

HPI: An 88-year-old male with severe vascular dementia observed in Memory Care. He was seated in the TV room along with other residents, some who were talking loudly and there was a lot of movement, but the patient did not seem agitated, he was though clearly looking around; how much registered with him is unclear. When I wanted to speak with him and examine him, he was cooperative. Staff report that he is sleeping better than previously when he would stay up and pace late into the night and early morning. Now, he goes to bed five out of seven nights in his own bed and sleeps. He has good appetite, however, has to be fed; previously, he was able to feed himself. He has had no recent falls. He has a medication crush order, is now having increased pill dysphagia. The patient is now cooperating with bath without having to be premedicated with low dose Ativan.
DIAGNOSES: Severe vascular dementia, peripheral artery disease, CAD, polyarthritis, BPH, incontinence of bowel and bladder and disordered sleep pattern.

MEDICATIONS: Tylenol 650 mg t.i.d., atenolol 25 mg q.a.m., Zyrtec 10 mg q.d., CoQ10 100 mg q.d., Depakote 125 mg b.i.d., fenofibrate 48 mg q.d., Remeron 7.5 mg q.d., and Flomax q.d.
ALLERGIES: NKDA.

DIET: Regular and requires setup and feed assist.

CODE STATUS: DNR.

HOSPICE: Traditions.

PHYSICAL EXAMINATION:

GENERAL: Older gentleman seated quietly, looking around and he was cooperative to exam.
John Batey
Page 2

RESPIRATORY: He has decreased bibasilar breath sounds secondary to effort. No cough. He does not appear SOB with his basic activity.

CARDIAC: He has a systolic ejection murmur heard throughout the precordium. He has a regular rate and rhythm.

ABDOMEN: Soft. Bowel sounds present. No masses, distention or tenderness.

MUSCULOSKELETAL: The patient ambulates independently. He is lean, but has adequate muscle mass and motor strength to ambulate. He moves arms in a normal range of motion. He has no lower extremity edema. He can go from sit to stand and vice versa without assist.

NEURO: Orientation x1 to self. The patient is generally quiet and observes. He will also fall asleep randomly. He has limited verbal capacity. He will say a word or two at a time. He appears to understand given information basic when he needs to come to the table or time for bed. The patient now will allow hospice to shower him and no longer requiring premedication with low dose Ativan and he is cooperative with taking medications and interacts with other residents.
ASSESSMENT & PLAN:
1. Severe vascular dementia, is stable, with a decrease in behavioral issues. No recent staging. The patient is overall calmer and more interactive. The patient appears to be much calmer. He is more interactive, accepts care and in a rudimentary way, he is able to convey his needs. Daughter visits and he has a sense of familiarity with her.
2. BPSD. This is really decreased with time. He is directable more than previously and interactive with other staff as well as residents and will follow direction with staff if he needs to take medication, shower, change, etc.
3. Lower extremity edema. This is significantly better and he had been on diuretic that was stopped secondary to increase in BUN and creatinine and it seems to have improved just by virtue of time.
4. Hypertension. Review of BPs indicates good control. No change in current medications.
5. Pain management. The patient has low dose Norco in the evening and has routine Tylenol t.i.d. and that seems to be effective for the patient.
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