


PROGRESS NOTE

RE: Glenda Williams
DOB: 02/21/1953
DOS: 05/14/2025
The Harrison AL
CC: 90-day note.

HPI: A 72-year-old female seen in her room, she was propped up on her bed watching television as usual. The patient is in good spirits. I usually see her down in the dining room for every meal. She has a table that she sits out with several other women who they all seem to enjoy talking to one another. The patient has foot drop of right foot and gets around in a manual wheelchair that she can easily propel, but I asked her why it is that though she can propel her manual wheelchair, she generally has other people transporting her most of them women much older than her. She was quiet and stated that she did get herself around sometimes without help; when that has occurred, I have not seen and I just reminded her that unless she is doing some kind of physical activity to maintain muscle strength, she is going to lose it. Again, she added that she does propel herself around more than I am aware of. So, she is sleeping good, her appetite she states is too good. She has chronic pain; however, it is well-managed with her current medications. She denies dyspepsia and occasional constipation though she is on a bowel program.
DIAGNOSES: Chronic pain management, peripheral neuropathy, right foot drop, GERD, depression, insomnia and urinary hesitancy.

MEDICATIONS: Tums chews 750 mg q.d., Celexa 20 mg q.d., docusate 100 mg t.i.d., Lasix 20 mg MWF, gabapentin 300 mg t.i.d., MOM 30 mL once MWF, Prilosec 40 mg q.d., oxycodone IR 20 mg every four hours, MiraLAX b.i.d., Risperdal 0.5 mg b.i.d., Flomax 7 p.m., trazodone 150 mg h.s., and Effexor 75 mg q.d.

ALLERGIES: NKDA.

DIET: Regular thin liquids.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: Pleasantly plump female sitting up in bed. She is alert and engaging.

VITAL SIGNS: Blood pressure 150/83, pulse 79, temperature 97.5, respirations 18, and weight refused.

HEENT: NCAT. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

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

ABDOMEN: Soft. Bowel sounds present. Abdomen protuberant.

MUSCULOSKELETAL: Moves her arms in a normal range of motion. Right foot drop. No lower extremity edema.

NEURO: Orientation x3. She has clear coherent speech, voices her need, understands given information and affect is congruent with situation.

SKIN: Warm, dry and intact with good turgor.

PSYCHIATRIC: Generally, appears to be in good spirits. She became a bit withdrawn when I broached the subject of her propelling herself in her manual wheelchair which she can do and the need to maintain some muscle strength and muscle mass. She then moved on from that and was pleasant and conversant.
ASSESSMENT & PLAN:
1. Chronic pain management. Her medications have stayed the same for a couple of years now and remain effective. She does not ever complain of pain or needing more medication. She does not appear sedate or with change in her baseline cognition.
2. Opioid-related constipation with the stool softeners that she takes. She has regular BMs without diarrhea or strain. So, we will continue with them as is.
3. Depression. She states that there are times that she will think about things and feel lonely, but she can pull herself out of it by calling someone in her family or one of the ladies here in the facility that she hangs out with at mealtimes. So, she has a backup plan should she ever start to find herself in an emotional swamp.
4. Insomnia that is alleviated with the trazodone. She denies feeling drowsy or tired the next day, but that is something to consider decreasing the dose next visit.
5. General care. Her last labs were 11/20/2024 and generally WNL.
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