GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

HISTORY AND PHYSICAL

Name: Belinda Katulski
Mrn:

PLACE: Heritage Manor

Date: 01/02/2021

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Mrs. Katulski is a 58-year-old female who came from the hospital on January 1, 2021.

CHIEF COMPLAINT: She had a recent seizure and she has a history of head injury in the past.

HISTORY OF PRESENT ILLNESS: Mrs. Katulski had a traumatic head injury after a fall and she had developed an epidural hematoma that was around February 2020. She was said to have a complicated recovery. She had a grand mal seizure at home that lasted 5 minutes. On admission to the hospital, she was somnolent, unable to protect her airway and intubated and sedated in the emergency department. She had been more somnolent in the days leading up to the seizure. She was not able to verbalize. No reports of fever or cough, but there was concern about aspiration. She was treated empirically with antibiotics in the hospital. She has a history of hypertension which appears controlled. She has a history of gastroesophageal reflux disease, which is difficult to assess. Earlier today, she had some behaviors in which she was agitated and moving her left arm more, but it was difficult to assess what she was saying. She has a G-tube and tube feeding. She also has a scalp wound on her scalp, which is mostly pink and granular. She has Xeroform for now on it. She had a craniotomy on February 6, 2020. At least, it was around that time because it was entered that day; I am not clear if that is the exact date.

PAST HISTORY: Positive for head injury with craniotomy, hypertension, gastroesophageal reflux disease, and seizure.

FAMILY HISTORY: She could not provide this and I could not reach anyone in the family to get this and the records from Genesis did not give any of this.

Medications: Modafinil 200 mg a day, levetiracetam 100 mg/mL and she takes 500 mg every 12 hours, famotidine 20 mg daily, and dulcolax suppository one rectally every 24 hours as needed, acetaminophen liquid 320 mg every 4 hours as needed. She is getting sulfadiazine to her cranial wounds and covered with an ABD pad and is planned for sulfadiazine powder to left side of the head every evening for wound care.

GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

HISTORY AND PHYSICAL

Name: Belinda Katulski
Mrn: 

Page 2

ALLERGIES: None known. 

Review of systems:
Constitutional: Mrs. Katulski is nonverbal and no meaningful communication can occur. She did not appear to be in pain at rest. There was no evidence of dyspnea. She was not coughing. She has scalp wound that appears stage II and is pink.

HEENT: EYES – Unable to ascertain vision. Her pupils seem enlarged and she tends to hold her eye shut. ENT: No pulling at the ears.

GI: No vomiting or diarrhea.

GU: Unable to elicit dysuria.

MUSCULOSKELETAL: She is bedbound and moves the left side more than the right.

CNS: Unable to elicit headaches. She does withdraw to pain. She does not ambulate.

ENDOCRINE: I could not elicit any polyuria or polydipsia as she has tube feeding. No documentation of diabetes.

HEMATOLOGIC: No excessive bruising or bleeding was noted.

Physical examination:

General: She is not acutely distressed.

Vital Signs: Blood pressure 98/55, temperature 97.7, pulse 93, respiratory rate 16, and O2 saturation 99%.

HEAD & NECK: There is a scalp wound especially on the left side of her scalp. It seems clean and pink. Oral mucosa is grossly normal. She tends to keep her eyes shut. Pupils seem enlarged. Nasal mucosa normal. There is a slight drool from the left side of her mouth. Neck is supple. No mass. No nodes. Pupils are equal and reactive.

CHEST/LUNGS & BREASTS: Lungs are clear to percussion and auscultation without labored breathing.
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CARDIOVASCULAR: Normal S1 and S2. No gallop. No murmur. No edema. Pedal pulses are palpable.

ABDOMEN: Soft and nontender. No palpable organomegaly.

CNS: Cranial nerves are difficult to assess formally, but there is no clear facial asymmetry. Sensation is a bit less on the right than the left. She withdrew with all limbs, but somewhat more on the left than the right and seemed to be in more pain on the left side. The left plantar was definitely downgoing and the right one was equivocal but seemed slightly upgoing.

MUSCULOSKELETAL: No pain with moving her upper extremities or shoulders. She is weak and she could not respond to commands. No inflammation or effusion of the joints. No cyanosis.

SKIN: Scalp lesions, otherwise the skin was intact.

ASSESSMENT AND plan:
1. Mrs. Katulski had a head injury with what appears to be severe neurologic deficits. I could not get her to verbalize. She was quiet earlier in the day and then later she started making some noises and moving her left arm somewhat vigorously. She has been treated already for aspiration pneumonia, ventilator dependence, and encephalopathy.

2. She has a history of seizures and I will continue Keppra 500 mg twice a day liquid in spite of the G-tube.

3. She has gastroesophageal reflux disease and I will continue Pepcid 20 mg day daily.

4. She has a history of hypertension, but blood pressure was low here. She is not currently on any antihypertensives.

5. She is on tube feeding with Osmolite HN 240 mg/mL four times a day. Tylenol available to be used for pain. She will be treated with sulfadiazine for the scalp wound. Wound care will be asked to see. She has an OT evaluation ordered also. She is on modafinil 200 mg daily also via the G‑tube. I will follow her at Heritage.
Randolph Schumacher, M.D.
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