


PROGRESS NOTE
RE: Phyllis Neal

DOB: 07/30/1952

DOS: 01/10/2023

Jefferson’s Garden

CC: Behavioral issues related to pain management.

HPI: A 70-year-old with a history of chronic back pain and narcotic dependency, has had medications adjusted here. She came very overmedicated and was resistant to decrease in her medications, but we were able to do that and, in general, it appears that her pain management is adequate. Recently, she will wait until she is in the dining room or in activity among other residents and then will start crying out loud that she is in pain. This draws the attention of the other residents and is distressing to them. I spoke to the patient in room with the new DON present and let her know that I was aware of her not addressing her pain management issues one-on-one with staff, but rather with other residents and that if she is not adequately treated she needs to be specific, she could not be and I told her that we would look at whether she was overly medicated and not able to control her behavior. She was quiet. She was fully lucid. She looked at me and then would look away and stated that she understood when asked.

DIAGNOSES: Chronic back pain, narcotic dependency for same, depression, insomnia, DM II, HTN, unspecified dementia, T12 compression fracture and bulging disc of C-spine.

MEDICATIONS: ASA 81 mg q.d., Lipitor 20 mg h.s., Os-Cal q.d., Aricept 10 mg h.s., Lexapro 20 mg q.d., gabapentin 600 mg t.i.d., glipizide 5 mg q.d., levothyroxine 50 mcg q.d., lidocaine patch to neck q.d., lisinopril 20 mg b.i.d., melatonin 3 mg h.s., MSER 15 mg 8 a.m. and 8 p.m., tizanidine 4 mg at 1 p.m. and Myrbetriq 50 mg q.d.

ALLERGIES: PCN, MACROBID and STATINS.
DIET: NAS.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: The patient had finished personal care and was cooperative to being seen.

VITAL SIGNS: Blood pressure 130/70, pulse 82, temperature 97.8, respirations 18, and weight 186 pounds.

CARDIAC: Regular rate and rhythm without MRG.

RESPIRATORY: Normal effort and rate. Lungs fields relatively clear. No cough and symmetric excursion.

ABDOMEN: Soft. Hyperactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: She propelled her manual wheelchair from the bathroom into her bedroom area. She has LEE bilateral lower extremities as her legs were in a dependent position all day; today, it was +2-3. No vesicles or redness or warmth.

NEUROLOGIC: She made eye contact. She was quiet. She did not directly acknowledge drawing attention to herself intentionally regarding pain or treatment for it, but did look away when it was brought up. When asked if she was sleeping, she stated no, that she had problems sleeping. She was in agreement to some degree with adjusting med to a non-habit forming type.

ASSESSMENT & PLAN:
1. Pain management. We will continue with current meds as above. She is more alert and improved stability sitting in her wheelchair from November when we had to adjust her pain medications.

2. DM II. She is due for A1c that is ordered.

3. OAB. Sanctura ER 60 mg q. day ordered.

4. Social. The daughter is kept abreast of what is going on with her mother. She is involved in her care and POA.
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Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

