GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

NURSING HOME HISTORY AND PHYSICAL

Name: Nicolas Geiscnahaver

Mrn:

PLACE: Briarwood Manor

Date: 03/18/23

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Mr. Geiscnahaver is a 79-year-old male who had been residing in assisted living and he came from Hurley.

CHIEF COMPLAINT: He has had multiple falls and right hip pain and he is found to have evidence of encephalopathy and was very confused.

HISTORY OF PRESENT ILLNESS: He is admitted to Hurley on 02/15/23. He had multiple falls and had right hip and low back pain. Imaging of the hips and lumbar and cervical spine were negative for acute injury and there is no hip fracture. He had been falling more frequently. His cognition was declining. There is no associated headache or visual changes or nausea or vomiting. He was seen by neurology and they felt that he had evidence of Parkinsonism. So he was started on Sinemet.  He was very confused throughout the hospitalization. He had an episode of pneumonia possibly hospital acquired and that was treated with Zosyn. He did improve from that standpoint. It was also felt he had COPD exacerbation. He does have COPD and he does have bipolar affective disorder. He is very confused. He is on Vraylar 3 mg daily and Lexapro. His meds were cut down and his gabapentin, which was at 800 mg three times a day, was stopped. This is all an improvement in his mentation, but because of the pain he was put back on lower dose of gabapentin 100 mg every eight hours. He seems to be mostly oriented now. He still is weak and he has periods where he does not like to get up and do anything. Other periods where he is slightly manicy. He was in better spirits today and he has improved significantly from admission and from the time he had pneumonia and encephalopathy. Here for further rehab to improve his mobility and hope to get him back to assisted living.

PAST MEDICAL HISTORY: Positive for bipolar disorder, COPD, diabetes mellitus type II with hyperglycemia, neuropathy, gastroesophageal reflux disease, history of motor vehicle accident 20 years ago. He had urinary retention in the hospital. He had acute kidney injury.

MEDICATIONS: Lexapro 15 mg daily, Flomax 0.4 mg daily, Lantus 45 units at bedtime, lispro 8 units three times a day before meals, Lamictal 25 mg daily which is dose reduction, Neurontin 100 mg now nightly, omeprazole 20 mg daily, MiraLax one pack daily needed for constipation, Combigan ophthalmic solution that is brimonidine/timolol 0.2-0.5 one drop in each eye every 12 hours, Senna 8.6 mg nightly, acetaminophen 650 mg every six hours as needed, albuterol two puffs every four hours as needed.
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Artificial tears one drop on each eye every eight hours as needed, lovastatin 40 mg nightly, bisacodyl suppository 10 mg every 24 hours rectally, Sinemet 25/100 mg half a tablet every 12 hours, and cariprazine which is Vraylar 1.5 mg at bedtime.

ALLERGIES: BUPROPION, LITHIUM and DEPAKOTE.

FAMILY HISTORY: His father had diabetes mellitus type II.

SOCIAL HISTORY: He is living in assisted living. He is a former smoker. No alcohol excess. 

Review of systems:
Constitutional: He is not having fever or having chills.

HEENT: Eye – No complaints. ENT – Slightly decreased hearing. No sore throat or hoarseness.
RESPIRATORY: No dyspnea or cough.

CARDIOVASCULAR: No chest pain.

GI: No abdominal pain, vomiting or diarrhea.

GU: No dysuria.

MUSCULOSKELETAL: He has had chronic back pain and right hip pain, which has improved somewhat. No sciatica.

NEUROLOGIC: No headaches, fainting or seizures. He is less confused.

SKIN: No rashes, but he has redness in his upper extremity possibly slightly ecchymosis.

Physical examination:

General: He was not acutely distressed or ill.

VITAL SIGNS: Blood pressure 119/68, temperature 97.5, pulse 79, and O2 saturation 96%.
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HEAD & NECK: Pupils equal and reactive to light. Eyelids and conjunctivae are normal. Extraocular movements are intact. Oral mucosa is normal. Ears are normal to inspection. Hearing is diminished. Neck is supple. No mass. No nodes. No palpable thyromegaly.

CHEST/LUNGS & BREASTS: Diminished breath sounds, but no wheezes or crackles. No accessory muscle use for breathing. Percussion was unremarkable.

CARDIOVASCULAR: Normal S1 and S2. No gallop. No murmur. No significant edema.

ABDOMEN: Soft and nontender. No palpable organomegaly.

NEUROLOGIC: Cranial nerves are grossly normal. Tone is slightly increased with less cogwheeling. Finger-to-nose testing intact. Slight hand muscle atrophy. Absent ankle jerks. Plantar were flexor. Slightly decreased sensation below the knees.

ASSESSMENT AND plan:
1. He had recurrent falls and is felt now to have evidence of idiopathic Parkinson’s disease. I will observe on Sinemet 100/25 mg half tablet twice a day and possibly increase this.

2. He had encephalopathy, which has improved, and he may have mild dementia.

3. He has COPD and I will continue albuterol two puffs every four hours as needed.

4. Diabetes mellitus with hyperglycemia and observed on Lantus 45 units daily plus Lispro 8 units three times a day before meals.

5. Bipolar disorder. I will continue Lamictal 25 mg daily plus Vraylar 1.5 mg daily plus Lexapro 15 mg daily.

6. His hypertension is stable without meds at present.

7. He has glaucoma. I will continue Combigan drops one in every 12 hours.

8. He has neuropathy and I will observe on the reduce dose of Neurontin 100 mg nightly.  He will get OT and PT for debility and I will follow him at Briarwood.

Randolph Schumacher, M.D.
Dictated by:

Dd: 03/18/23
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