


PROGRESS NOTE
RE: Glenda Williams
DOB: 02/21/1953
DOS: 03/07/2024
Harbor Chase AL
CC: Chronic pain management.
HPI: A 71-year-old female seen in room. The patient has a long-standing history of chronic pain to include reflex sympathetic dystrophy of the right foot, which has foot drop, neuropathic pain, chronic low back pain, depression, insomnia and a history of drug and alcohol abuse in remission.
MEDICATIONS: Unchanged from 01/08/24 note.

ALLERGIES: NKDA.

DIET: Regular with thin liquid.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:
GENERAL: The patient resting comfortably. She is sitting on her bed reading, which is generally how I find her afternoon she states she just rest.

VITAL SIGNS: Blood pressure 147/83, pulse 79, temperature 98.1, respiratory rate 18 and 230 pounds.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: Normal ephedrine rate. Lung fields clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: She self transfers has a manual wheelchair that she propels. She also lets people transport her in it and positions her left foot so that it is not bumped against anything when she is being transported.

NEURO: She is alert and oriented times three, clear, coherent, speech can voice her knees understands given information. Affect congruent with what she is saying.

SKIN: Warm, dry, intact with good turgor.
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ASSESSMENT & PLAN: Chronic pain management. The patient is currently on oxycodone 30 mg one q.6h. routine. The patient requests that be decreased to 20 mg, but shorter interval be given q.4h. She thinks that, that will give her more consistent coverage without kind of that sluggish feeling that the 30 mg dose gives her it will still turn out to be 180 mg q.d. that she receives, but just at different dose in interval.
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