


PROGRESS NOTE

RE: Wanda Helem
DOB: 04/20/1952
DOS: 12/17/2025
Tuscany Village
CC: The patient requests changes in breathing treatments and pain medication.
HPI: A 73-year-old female with diagnoses of COPD, chronic pain, atrial fibrillation, hypertension, unspecified dementia, nicotine dependence; continues to smoke, GERD, generalized osteoarthritis, depression and anxiety disorder.
The patient wanted to talk to me about her pain medication not being adequate and felt like her breathing treatments needed to be more frequent. The nursing staff as well as the med-aide intervened and stated that the patient is noncompliant with the use of oxygen; she is supposed to wear it 24/7 or at least when she is in her room. She does a breathing treatment and then does not use the oxygen, will go out and smoke instead, comes back in short of breath and then complains that the oxygen is not effective. As to her pain medication, she is currently receiving the oxycodone 10 mg q.4h. and she asks for it routinely though it is given on schedule and there are times that she will miss it because she is out smoking and then it becomes the fault of the staff for not bringing it to her and I told her it does not work that way, she needs to come and receive medication at the time she knows it scheduled. The staff were very frank with her about the expectations she has of them, but the failures that she has on her own of not showing up on time with medication, wanting breathing treatments in a panic when she has been smoking so much that she is short of breath; she does not seem to make the correlation between the two.

CURRENT MEDICATIONS: Relevant to today’s note: oxycodone 10 mg one p.o. q. 6h. routine, DuoNeb q.6h. p.r.n., Norvasc 10 mg q.d., Abilify 2 mg q.d., Lipitor 40 mg h.s., Benadryl 25 mg q.d. p.r.n., Coreg 6.25 mg one tablet q.d., docusate one tablet q.d., gabapentin 300 mg one tablet q.d., Zoloft 75 mg q.d., Trelegy Ellipta one puff q.d., Effexor 37.5 mg q.d. and Ambien 10 mg h.s.
ALLERGIES: ASA, MOTRIN and TRICYCLIC ANTIDEPRESSANTS.
CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, she seeks me out, wants to talk to me and is articulate in conveying her point. The patient finds me; she is in her electric wheelchair that she gets around and without difficulty.
VITAL SIGNS: Blood pressure 126/72, pulse 88, temperature 97.7, respirations 19, O2 sat 92%. The patient is 5’3” tall and weighs 111.4 pounds with a BMI of 19.7.
HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids.

CARDIOVASCULAR: An irregular rhythm at a regular rate without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: She has a prolonged end-expiratory phase and decreased bibasilar breath sounds. She has a few scattered wheezes of mid lung field, occasional nonproductive cough. No SOB while speaking and she is quite verbal talking about getting her pain medication increased and her breathing treatments increased in frequency as well.

ASSESSMENT & PLAN:

1. COPD with scheduled breathing treatments and O2 that she uses p.r.n. DuoNeb will now be scheduled q.6h. p.r.n.; she opted not to have them routine.
2. Nicotine dependence. Talked to the patient about weaning the amount of smoking she is doing. She stated that she is willing to do that and she suggests that she gets only one cigarette per day. I told her we can try that and she will need to remember that it was her idea and we are not going to renege on that agreement, so order is written that she gets one cigarette per day and she has nicotine patches 14 mg q.d. that will be applied.
3. Chronic pain management. I told her that we would do a trial of increasing the oxycodone to 20 mg q.d., but it was going to be a q.6h. rather than the q.4h. that she is currently receiving the lower dose on. She got a dose of it today, we will see how that does and we will just go from there.
CPT 99310
Linda Lucio, M.D.
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