


PROGRESS NOTE

RE: Tonya Brooks

DOB: 12/10/1961

DOS: 01/02/2026
Windsor Hills

CC: Pain medication review.

HPI: A 64-year-old female who staff tell me has become aggressive about getting her Norco and her Lyrica. Today, she refused the Lyrica stating she did not feel like and was belligerent about it and they state that the patient also has been known to smoke pot out on the patio where patients go to smoke and the smoking of marijuana has happened on several occasions. I asked if the ED has been made aware of it, they state yes, but nothing has been done and I told them I would deal with that later. I went out on the patio, the patient had a hoodie on and a sweater with her head down and she was sleeping while others are sitting around the table along with her talking. She came in later after dinner and was in her wheelchair propelling herself down the hallway and was saying “hurt all the time, hurt all time” and I told her I would come in her room later to talk to her which I did. When I saw the patient in her room, I told her that I looked at the pain medication she is taking and it is quite a lot and we need to get some organization of the different meds that she is taking and decrease some of them; she got upset about that and started like throwing her shawl that she had wrapped around her and then stating “leg hurt, leg hurt,” so she pulled up her left leg to show me and I told her I needed to like have her sock and shoe off, so she took them off and was mad about it and told her that I would examine it. Also, I was made aware that there is hospital and ER reports of where she has had Doppler ultrasounds and she has also had that done here in the facility and there was nothing found that was of concern that would explain the edema. She told me that that was wrong that the leg hurt all the time.

DIAGNOSES: Cerebrovascular disease with language deficits, hemiplegia/hemiparesis of right dominant side, anxiety disorder, polyneuropathy, history of migraines, depressive episodes, hypothyroid, HLD, GERD, HTN, and long-term anticoagulant use.

MEDICATIONS: Gabapentin 400 mg one capsule at h.s., Lyrica 75 mg one capsule t.i.d., ASA 81 mg q.d., Lasix 40 mg q.d., Plavix one tablet q.d., Depakote 500 mg one tablet b.i.d., Lipitor 40 mg h.s., Protonix 40 mg b.i.d., Keppra 1000 mg b.i.d., B-complex one capsule q.d., Pepcid 20 mg b.i.d., and Zyrtec 5 mg b.i.d.
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ALLERGIES: BACTRIM, TRAMADOL, SILVADENE, and SODIUM METABISULFITE.

DIET: Regular.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient in a wheelchair slouched over. She is wearing a hoodie that covers over her face and has a shawl that she brings up to around her neck. She got angry at me and then pushed back the shawl and the hoodie fell and she became quite loud.
VITAL SIGNS: Blood pressure 126/67, pulse 67, temperature 98.2, respirations 17, O2 saturation 96%, and weight 162.3 pounds.

MUSCULOSKELETAL: She slouches in the manual wheelchair, which she propels without a problem. She self-transfers, can weightbear. Her left leg is edematous from above the knee.

SKIN: Pink to red. No warmth or tenderness to palpation. There are skin changes consistent with lymphedema and she denies that when I asked about that. Her right leg is without edema. Skin color is normal. No redness, warmth, or tenderness. Skin is intact. NEURO: She is oriented to person and place. Her speech is unusual, does not form whole sentences, talks loud and pouty. She does not make eye contact.

RESPIRATORY: She has a normal effort and rate. Decreased bibasilar breath sounds as she would take quick in and out breaths that were shallow. She did have a few scattered wheezes bilaterally. She is a heavy smoker. Intermittent cough, nonproductive, but did not appear SOB, propelling her wheelchair quickly and talking and yelling at the same time.

CARDIAC: Regular rate and rhythm. Heart sounds are distant.

ABDOMEN: Soft. Hypoactive bowel sounds. No tenderness.
ASSESSMENT & PLAN:

1. Left lower extremity edema. It has been evaluated through the ER. She was subsequently hospitalized twice for workup on that and it was not found to have a blood clot and there was normal filling and drainage of the right leg and decreased venous drainage on the left.

2. Pain management. The patient has Tylenol 1000 mg q.6h. that order is rewritten to Tylenol q.8h. p.r.n. and she is able to ask for it. Norco has been discontinued; she was on it for a specific amount of time per the ER and it has fallen off, so I have written to continue with off.
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3. Neuropathic pain. Gabapentin 400 mg at h.s. will be titrated off to one pill every other night for one week, then stopped as the patient is getting the Lyrica 75 mg a.m., afternoon and 7 p.m., which is close to h.s.

4. Lab review. About six months ago, the patient had a CMP and all the liver enzymes were abnormal, elevated, so I am reordering LFTs and a CBC given the concern about anemia and TSH. She is also on a statin, but has never had a lipid profile, so that was ordered.

CPT 99350; this is my initial contact with the patient.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

