


PROGRESS NOTE
RE: Glenda Williams
DOB: 02/21/1953
DOS: 10/06/2022
HarborChase AL
CC: Pain issues.
HPI: A 69-year-old seen at her request. She has a history of right foot drop with neuropathic pain and reflex sympathetic dystrophy for which she has received Percocet 10 mg q.4h. with Tylenol 325 mg each dose. She has dine well on that regimen for the past six months and states that recently she has began to have persistent pain in her right foot keeping her awake at night and affecting her ability during the day. She is in a wheelchair that she propels. She self transfers and is work to maintain her independence. The patient has a history of drug and alcohol abuse for which she has been to treatment several times. Her brother/POA is a physician who I have spoken with on different occasions regarding how she is doing and her issues related to opioids for pain management. She is also on gabapentin 300 mg t.i.d. I asked about increasing the h.s. dose versus the a.m. dose and she believes that she has gained a lot of weight on this medication and is reluctant to increase it.
DIAGNOSES: Right foot drop with neuropathic pain, reflex sympathetic dystrophy, depression, insomnia, history of drug and alcohol abuse and chronic low back pain.
MEDICATIONS: Celexa 20 mg q.d., Colace t.i.d., Lasix 20 mg q.d., gabapentin 300 mg t.i.d., meloxicam 15 mg q.d., omeprazole 40 mg q.d., 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., thiamine 100 mg q.d., and Ambien 10 mg h.s. p.r.n.
ALLERGIES: NKDA.
DIET: Regular.
CODE STATUS: Full code.
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PHYSICAL EXAMINATION:
GENERAL: The patient alert, well groomed and appropriate when seen.
VITAL SIGNS: Blood pressure 140/67, pulse 80, temperature 97.5, and respirations 18.
NEUROLOGIC: Oriented x3. Clear, coherent speech, and good eye contact. Affect appropriate to situation, presented her need in an appropriate manner. We discussed treating her pain with her backdrop. Drug abuse since of not doing it and is away that sets her up for abuse. She understands and voices agreement and was agreeable to presented options.

MUSCULOSKELETAL: Good neck and truncal stability. She is in a manual wheelchair that she propels. She has to have her right foot on a foot rest for support. No LEE.

SKIN:  Warm, dry, intact with good turgor.
ASSESSMENT & PLAN:
1. Pain management. Oxycodone will start q.a.m. at 15 mg and then alternate between 10 and 15 mg q.4h. for total of six doses daily and Tylenol 325 mg to accompany each dose.

2. Social. Brother/POA Dr. Louie Wall updated on the pain management as discussed above and reassured him that will monitor for the patient’s ability to maintain function without other negative changes.
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Linda Lucio, M.D.
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