GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

NURSING HOME HISTORY AND PHYSICAL

Name: Anthony Williams

Mrn:

PLACE: Mission Point in Flint

Date: 06/29/23

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Mr. Williams is a 61-year-old male who was admitted from Hurley after having had a stroke.

CHIEF COMPLAINT: He was initially found in the car unresponsive, nonverbal, and altered. He was subsequently found to have right hemiplegia due to left middle cerebral artery stroke.

HISTORY OF PRESENT ILLNESS: He is 61 and apparently paramedics were called for welfare check because his family has not heard from him in several days. He was found in his car, altered, unresponsive, and incontinent. He was witnessed in the car two days before at the same spot. So, it is suspected he was there for over 48 hours. Narcan was administered without improvement. Glucose was in the acceptable range. On arrival to the emergency department, he had a blood pressure of 186/116 with heart rate of 95 and respiratory rate of 19 and oxygen saturation 97%. He is only responding to painful stimuli in the left side. In the ER, he had mild dehydration with white count of 15.1 and BUN of 26, and sodium of 148. A CAT scan showed a large subacute infarct involving the majority of the left middle cerebellar artery distribution. There was vasogenic edema and regional mass effect on 5 mm midline shift to the right. A CT angiogram was done which showed occluded proximal intercranial left internal carotid artery with distally constitution and near occlusive left middle cerebellar artery A1 segment. The right internal carotid artery had 60% stenosis. He was seen by neurology and neurosurgery but no surgery was indicated and he was the beyond the time limit for TPA to be administered.

Currently when seen today he was aphasic completely. He sometimes seems to understand commands and he raised his left arm, but he could not respond to commands when asked to try and test his cranial nerves. He has no movement on the right side and he could spontaneously move the left side even seemingly to command with his arm and leg. There is no evidence of pain or dyspnea.

PAST MEDICAL HISTORY: Positive for diabetes mellitus, hypertension, tuberculosis as teenager and chart mentioned cardiomyopathy. When he was seen, he was comfortable, but aphasic and he could not answer simple questions. 

SOCIAL HISTORY: He was a nonsmoker and did use some alcohol although. His level was negative or zero when he came to the hospital.
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MEDICATIONS: Aspirin 81 mg daily, miconazole topically twice a day for yeast infection, lisinopril 20 mg daily, levetiracetam 500 mg twice a day, atorvastatin 80 mg nightly, and amlodipine 10 mg daily. He is getting Xeroform to the wound on the right scapula.

Review of systems:
Constitutional: There is no evidence of pain, dyspnea, vomiting, bleeding, diarrhea, or other complaints for him. It is difficult to completely elicit everything from him due to his profound aphasia. His right side is paralyzed. He did not respond to command except a few times elevated his left arm and leg.

Physical examination:

General: He is not acutely distressed and appeared comfortable. He did not show any signs of labored breathing or fever or sweating.

VITAL SIGNS: Blood pressure 134/69, temperature 97.7, pulse 72, respiratory rate 17, and O2 saturation 95%.

HEAD & NECK: His pupils deviate to the left. He could not fully move the pupils to the right. He did not want to open his mouth. So, I could not check the oral mucosa. Ears were normal on inspection. Neck was supple with no mass or nodes. No jugular venous distention. Eyelids and conjunctivae were normal.

CHEST/LUNGS & BREASTS: Clear to percussion and auscultation without labored breathing.

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

ABDOMEN: Soft and nontender. No palpable organomegaly.

NEUROLOGIC: He did not withdraw to pain to the right and had no movement there. He could elevate the left leg slightly and the left hand. He had movement of the hands on the left, but did not have a good grip and when asked to squeeze he did not do so. He was inconsistent following commands. Sensation was grossly intact, but could not really respond enough to tell in detail whether he felt things. He seemed to move with his left. The right plantar was absent and the left plantar was downgoing or flexor.
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SKIN: Reveals a small lesion in the scapular area.

MUSCULOSKELETAL: He developed an elbow contracture of the right upper extremity.  He had no movement of the right side and seemed hemiplegic. He also seems to be a bit weak on the left side may be due to difficulty in following commands. There is no acute joint inflammation or effusions and no cyanosis. 

ASSESSMENT AND plan:
1. Mr. Williams had a large left middle cerebellar artery stroke believed to be occlusive and thrombotic.  We will continue aspirin 81 mg p.o daily. 

2. He had diabetes mellitus and sugars so far here are normal at 135, 126, and 112. At this point of time, he is not on any hyperglycemic agent.  He is strictly on tube feeding now. He had oropharyngeal dysphagia.

3. For seizure prophylaxis he is on levetiracetam 500 mg twice a day.

4. For his hypertension, I will continue lisinopril 20 mg p.o daily. He is also on amlodipine 10 mg daily. For lipids, he is on atorvastatin 80 mg daily. We will get OT and PT. The prognosis is guarded for meaningful recovery and I will follow him at Mission Point.

Randolph Schumacher, M.D.
Dictated by:

Dd: 06/29/23
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