


PROGRESS NOTE
RE: John Batey
DOB: 02/07/1937
DOS: 11/08/2024
Radiance MC
CC: Met with daughter and medication review.
HPI: An 87-year-old gentleman in memory care who was seated on a couch napping when initially seen after his daughter came he ambled over to us and ended up sitting in. He would mumble every now and then and closed his eyes periodically, but did not fall asleep. Daughter Erin is the patient’s POA and she is the primary family involvement. I was able to add to the information available in chart. Regarding dementia, she states she was evaluated by someone at Integris, but does not know the specific dementia diagnosis given. There is a note in his chart that shows he was seen on 01/19/2024, but seen by a nurse practitioner, but there is no information regarding the visit. The patient did sit quietly for a long period of time next to me then near his daughter he would occasionally mumble something at times it was appropriate in context to what she had asked, but when she tried to remind him of who she is to him and asked him if he remembered her he was quiet then he said no and she acknowledges that he has not remembered who his children are for over the last year. The patient has been resident at Radiance since 01/31/2024, initially going into AL and then being moved to Memory Care as his dementia progressed.
DIAGNOSES: Vascular dementia severe, hypertension, coronary artery disease, hyperlipidemia, BPH, history of orthostatic hypotension, osteoarthritis, peripheral artery disease, aortic stenosis mild and atrial flutter.

SURGICAL HISTORY: Cardiac catheterization in 2006.

SOCIAL HISTORY: The patient was married for 46 years then divorced after that he had a girlfriend who lived in his home with him and she was a retired RN. She eventually assisted in his care allowing him to stay-at-home for a longer period of time. The patient drove well into his dementia progression and then after getting lost multiple times keys were taken away. The patient has four children. His daughter Erin being the POA. He is the last of 13 children. The patient was in the army from which he retired as a colonel and he was in the reserves 45 years. The patient is also recovering alcoholic. He was a smoker, but it is being long time since. The patient was also a teacher at the USAR, which is United States Army Reserves and he worked full time as an electrical engineer for AT&T.
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FAMILY HISTORY; There is no recollection by POA of any of her aunts or uncles whom she knew having dementia.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: She states his baseline weight was at maximum 175 pounds then prior to coming in 140 pounds.

HEENT: He has native dentition without difficulty chewing or swallowing. He used to wear glasses, but then had LASIK surgery so none since.
CARDIAC: Per HPI, but remote issue related to chest pain or palpitations. Long history of being on blood pressure medications.

RESPIRATORY: No issues related to SOB.

MUSCULOSKELETAL: He has always been independently ambulatory, but he does have a history of leg pain secondary to flat arch and this led to subsequent same side knee pain. He has always had independent ambulation and no fall history that she can recall and no falls history here. Tylenol has been given musculoskeletal pain effectively.

NEURO: She states that prior to being seen by Integris Neurology. There had been accumulation of getting lost while driving and not knowing what the different lights meant as he was driving and he would loose things his wallet or things that he had put down and that just started to be an everyday occurrence and now he does not know who his family is and she states that it has been a very rapid progression.
PSYCHIATRIC: She states that he has developed to temper, which was not something he had before and that he will get easily agitated that has happened here when staff tried to redirect him but there is no physical component to his temper. Then his sleep cycle has changed and dementia this started when he was at home. He would wake up at 3 in the morning and say that it was time to get up they had things to do and he would want to go to bed at 6 o’clock, which was not the norm for him.
MEDICATIONS: This is current Depakote 125 mg at 8 a.m., 4 p.m. and 8 p.m. and Seroquel 100 mg at 1 p.m., 6 p.m., and 10 p.m., Tylenol 650 mg ER t.i.d., atenolol 25 mg q.d., Zyrtec 10 mg h.s., Flomax two caps h.s., and ABH gel 125/1 mg/mL 1 mL at h.s. will be added and b.i.d. p.r.n. and Ativan 0.5 mg tab to be given PO premed for bath q.6h. p.r.n. We will likely use the ABH gel in place of the PO Ativan once it arrives.
PHYSICAL EXAMINATION:
GENERAL: Frail petite elderly male observed sitting and sleeping and then just quietly moving about.

VITAL SIGNS: Blood pressure 113/69, pulse 75, temperature 97.1, respiratory rate 18, and 130.5 pounds.
HEENT: He has gray hairs somewhat sparse, but little disheveled. EOMI. PERLA. Nares patent. Slightly dry oral mucosa.
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NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: He is a regular rate and rhythm without murmur, rub or gallop. PMI is nondisplaced.

RESPIRATORY: He does not cooperate with deep inspiration. Lung fields relatively clear. No cough. Symmetric excursion with decreased bibasilar breath sounds secondary to effort.

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

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. He ambulates independently. He has a stoop to his posture and a slow gait bilateral lower extremities. He has 2+ hard nonpitting edema and moves arms in a normal range of motion though he tends to just keep them down at his side.

SKIN: Bilateral lower extremities. The skin is warm, dry and intact though it is taut and somewhat dry. He has no breakdown noted on upper extremities. He does have abrasions on both shins the right greater than the left. There is an eschar formation on the right.

NEURO: Orientation x1. His affect is flat. He keeps his eyes open and does not make intentional eye contact. He is looking randomly around. He can speak it is random and generally just a few words and when daughter called him father and said did you remember who I am and he just blankly stated no. He will close his eyes and sleep just randomly and not respond to questions for sometime. With effort he can be redirected.
ASSESSMENT & PLAN:
1. Severe vascular dementia with continual pacing. The patient’s medications are adjusted with the hope that there will be a slowdown of the continual pacing as it is clear. He is not able to calorically keep up with what he is burning off.
2. Altered sleep pattern. The patient when he does sleep we will do it in a chair or on a couch. He does not like going into his room and laying down if he can be coaxed into it and falls asleep once he wakes up he immediately gets up and comes back out into the living area and I have spoken with staff about letting him sleep wherever he falls asleep as long as he is safe and the pushing him to go to bed may be a waste of energy. I am ordering ABH gel and he will get a mail of it at h.s. the hope that will help to make him sleepy and can always adjust that dose as needed.
3. Medication review at daughter’s request.

4. Nonessential medications have been discontinued bringing his current med list to the various essentials only.
5. Hypotension. Review the patient’s BPs show that he runs low end of normal as his baseline. I am going to hold atenolol 25 mg q.d. and will have BP check b.i.d. and followup with results in two weeks.
6. Renal insufficiency review. The patient’s labs 09/20/24 show a BUN and creatinine of 36/1.15 ratio of 36. I encourage fluids, but it is difficult to get the patient to take anything food or liquid.
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CPT 99350 and direct POA contact 60 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

