


PROGRESS NOTE
RE: Francis Shoumaker
DOB: 12/01/1933
DOS: 04/09/2025
The Harrison AL
CC: Followup on pain management and behavioral issues.
HPI: A 91-year-old female in her recliner, eyes closed she then did open them started complaining about something it was not really quite sure, but listened to her and then moved on. With prodding from her son who asked her to tell me about the things that she has told him she sees when she is sleeping and she stated that she just sees things that she knows are not there when she closes her eyes at night. She was unable to tell me how long this has gone on and she eventually does fall back to sleep. Son showed me results of Holter monitor and echocardiogram performed through her cardiologist Dr. Abbas office. The Holter monitor shows that she has sinus tachycardia, but the average heart rate at 68 and her echocardiogram showed an LVEF of 60% to 65%. No left ventricular hypertrophy, but positive mitral valve regurgitation. The patient has also been evaluated by Traditions Hospice order was written last week at son’s request for this evaluation. On 03/19/2025, Depakote 125 mg a.m. and h.s. was started for 10 days and then decreased at a.m. only staff have told me that she needs stronger dose than what she is currently receiving. ABH gel 2 mg/mL with 0.5 mL applied b.i.d. The patient tells me that the nurses come and they massage her neck with this cream and acknowledged that it helped her when asked. Son stated there did not seem to be any negative as far as her cognition or alertness level when the ABH was used. I openly discussed with son, mother was awake though she had her eyes closed that increasing some of these medications would be the next step. Son is in agreement suggesting that the ABH gel be at least three times a day.
DIAGNOSES: Advanced Alzheimer’s dementia BPSD in the form of aggression with increased agitation and irritability, gait instability it gets around in a manual wheelchair is transported as she has difficulty propelling it and is not fully weight bearing if she continues to recover from a left foot metatarsal fracture., hypertension, symptomatic hyponatremia, atrial fibrillation, polyarthritis, hard of hearing, and pain management.
MEDICATIONS: Unchanged from previous note.
ALLERGIES: NKDA.
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DIET: Regular.
CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: The patient alert though she had her eyes closed was listening.
VITAL SIGNS: Blood pressure 131/59, pulse 73, temperature 97.4, and respiratory rate 18.
MUSCULOSKELETAL: She moves her arms in limited range of motion. She has no lower extremity edema and non-weight bearing on her left foot. Generalized decreased muscle mass and motor strength.

NEURO: She is oriented to person in Oklahoma. She speaks somewhat harshly, answers questions in a begrudging manner. Able to give information as it pertains to her. Affect she presents as angry and will smile somewhat at the end of the visit.
ASSESSMENT & PLAN:
1. Pain management. I am increasing tramadol from 25 to 50 mg a.m. and h.s. with 25 mg at 3 p.m. will assess benefit and monitor for sedation.
2. Agitation. She will continue on Ativan Intensol 2 mg/mL, but I am increasing it to 0.5 mL (1 mg) and it will be applied a.m. h.s. and 3 p.m. routine and q.6h. p.r.n.
3. Aggression both verbal and physical. I am increasing Depakote to 125 mg q.a.m. and 250 mg h.s.

4. Hospice. The patient has recently been admitted to hospice care followed by Traditions and son seems pleased though it is still a new experience for them.
CPA 99350 and direct POA contact 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

