


PROGRESS NOTE
RE: Glenda Williams
DOB: 02/21/1953
DOS: 04/19/2022
HarborChase AL
CC: Pain management issues.
HPI: A 69-year-old with reflex sympathetic dystrophy, right foot drop, and history of drug and alcohol abuse. The patient is currently on oxycodone 10 mg q.4h. and over the weekend made an issue ongoing increase pain and needing more medication. A temporary p.r.n. order of 10 mg x2 additional doses q.d. was set and it is reported that she has requested each one of those and has been requesting them shortly after getting one of her routine doses, which has been denied. She is also on gabapentin 300 mg three times q.d. On admission, the patient was receiving Norco 5/325 mg t.i.d. with gabapentin 300 mg t.i.d. changed oxycodone came when she was seeking it routinely and then I just let her know that I would discontinue Norco that was not well received, but done nonetheless. When I spoke with her today, the patient became belligerent and essentially just had tantrum that she was not getting more pain medication in addition to what she is already receiving. She has had no trauma. She is completed physical therapy because goals were met. She continues with right foot drop for which she is in a wheelchair. The patient’s brother and POA is a physician and I spoke with him this evening regarding this meeting with her today and he fully understands stating that he has been through with her multiple times. She has been through treatment while she abused both drugs and alcohol opiates were her drugs of choice. He supports elimination of as much as possible of the opiate medication. After having stated that she was not going to take the oxycodone over the gabapentin anymore and which I told her I thought that would be a good idea. She has actually already received both and a p.r.n. dose.
DIAGNOSES: Drug and alcohol addiction, depression, reflex sympathetic dystrophy, and insomnia,
ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: Full code.
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MEDICATIONS: Citalopram 20 mg q.d., gabapentin 300 mg t.i.d., lidocaine patch to lower back, meloxicam 15 mg q.d., oxycodone IR 10 mg q.4h., MiraLax q.d., risperidone 0.5 mg b.i.d., Flomax q.d., MVI q.d., trazodone 150 mg h.s., Effexor 75 mg q.d., Ambien 10 mg h.s. p.r.n. and thiamin 100 mg q.d.
PHYSICAL EXAMINATION:

GENERAL: The patient well-groomed and alert seen in room.
VITAL SIGNS: Blood pressure 158/88, pulse 87, temperature 97.6, respiratory rate 18. and weights 140 pounds.

NEURO: Oriented x3. Clear coherent speech. Made her needs known. In hearing that medication, pain medication was going to be reduced became angry and threatening to stop her current pain medication. She kept trying to explain why she needed the pain medication, but became more agitated as she talked. I did point out that I considered her drug seeking, which did not sit well with her at that point then I just left the room with the nurse.
ASSESSMENT & PLAN:
1. Pain management. We will discontinue the two p.r.n. doses of oxycodone, but continue with the 10 mg q.4h. routine and the 300 mg t.i.d. of gabapentin. At some point, we will let her know that we need to work at further decrease that may include meeting Suboxone.

2. Psychosocial. I did contact her POA who is her brother and a physician who is dealt with her addiction issues and consequences there for many years. He is supportive of anything that does not feed into this continued opiate abuse. We also discussed whether or not AA would be something should be interested in attending their meetings nearby. He is looked into that and it is likely that the facility bus could take her. We will see if that something she will participate in.
CPT 99338 and so I ended the conversation with her brother that he is supportive again.

Linda Lucio, M.D.
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