


PROGRESS NOTE

RE: Patricia Kates
DOB: 03/17/1928

DOS: 01/03/2024
Radius AL

CC: Back pain.

HPI: A 96-year-old female seen in room when seen about 10 to 14 days ago the patient had complained pain left side under her scapula. She had had a fall and stated that that area was now sore. When I checked her at that time there is no evidence of bruising or edema. She had been seen in the ER and x-rays done that ruled out any fracture or dislocation. So she was treated with NSAIDs. On 12/18, the patient insisted on going to the emergency room to have her left back pain evaluated. Physical exam and x-rays ruled out again any fracture or dislocation. She was sent back with no new orders and so she has had antiinflammatories or Tylenol to take. She is still complaining of pain I see her in the dining room and go up to her and ask her how she was doing she brings up the pain and wanted me to feel her back I did and she said that I had hit on the pain she flinched a little bit but then continued eating using both of her hands. The patient had a UA that was done on 12/21 returning positive for Klebsiella pneumoniae UTI. She is followed by Choice Home Health they had not contacted me with results and apparently their medical directors were likely not aware of it so she has been untreated. I reviewed this with her and told her that I would start treatment she is in agreement.

DIAGNOSES: Left side back pain post fall, HTN, DM II, GERD, hypothyroid, COPD, asthma, and history of breast CA.

MEDICATIONS: ASA 81 mg q.d., Lipitor 10 mg h.s., FeS04 one q.d., levothyroxine 75 mcg q.d., Singulair q.d., vitamin C 500 mg q.o.d., D3 2000 IU q.d., and zinc oxide to bottom a.m. and h.s.

ALLERGIES: SULFA, CODEINE, and PCN.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Petite female seated in DR, was cooperative.
VITAL SIGNS: Blood pressure 137/66, pulse 93, temperature 97.9, respirations 18, and weight 110.5 pounds.

NEURO: She makes eye contact. Her speech is clear and gives information. She is cooperative to exam, remembered the ER visit and that she had x-rays, etc., and nothing was found of concern regarding her ribs or chest wall.

MUSCULOSKELETAL: The patient ambulates. She has a walker that she uses p.r.n. but generally is independent in her ambulation. No lower extremity edema.
Exam of her back left side under the scapula posterior to lateral there was pain to palpation in the large muscles around the scapula and then in the intercostal muscles a little further down. There was no edema or swelling of muscle tissue.

SKIN: Normal healthy color. No redness or warmth.

ASSESSMENT & PLAN:
1. Left side of back under scapula muscle tenderness. Imaging has ruled out any fracture or dislocation so we do not need to do that again nor will there be ER visits for that issue. She received a Medrol Dosepak for muscle inflammation initially and that did help. Salonpas patch with lidocaine 4% to be placed to affected area daily for seven days and then q.o.d. there after p.r.n. Today the Salonpas patch with menthol was placed as that was what was available.

2. Klebsiella pneumoniae UTI. Augmentin 500/125 mg one p.o. q.8h. x5 days and this was also explained to the patient. She denies dysuria.

3. History of hypokalemia this was an issue from lab that came from the ER on 12/16 and potassium was 2.9. I started her on KCl 20 mEq q.d. for five days then 10 mEq q.d. thereafter so a BMP is ordered to see *_______* on that.
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