


PROGRESS NOTE

RE: Wanda Helem
DOB: 04/20/1952

DOS: 05/28/2026
Tuscany Village

CC: Followup on pneumonia and pain management.

HPI: A 74-year-old female who was seen in her room, she had a nasal cannula going at 3 liters of O2. She was intermittently coughing and had evidence of sputum production light brown in color. The patient states that she has not smoked since she has returned when I questioned her about it and then staff had also told me that she has gotten up to go out to smoke at night as well as in the evening. She denies doing this that she has made a decision that she is not going to smoke anymore etc. I again talked to her about smoking cessation aids like nicotine patches and gum; she states they do not work for her, so she deferred them. After reviewing her ER and hospital visits, she then brought up pain that her pain needed to be managed. Prior to her initial hospitalization, her pain medication had been adjusted to 20 mg q.6h. and somehow she is getting one pill instead of two of oxycodone. I told her that I would be willing to do that, but if it gets abused and she starts to combine it with nicotine use, then that issue would be revisited.

DIAGNOSES: Chronic pain, COPD, gait instability; is in a motorized wheelchair, MS, atrial fibrillation, GERD, generalized OA, and depression.

MEDICATIONS: Unchanged from previously reviewed medications.

ALLERGIES: TRICYCLICS, BAYER ASA, and MOTRIN.

DIET: Regular diet.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Older female chronically ill in appearance sitting up in bed with O2 per nasal cannula and completing a nebulizer breathing treatment.
VITAL SIGNS: Blood pressure 149/86, pulse 99, temperature 97.0, respirations 20, and O2 saturation 89% on O2 at 2 liters per NC. The patient is 5’3” and weighs 122.2 pounds with the BMI of 21.6.
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HEENT: Conjunctivae are bleary. Nares patent. She has moist oral mucosa. Edentulous; when I spoke to her, she did not have her dentures in.

CARDIAC: She has a brisk heart sound and there was no murmur, rub, or gallop noted as her respiratory sounds were louder than her heart sounds.

RESPIRATORY: She has a normal respiratory rate and intermittent productive cough of slightly thin tan colored mucus. She is verbal, states a few words at a time secondary to SOB. Her breath sounds, there is bilateral wheezing and rhonchi.

ABDOMEN: Soft, nontender. Bowel sounds present.

MUSCULOSKELETAL: She self-transfers bed to her electric wheelchair that she operates relatively safely; she does like to go fast in it. She has no lower extremity edema. Good grip strength.

NEURO: Alert and oriented x2, was not sure of the date and time. Speech is clear. She is adamant that she has quit smoking. I told her to remember how she is feeling now and what she has gone through and that COPD is progressive.

SKIN: Warm, dry, and intact with fair turgor.

PSYCHIATRIC: She is in good spirits. She does not seem to be overwhelmed by the recent ER and hospital visits and just seems matter-of-fact that she is quitting and that is in spite of staff having seen her smoke since she has been back from both hospital and then both ER.

ASSESSMENT & PLAN:

1. Defers use of smoking cessation aids.

2. Pain management. I told her that we would return to the oxycodone 10 mg tablets two tablets q.6h. routine, which adds up to 80 mg a day; previously, she was getting oxycodone 40 mg a.m. and h.s. and complained about the gap of time in between where she had no medication and wanted to have the oxycodone increased to the 40 mg q.6h. and I told her that it was not going to happen, so this is the compromise. I do not think she realizes that while she is getting it four times a day that it is at a 20 mg dose not a 40 mg dose. She still seems to have adequate pain management.
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