GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

PROGRESS NOTE

Name: Barbara Haw

Mrn: 

PLACE: Argentine Care Center

Date: 07/05/23

ATTENDING Physician: Randolph Schumacher, M.D.

Ms. Haw was seen regarding stroke history, diabetes mellitus, dementia, history of congestive heart failure and anxiety.

HISTORY: Ms. Haw was content when seen. She was pleasantly confused. She was not oriented to time and place except she could tell me she was in Michigan. She does not know the city, county, type of place or floor. She has no new physical complaints. About a month ago she had pneumonia, which was treated in the nursing home, and she was down for a while. She has lost a little weight in a few months, but not drastically. However, she has declined in function. She continues to have no use of her left side at all, however, there is also a right foot drop and she really could not lift her right leg up. Her stroke caused left hemiplegia. She is weaker on the right though. She can move her right arm adequately. There is no pain anywhere. She did not appear depressed at the present time.

PAST MEDICAL HISTORY: Positive for stroke with left hemiplegia, diabetes mellitus type II, vascular dementia, systolic heart failure, anxiety, major depression, history of fall, slow transit constipation, history of TIA, in addition to stroke, and dysphagia.

REVIEW OF SYSTEMS: Negative for headache, chest pain, shortness of breath, nausea, abdominal pain, dysuria or any changes in bowel habits, it is possible she is a bit too confused to understand what I am asking, but she did not seem to have any major symptoms and the nursing staff did not report any acute symptoms and did not report to me about her decline.

PHYSICAL EXAMINATION: General: She is not acutely distressed or ill appearing and is content. Vital signs: Temperature 97.4, pulse 92, respiratory rate 18, blood pressure 107/62, and O2 saturation 94%. Head & Neck: Eyelids and conjunctivae are normal. Extraocular movements are intact. Oral mucosa is normal. Ear normal to inspection. Hearing is diminished. Neck has no mass or lesions or nodes. Lungs: Poor effort, but no wheezes or crackles are heard. Percussion is unremarkable. No accessory muscle use for breathing was observed. Cardiovascular: Normal S1 and S2. No gallop. No murmur. No significant edema. Pedal pulses palpable. Abdomen: Soft and nontender. Neurologic: She is poorly cooperative for testing, but there is definitely dense left hemiplegia. There appears to be a slight right foot drop. Sensation is intact. Musculoskeletal: No acute joint inflammation or effusion. No cyanosis. Skin was unremarkable. Mental Status: She could not answer anything pertaining to orientation or time. She knew the state, but not the city, state, place, county or floor. She was not tearful or overly depressed or anxious when seen.
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Assessment/plan:
1. Ms. Haw has severe stroke with deficits and she has declined over the past several months. She does appear over her pneumonia though.

2. For stroke history I will continue aspirin 81 mg daily plus clopidogrel 75 mg daily.

3. She has hypertension controlled with lisinopril 40 mg daily.

4. She has history of major depression and anxiety. I will continue Zoloft 75 mg at bedtime. She is on Xanax 0.25 mg three times a day and when speaking with the nurse it appears she really does need that for anxiety.

5. She has history of congestive heart failure, but that is not active and it is stable. At this point she does not need any diuretics.

6. She has idiopathic constipation and has available lactulose 30 mL every 12h if needed and Dulcolax suppository if needed. She does not have any abdominal distention when seen. Overall, I will continue the current plan.

Randolph Schumacher, M.D.
Dictated by: 

Dd: 07/05/23
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