GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

HISTORY AND PHYSICAL

Name: Quaresse Calhoun

Mrn:

PLACE: Mission Point of Flint

Date: 02/23/23

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Mr. Calhoun is a 32-year-old male who came here from Hurley because he needs six weeks of IV antibiotics for osteomyelitis.

CHIEF COMPLAINT: Wound of the left lateral foot with osteomyelitis and he also has a sacral wound.

HISTORY OF PRESENT ILLNESS: He is known to have T4 paraplegia from a gunshot wound around 2019 and he was admitted a month earlier after right gluteal wound from falling out of his wheelchair. He underwent debridement and diverting colostomy as well as debridement of the left lateral foot wound with biopsy and was discharged with six weeks of IV vancomycin and ertapenem. They did not start antibioitics wound care at home and then was readmitted on 02/11/23 for subacute rehab placement. He wanted to go to have them done at home, but then he left AMA and *__________* because of concerns about drug use, but he denies IV drug abuse and states he only uses marijuana. He returned to the ER got a new PICC line and was unable to manage IV at home. So he returned for placement. He then came yesterday 02/22/23 to Mission Point for the antibiotics.

He has no movement or sensation of the legs. He had decreased somatic sensation for about the lower chest down. He does feel abdominal pain and visceral pain and he does have neuropathic pain in the lower extremities. He has neuropathy.

He is here for the IV antibiotics.

PAST MEDICAL HISTORY: Gunshot wound as above, neuromuscular dysfunction of the bladder, osteomyelitis, paraplegia, dysphagia, which seems stable and insomnia.

FAMILY HISTORY: His mother had Parkinson disease and is deceased. His father is alive and healthy and has HIV, but otherwise he is not ill.

SOCIAL HISTORY: He admits to smoking and using marijuana. There is occasional alcohol use in weekends, but not severe. He is going to University of Michigan, but actually he is doing online classes now. He had fiancée that left him and was a caregiver for quite sometime. He thus is taking online course and hopes to graduate in April. He does that from home.
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MEDICATIONS: Ertapenem 1 g IV once a day, vancomycin 1000 mg every 12h, docusate 100 mg twice a day, rivaroxaban 20 mg daily, seroquel 50 mg at bedtime. He was put on that at some point for insomnia, Norco 5/325 mg one every six hours p.r.n., oxybutynin ER one tablet daily, and ondansetron 4 mg every six hours as needed, hydralyzine 25 mg every six hours as needed for blood pressure, and baclofen 10 mg three times a day.

ALLERGIES: None known.

Review of systems:
Constitutional: No fever or chills.

HEENT: Eye – He has decreased peripheral vision of the left eye only, but no other complaints. ENT – No earache, sore throat or hoarseness.

RESPIRATORY: No dyspnea, cough or sputum.

CARDIOVASCULAR: No angina or palpitations. He states he had a stent in the aorta at the time of his gunshot wound.

GI: No abdominal pain, vomiting or bleeding.

GU: No dysuria or hematuria.

MUSCULOSKELETAL: No edema or cyanosis and he has good upper extremity range of motion. He is paralyzed in lower extremities.

SKIN: He has sacral wound and also has wound of the left fifth metatarsal head with osteomyelitis. He has minor wounds of the left lateral ankle and left hip. 

Physical examination:

General: He is not acutely distressed or ill and he is alert and oriented.

VITAL SIGNS: Blood pressure 126/89, temperature 97.6, pulse 98, and respiratory rate 20.

HEAD & NECK: Pupils equal and reactive to light. Eyelids and conjunctivae are normal. Extraocular movements are normal. Ears normal on inspection. Neck is supple. No mass. No nodes. No thyromegaly.

CHEST/LUNGS & BREASTS: Clear to percussion and auscultation without labored breathing.
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CARDIOVASCULAR: Normal S1 and S2. Faint systolic murmur 1/6. No edema.

ABDOMEN: Soft and nontender. No palpable organomegaly.

CNS: Cranial nerves are grossly normal. He has complete paraplegia with no sensory function or motor function of lower extremities. Speech is good. He is oriented.

MUSCULOSKELETAL: Upper extremity showed range of motion is normal. Handgrip is good. No weakness. Lower extremity is paralyzed.

SKIN: He has wound of the gluteal area that relatively clean as demonstrated in the hospital. There is wound of the left fifth metatarsal head laterally and there is osteomyelitis there documented. He has left lower quadrant diverting loop colostomy.

ASSESSMENT AND plan:
1. He has osteomyelitis and I will continue ertapenem 1 g daily for six weeks plus vancomycin 1000 mg every 12h for total duration of six weeks.

2. He has paraplegia with spasticity and is on baclofen 10 mg three times a day and he has neuropathy and I have ordered gabapentin 300 mg three times a day. He has MiraLax for constipation. He comes to us on anticoagulation and Xarelto 20 mg daily.

3. He comes to us presumably for DVT prophylaxis.

4. He has neuropathic pain and is on Norco every six hours as needed for pain and gabapentin for neuropathic pain. This pain appears controlled at the present time.

Randolph Schumacher, M.D.
Dictated by:

Dd: 02/23/23

DT: 02/23/23

Transcribed by: www.aaamt.com
