


PROGRESS NOTE
RE: Francis Shoumaker
DOB: 12/01/1933
DOS: 04/02/2025
The Harrison AL
CC: Labile hypertension.
HPI: A 91-year-old female with labile hypertension that has been her history preceding admission here. On 03/19/2025, order written to check BP and heart rate daily for two weeks and that shows systolic pressure that is generally greater than 150. The patient’s admit blood pressure medications are labetalol 100 mg b.i.d. and losartan 25 mg q.p.m. On 03/19/2025, order for blood pressure and heart rate to be checked daily for two weeks was written. That was not done as directed, but generally BPs show systolic equal to or greater than 150. The patient has tolerated her blood pressure medications including p.r.n. clonidine without difficulty. She does have a history of headaches and those have been independent of BP control per family report. Son tells me today that she had complained of a headache last night and it’s unclear whether there was a call to the nurses for checking her BP. The patient is reported to sleep throughout the night. She has PO intake at all three meals and the amount varies. She is compliant with care. As to her behavioral issues, she was showing some physical aggression toward her husband, pinching him as well as glaring at him or telling him to be quiet but in a not so nice way. I asked Mr. Shoumaker whether her treatment of him or the way she talked to him had improved and he said no, not particularly. Son stated that she did seem sleepy in the mornings and she was napping when I was there and he asked if that was normal and again I asked him if she would nap when she was at home and the answer was yes, but he was not sure if it was every day.

DIAGNOSES: Advanced vascular dementia, BPSD of verbal and/or physical aggression primarily targeted toward husband, labile hypertension, history of hyponatremia – symptomatic, atrial fibrillation, OA bilateral knees severe, overactive bladder, hypothyroid, depression, history of vertigo, and GERD.
MEDICATIONS: Depakote 125 mg q.h.s. with q.a.m. on hold, tramadol 25 mg q.a.m. and h.s. routine, methocarbamol 500 mg q.a.m. and h.s., and ABH gel 1/12.5/1 mg/mL 1 mL q.3h. p.r.n. for BPSD.
ALLERGIES: NKDA.
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DIET: Regular.

CODE STATUS: Full code.
PHYSICAL EXAMINATION:
GENERAL: Petite elderly female who was napping throughout the time I was there.
VITAL SIGNS: Blood pressure 197/94, pulse 86, temperature 97.2, respiratory rate 18, and weight 111 pounds. Recheck of BP is 160/74.
RESPIRATORY: Decreased bibasilar breath sounds secondary to effort. She has a few scattered rhonchi. No cough.
CARDIAC: Irregular rhythm with a systolic ejection murmur.

ABDOMEN: Scaphoid. Bowel sounds hypoactive.

MUSCULOSKELETAL: She has generalized decreased muscle mass and motor strength. She is transported in a manual wheelchair that she has difficulty propelling and is transported by staff or family.
NEURO: The patient again is sleeping.
ASSESSMENT & PLAN:
1. Labile hypertension. I am ordering clonidine 0.1 mg to be given routine q.a.m. and 5 p.m. and labetalol 100 mg is to be given one hour after each clonidine dose. Blood pressure should be checked prior to giving the clonidine both a.m. and p.m. and parameters of when to hold it are written.
2. BPSD. Given the daytime sleepiness, the patient receives Depakote 125 mg a.m. and h.s. We will hold the a.m. dose as that may be causing some of the sleepiness.
3. Pain management. The patient is receiving tramadol 50 mg a.m. and h.s. and that may also be causing some of the sleepiness. Son said that in the past that it did make her drowsy, so will decrease her tramadol to 25 mg a.m. and h.s. and see if that provides some pain relief without excessive sleep.
4. Advance care planning. I spoke to son/POA Clarence Shoumaker regarding code status. He said that they had both signed an advance directive and we discussed DNR for in facility and he gives consent, so reviewed with him. A DNR form is completed and placed in chart.
5. Hospice issue. Son said that he has talked to Traditions and would like to have them follow his mother, so order for them to evaluate and treat the patient is written and they will pick up that order.
CPT 99350, advance care planning 83.17 and direct POA contact 15 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

