


PROGRESS NOTE

RE: Nelda Jackson

DOB: 10/09/1940

DOS: 02/13/2025
The Harrison AL

CC: Flank pain.

HPI: An 84-year-old female seen in the room. She was dressed up and ready to go downstairs for the Valentine Day party. Before I could even tell her why I was there to see her, she was all excited to tell me that she has a man. She states that she has been seeing a neighbor down the hall Mr. Opella and that they get along very nicely and she said who knows we just may end up happily ever after. I just let her go on, being very happy and bubbly about this new spark of love in her life. Asked her if she was aware that his wife had passed away less than two months ago, but I also told her that I had noted the care and attention that he provided to her as her health declined and he never complained. She said that that was nice to hear, that he was a loyal person. We then went on to talk about her flank pain and she actually described it as right side rib pain. She had told her brother about it so he took her to INTEGRIS and this was on 01/27/25. There is also a copy of the labs and x-ray. The patient denied any falls. I asked about her sleep pattern. She does sleep on her right side, but states that she generally pulls her arm above her head. She denied any noted discomfort lying like that. She then tells me that the pain that she is talking about has been going on for about 7 to 10 days.

DIAGNOSES: New right sided rib pain, question of right side flank pain, hypertension, depression, HLD, insomnia, MCI, and a history of vertigo.

MEDICATIONS: Norvasc 5 mg q.d., ASA 81 mg q.d., Celexa 20 mg q.d., melatonin 10 mg h.s., Namenda 5 mg b.i.d., Toprol 50 mg q.d., MVI q.d., Pravachol 20 mg q.d., Prempro 0.625 mg/2.5 mg one tablet q.d., trazodone 50 mg h.s., and p.r.n. meclizine 12.5 mg q.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, in good spirits and very engaging.
VITAL SIGNS: Blood pressure 132/80, pulse 76, temperature 96.9, respirations 18, and weight not available.

HEENT: Hair is short and groomed. Conjunctivae clear. EOMI. PERLA. Moist oral mucosa.

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

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.

MUSCULOSKELETAL: She ambulates independently. She moves her limbs in a normal range of motion. She moves her arms about and does not seem uncomfortable. Palpation to the right side ribcage up and down, there was some tenderness that she noted to palpation of the mid-rib area. Denied pain to palpation of either flank side.

ASSESSMENT & PLAN:

1. CMP review: All values WNL with the exception of creatinine elevated at 1.15. This however is an improvement from 1.22 found on 06/14/2024.

2. Hyperlipidemia. The patient is on pravastatin 20 mg q.d. TCHOL elevated at 226. HDL is 62 with the desired level greater than 50, so she is good there. LDL desired to be less than 150; she is 132, so in target range. Risk ratio is 3.6; it should be less than 5.0, so she is good there. I told her we will continue with the statin as is.

3. Chest x-ray with focus on right side ribs. There is a normal cardiac silhouette. No evidence of pulmonary effusion. Bony structures show no acute abnormality. There is no dislocation of any ribs on the right side so there is nothing acute that accounts for her complaint of right side rib pain.

4. Right side flank versus right side rib pain. Flank pain she states was never an issue and the rib pain while it has been present for up to 10 days in the absence of any trauma to her right rib side, she states is slowly getting better so we will just continue to monitor. She does have p.r.n. pain medication.
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Linda Lucio, M.D.
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