GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

HISTORY AND PHYSICAL

Name: Patricia Landskroener

Mrn:

PLACE: Mission Point of Flint

Date: 06/08/2023

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Mrs. Landskroener is a 74-year-old female who moved in from another nursing home namely Caretel. Before that she resided in assisted living at Sugarbush Manor.

CHIEF COMPLAINT: She has debility and not walking and she has had previous ankle fractures. She also came to the initial nursing home after hospitalization for respiratory failure.

HISTORY OF PRESENT ILLNESS: She was hospitalized initially for respiratory failure and she does have COPD. This was treated. She does not know or recall the details of that and the history and documents that have come from the nursing home and mentioned COPD and respiratory failure. However, she was not short of breath today and is stable in this regard. She has p.r.n. oxygen available.

She has pain in her legs. She has had previous ankle fractures with three screws in the right ankle and two in the left ankle. Her ankle fracture was due to fall and she has had a couple falls. The surgery was before the last hospitalization and she was not doing well and she gives me impression that it was revised and she needs further revision. She still has pain there and she is not walking. She has had some physical therapy due to the fall and fractures when she was at Caretel now she comes for a bit more and can feel that she will need long-term care.

She has diabetes mellitus, which seems to be fairly well controlled and she stated it has been controlled. Her glucose here when checked yesterday was 84. She has no polyuria, polydipsia, or excessive thirst. There are some paresthesias of the right leg. She has COPD but is not currently short of breath and admits to some cough with yellow sputum mostly at night. She has a history of bipolar disorder for which is on Lamictal and this does appear controlled. They tried to do a dose reduction, but she is still on seroquel 100 mg twice a day. She has been followed by psychiatry. She has history of atrial fibrillation and her heart rate is stable with metoprolol 12.5 mg twice a day and they have chosen previous hospitalization not to anticoagulate for medical reasons presumably because of recurrent falls. She never had a stroke. She has diabetes mellitus, but not hypertension. She has not had major heart disease other than atrial fibrillation and there is no history of heart failure.
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PAST HISTORY: Chronic obstructive lung disease, diabetes mellitus type II, respiratory failure with hypoxia, major depressive disorder, bipolar disorder, hyperlipidemia, and records indicate deep vein thrombosis but she could not recall any of that. She has mild dementia without behavior disturbance. She is a smoker, sleep apnea, essential hypertension, paroxysmal atrial fibrillation, generalized anxiety disorder, fracture of the lumbosacral spine, and history of TIA. There is also a report of her residual infarction without residual deficits but she did not seem to know about that. She has a history of metabolic encephalopathy.
FAMILY HISTORY: Her mother had heart disease and COPD. Her father, brother, and sister had COPD. Her father had a cyst and she had alcohol excessively and Lewy body dementia according to records.

SOCIAL HISTORY: She states she smokes about five cigarettes a day but records indicate 45 pack year history of smoking in the past and she quit a month before hospitalization. She must be smoking a small amount. No alcohol excess. She has two children one in Colorado and one local.
Medications: Lamictal 100 mg daily, bethanechol 10 mg daily, Cymbalta 60 mg daily, Zyrtec 10 mg daily, MiraLax 17 g daily, aspirin 81 mg daily, gabapentin 100 mg at bedtime, clotrimazole ointment to the peri-area twice a day, acidophilus one capsule daily, tamsulosin 0.4 mg at bedtime, vitamin D3 50 mcg which is 2000 units daily, nitrofurantoin 100 mg daily for UTI prophylaxis, prednisone 10 mg daily, metoprolol 12.5 mg twice a day, DuoNeb by nebulizer every six hours as needed, Lantus 27 units in the morning and at bedtime, acidophilus one tablet daily, Atrovent two puffs every four hours as needed, Ativan 0.5 mg at bedtime in the morning for anxiety, ranolazine 500 mg daily, loperamide 2 mg every four hours as needed, Tylenol No. 3 one every eight hours as needed, Trelegy one puff daily, tramadol 100 mg daily, seroquel 100 mg twice a day, Preparation H every eight hours as needed, omeprazole 20 mg daily, and Humalog 5 units t.i.d. with meals.

ALLERGIES: SULFA and PERCOCET.

Review of systems:
Constitutional: No fevers or chills.

HEENT: EYES – She has blurred vision. ENT: She hears adequately. No sore throat or earache but she does get vertigo at times.

RESPIRATORY: She used to cough at night with yellow sputum. There is no dyspnea now.
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CARDIOVASCULAR: She gets palpitations from time to time. No angina.

GI: She had nausea, vomiting, and some diarrhea yesterday but I am told it was not severe. No abdominal pain.

GU: No dysuria or hematuria. She is continent of urine.

MUSCULOSKELETAL: She has ankle pains bilaterally but no other joint pains.

NEUROLOGIC: No headaches, fainting, or seizures.

HEMATOLOGIC: No excessive bruising or bleeding but she has scabs in different place including her left arm and bottom of her right foot.

Physical examination:

General: She is not acutely distressed or ill appearing. She is slightly confused.

Vital Signs: Blood pressure 123/64, temperature 97.3, pulse 83, respiratory rate 17, and O2 saturation 97%. She had one glucose of 84 on June 7, 2023.

HEAD & NECK: Pupils are equal and reactive to light. Eyelids and conjunctivae are normal. Extraocular movements are normal. Oral mucosa is normal. Throat normal. Neck: Supple. No mass or nodes. No palpable thyromegaly.

CHEST/LUNGS & BREASTS: Slightly diminished breath sound but no wheezes or crackles. Percussion is unremarkable.

CARDIOVASCULAR: Normal S1 and S2. No gallop. No murmur. No significant pitting edema. Pedal pulses are palpable.

ABDOMEN: Soft and nontender. No palpable organomegaly.

CNS: Cranial nerves are normal. Sensation is grossly intact.

MUSCULOSKELETAL: Shoulder range of motion is normal. There is no acute joint inflammation. She has thickening of the right ankle and slightly larger than the left. She has decreased range of motion of the right ankle flexion and dorsiflexion. She had decreased range of motion in the right great toe. The only slight decrease range of motion of the left ankle and foot. No synovitis anywhere.
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SKIN: Showed a scab in the left arm and evidence of healed abrasions. There is a scab undersurface of the right foot. No ominous rashes were noted. No major lesions.

ASSESSMENT AND plan:
1. She has two ankle fractures and she is here for further rehab and possible she may need long-term care. She will be assessed by OT and PT and continue Tylenol No. 3 for pain if needed.

2. She has COPD and I will continue Trelegy one puff daily plus DuoNeb by nebulizer every six hours as needed.

3. She has neuropathy and I will continue gabapentin 100 mg nightly.

4. She has anxiety and I will continue Ativan 0.5 mg twice a day.

5. She has bipolar disorder and I will continue Lamictal 100 mg daily plus Cymbalta for depression at 60 mg daily. She had atrial fibrillation and heart rate is stable with metoprolol 12.5 mg twice a day. She is not on anticoagulation based on a previous decision presumably due to excessive falls.

6. She is on nitrofurantoin 100 mg daily for UTI prophylaxis. There is mention of TIA in the past when she was on aspirin 81 mg daily. I will follow her at Mission Point.

Randolph Schumacher, M.D.
Dictated by:
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