GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

NURSING HOME HISTORY AND PHYSICAL

Name: William Myers

Mrn:

PLACE: Mission Point of Flint

Date: 10/05/22

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Mr. Myers is a 54-year-old male residing now at Mission Point and he could not tell me where he was living before.  He came from St. Mary’s in Saginaw.

CHIEF COMPLAINT: He states he was in the hospital because of left heel ulcer. He has history of osteomyelitis and comes to have some Keflex. He has functional quadriplegia due to multiple sclerosis.  It is quite severe.  He states he has had for about three years, but has contractures of the lower extremities that are extreme especially of the knees and he has increased tone all over and I am wondering if he has had it more.  He seems to have partial, but not complete insight into his problems.  He does have pain in his legs diffusely and feels he needs more of the morphine because he has meds for breakthrough pain. He has chronic refractory osteomyelitis of his foot according to the diagnosis he comes with.  He comes with a diagnosis of diabetes mellitus type II and hypertension, but did not seem to know much about this.  He is here for wound care and long-term care.

He denies polyuria or polydipsia and he does not think he has diabetes, but this diagnosis comes to us from the hospital and he does not have blood sugars yet while he was here. He does not come to us with any medications for diabetes mellitus. He also is stated to have hypertension comes to us on hydrochlorothiazide 12.5 mg daily. His blood pressure here has been 136/76 and 114/69 and 109/73. He denies headache or chest pain or any cardiac symptoms. He denies any heart disease.

PAST HISTORY: Multiple sclerosis, osteomyelitis, and diabetes mellitus type 2. He is thin framed and at one point had protein-calorie malnutrition, chronic ulcer of the right foot, left heel ulcer, hypertension, and he has had bacteremia in the past.

FAMILY HISTORY: His mother died of motor vehicular accident. His father is alive, but he does not speak to him. He is not aware of any multiple sclerosis, heart disease, or cancer in the family.

SOCIAL HISTORY: He smoked in the past, but not recently. He denies alcohol excess.
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Medications: *__________* 10 mg every six hours as needed. He is getting Santyl ointment to the right heel, Keflex 500 mg every eight hours until 10/06/22, morphine sulfate Extended Release 15 mg twice a day, baclofen he actually takes 15 mg in the evening and afternoon and 5 mg in the morning, duloxetine 60 mg daily, docusate 100 mg twice a day, buspirone 5 mg three times a day, MiraLax 17 g daily, hydrochlorothiazide 12.5 mg daily, acetaminophen 650 mg every six hours as needed, aspirin 325 mg daily, vitamin D3 one tablet daily, trazodone 100 mg nightly, and mirtazapine 15 mg nightly.

ALLERGIES: None known.

Review of systems:
Constitutional: No fever or chills or major weight change.

HEENT: Eye – No complaints. Denies visual problems. ENT: No sore throat, hoarseness, or earache.

RESPIRATORY: No dyspnea, cough or sputum.

CARDIOVASCULAR: No chest pain or other symptoms.

GI: No abdominal pain, nausea, vomiting, diarrhea, or constipation.

GU: No dysuria or other complaints.

MUSCULOSKELETAL: He has various pain including his legs and has severe contractures of his legs and he is nonambulatory.

HEMATOLOGIC: No bruising or bleeding.

SKIN: He has wound of the right heel.

ENDOCRINE: No polyuria or polydipsia.

NEUROLOGIC: No headaches, fainting or seizures, but he is weak in general with increased tone. He denies paraesthesias.
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Physical examination:
General: He is not acutely distressed or ill.

VITAL SIGNS: Blood pressure 136/76, temperature 97.8, pulse 76, and respiratory rate 18, and O2 sat 99%.

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

CHEST/LUNGS & BREASTS: Clear to percussion and auscultation.  No accessory muscle use.

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

ABDOMEN: Soft and nontender. No organomegaly.

CNS: Cranial nerves are grossly normal. He is weak in upper extremities and there is increased tone. He does have hand grip bilaterally.  His lower extremities are virtually paralyzed and he has extreme contracture of both knees and poor movement of his pain when touching when he resisted any detail examination of those. Sensation is grossly intact. 

MUSCULOSKELETAL/EXTREMITIES:  Severe contracture of the knees. Decreased shoulder range of motion. He is thin framed and some evidence of muscle loss. No acute synovitis.

SKIN: He had ulcer of the left heel. He resisted examination of other parts to the lower extremities

ASSESSMENT AND plan:
1. Mr. Myers has a heel ulcer and is getting Santyl ointment to the right heel.

2. He has diabetes mellitus and I will order hemoglobin A1c.

3. He has multiple sclerosis with severe deficits.  I will continue baclofen 50 mg in the evening and afternoon and 5 mg in the morning and morphine sulfate ER 15 mg twice a day. I will order Tylenol #3 one every eight hours p.r.n. for breakthrough pain. He will continue mirtazapine at night for depression and trazodone 100 mg nightly for insomnia.

4. He has hypertension and I will continue hydrochlorothiazide 12.5 mg daily.

5. He has depression. I will continue duloxetine 60 mg daily.

Randolph Schumacher, M.D.
Dictated by:
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