


PROGRESS NOTE

RE: Francis Shoumaker

DOB: 12/01/1933

DOS: 03/19/2025
The Harrison AL

CC: Increased irritability and aggression toward spouse.

HPI: A 91-year-old female who shares an apartment with her husband. She was noted to have increased irritability in general with her son, husband, and a milder version directed toward me when I saw her on admit. Son had stated that there has been a change in her overall after a couple of hospitalizations and skilled care stays. He states that as a family they are baffled and do not know what to do. I told him at the admit time that I wanted to see how she acclimated to the facility and only then I could make a decision what we should do for her. Staff states that they see her pinching her husband because she does not like that he is just sitting there doing nothing and she will just glare at him and call him names and today when I went into the room, they were getting ready to go out for dinner. She had to use the bathroom so staff helped her and when she came back and she saw her husband just sitting there, she started getting on to him about just sitting there and what was he going to do to help her and I just told her that I had just talked with him and that now I want to see what she needed and it just continued and finally I told her she just needed to stop and start being kind to him and she did get quiet. The patient was started on low dose Ativan 0.25 mL b.i.d. Staff state that it has not really touched the behavioral issues. She will get a little drowsy in the evening when she gets it, but during the day it does not seem to have any effect. The patient is fully able to ask staff for help.

DIAGNOSES: Dementia unspecified, BPSD in the form of aggression and agitation, hypertension, non-weightbearing at this time – transported in a manual wheelchair that she cannot propel, status post removal of walking boot for fracture of metatarsal in left foot, hyperlipidemia, depression, chronic pain, GERD, gastroparesis, and chronic constipation.

DIET: Healthy heart with thin liquid and one can Ensure MWF and hypothyroid.

MEDICATIONS: Unchanged from 03/05/25 note.

PHYSICAL EXAMINATION:

GENERAL: The patient seen in room. Husband was in his recliner and she was being placed in her wheelchair by staff to toilet prior to going to DR. She was irritable and asked me what I was going to do to help her and I asked what she needed help with and she told me she was always in pain but did not want to take pain pills.
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On 02/26/25, I wrote for Tylenol to be 650 mg and be taken at 8 a.m., 3 p.m., and 9 p.m. routinely. She has been doing that and when I asked if there has been a change in her pain, she said no; that she just still hurt everywhere. I told her I could write for something that was not habit forming, but hopefully would help better than the Tylenol by itself. She did not refuse it but did not say good.
MUSCULOSKELETAL: The patient is thin, decreased overall muscle mass and motor strength. She weight bears for brief period of time, favoring her left foot. She is not able to propel her manual wheelchair. She has trace lower extremity edema on the left ankle. Moves arms in a normal range of motion. She can use utensils and grip a cup.
PSYCHIATRIC: She is irritable and agitated, seems uncomfortable and takes it out on whoever is around her. Her husband tends to be the target most of the time and pointing that out to her does not effect change.

NEURO: She is alert. She is oriented to person and Oklahoma and knows who her family is. Her speech is clear. She will definitely make her needs known and she is quick to be disagreeable and harp on her husband and in no way acknowledges her behavior and the treatment of her husband as being hurtful and inappropriate.

ASSESSMENT & PLAN:

1. BPSD of dementia in the form of aggression, both verbal and physical. The patient had an increase in her citalopram to 20 mg a day two weeks ago and she has already been taking a baseline of 10 mg for some time that does not seem to have been of help for any depression. She has had low dose Ativan, which again does not seem to have been of benefit. Depakote 125 mg a.m. and h.s. will be started. The goal is to get enough into her system so that I am able to cut back to just once daily and would do that in the evening but will first get it going and I will see her next week to see if there has been any benefit.

2. Pain management. Tylenol has not been of help in alleviating her pain and she has been taking it routinely at 650 mg three weeks today. I am writing for tramadol 25 mg q.a.m. and h.s. We will monitor for benefit versus side effects and pending response after two weeks, then will either increase or decrease dose, whichever is indicated if needed.

3. Cardiac issues. The patient was seen by her cardiologist 02/28/2025 and she returned with a Zio monitor to be worn for 14 days and that has been completed. She had labs that are not available and is to return four to six weeks from 02/28/2025 for an echocardiogram and had an EKG as well.

CPT 99350 and direct contact regarding the patient’s behavior with her spouse 10 minutes

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

