GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

PROGRESS NOTE

Name: William O’Brien

Mrn: 

PLACE: Winter Village in Frankenmuth

Date: 09/19/22

ATTENDING Physician: Randolph Schumacher, M.D.

Mr. O’Brien was seen regarding diabetes mellitus type II and also he had been more fatigued and feeling quite drowsy in the morning.

HISTORY He was in the hospital a couple of times because he was extremely fatigued especially in the morning after taking his medications and he was tired and wiped out and could not get going. No new lesions were seen and no new complaints and no new major changes. On evaluation in the hospital, no specific illness was found. He leans to the left and he had a stroke and left side weakness. He has diabetes mellitus and his sugars have been in good range between 80 and 110. His last hemoglobin A1c in July was 5.3. He sometimes has polyuria or polydipsia. He has a history of atrial fibrillation, but his heart rate is controlled. He is on anticoagulation. He denies any major cardiac or restless symptoms now. He gets short of breath from time to time, but he is not short of breath now and there is no chest pain.

PAST HISTORY: Positive for diabetes mellitus type II, essential hypertension, neuropathy, benign prostatic hyperplasia, chronic congestive heart failure, chronic atrial fibrillation, chronic kidney disease stage III, asthma, osteoarthritis, stroke, COPD, and atrial fibrillation.

FAMILY HISTORY: Father died at 80 of lung cancer and had hypertension. Mother died at 74 of bowel obstruction.

REVIEW OF SYSTEMS: Negative for GI complaints such as abdominal pain, nausea, vomiting and bleeding. He does have occasional episodes of incontinence, but there is no dysuria. Musculoskeletal: He has knee pain. Neurologic: He has left hemiplegia.

PHYSICAL EXAMINATION: General: He is not acutely distressed or ill appearing. He is weak. He mobilizes by a Hoyer chair. Vital Signs: Temperature 97.9, pulse 73, O2 saturation 91%, blood pressure 100/75 on the right side and 98/60 on the left. Head & Neck: Oral mucosa normal. Extraocular muscles intact. Pupils equal and reactive to light. Eyelids and conjunctivae are normal. Ears normal on inspection. Hearing was pretty good. Neck: No mass or nodes. Lungs: Clear to percussion and auscultation without labored breathing. Cardiovascular: Normal S1 and S2. No S3. No S4. No murmur. Abdomen: Soft and nontender. CNS: Cranial nerve exam reveals the tongue was leaning to the left and weakness in the left shoulder shrug and very trace facial droop on the left. Sensation is grossly intact. He has left hemiplegia.

A foot exam was done which showed weakness in the left foot due to the hemiplegia. Sensation was intact. There were no major lesions. Skin was otherwise unremarkable.
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Assessment/plan:
1. Fatigue in the morning and difficulty getting going and weakness. He does not think to have much pain and recently I increased his gabapentin. I will now change the gabapentin to 600 mg at bedtime and 100 mg in the morning. This is the reduction dose. I wish to reduce Prozac to 20 mg daily and Catapres to 0.1 mg b.i.d as a blood pressure tends on the low side. I am hoping that will help him feel bit better and invigorated in the morning.

2. He has diabetes mellitus, which is controlled and I will continue the glimepiride 1 mg daily plus Victoza 18 mg/3 mL 1.2 mg daily.

3. He has hypertension and I will continue the clonidine patch 0.2 mg weekly and spironolactone 25 mg daily and hydralyzine 100 mg b.i.d and Norvasc 5 mg daily, just reduce the oral Catapres to 1 mg b.i.d.

4. He is on Zocor for hyperlipidemia.

5. He has atrial fibrillation and heart rate is controlled with Coreg 25 mg twice a day plus Eliquis 5 mg twice a day. Otherwise, I will continue the current plan.

Randolph Schumacher, M.D.
Dictated by: 

Dd: 09/19/22
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