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GENERAL MEDICAL EXAM WITH NEUROLOGIC EMPHASIS

Patient Name: Billy R. Brummett

CASE ID#: 5654085
DATE OF BIRTH: 10/22/1979

DATE OF EXAM: 10/09/2023

Chief Complaint: Mr. Billy Brummett is a 43-year-old white male who is brought to the office by his sister with chief complaint of stroke affecting the left side of the body.

History of Present Illness: The patient was living in Idaho and he states he has no idea but he woke up in the hospital in Idaho with left-sided stroke. He states he does not know how he ended up at St. Lukes Hospital in Idaho and he was told he had a stroke. He states he had nobody to take care so his brother came to Idaho, picked him up and brought him home. Apparently, he has applied for disability and they are working through a lawyer to put him on disability. He currently lives with his brother. 

Past Medical History:

1. History of high blood pressure.

2. History of cirrhosis of liver secondary to increased alcohol.
3. History of upper GI bleed.

4. History of vomiting of blood secondary to esophageal varices.

The patient states he used to drink alcohol in increased amounts. He has used drugs also. He has not had DWI, but he has had DUI once. He states he quit drinking after he had the stroke. Apparently, the timing of the stroke is July 2023.

Operations: A stab wound in the neck, history of ascites, history of long-standing smoking and getting short of breath, history of removal of mass from the undersurface of the right foot in 2012 and stitching of the lacerated wound in the neck in 1999.

Medications: At home, include:

1. Trazodone at home.

2. Metoprolol tartrate 25 mg twice a day.

3. Lactulose.

4. Lasix 40 mg twice a day.

5. Flexeril 10 mg three times a day.

6. Olanzapine 10 mg twice a day.
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7. Gabapentin 600 mg four times a day.

8. Advair inhaler.

9. Albuterol inhaler DuoNeb.

10. Gabapentin 600 mg four times a day.

11. Metformin 500 mg twice a day.

Allergies: IBUPROFEN.

Personal History: The patient is single. He never married. He has four children; youngest is 14 years old who lives with the mother. He states he finished high school and did construction work all his life and he quit job in 2018. He continues to smoke half a pack of cigarettes a day, which he has been doing for at least 30 years or more. There is a history of sister with cirrhosis of liver also. The patient is also on olanzapine 10 mg twice a day and does not know why he is on olanzapine; maybe he did develop some psychosis or something else because of his alcohol. He states initially he had speech problems, word finding problem with the stroke and weakness of both upper and lower legs. He states he has come a long way in that he is able to walk. He is able to make a few steps with a cane where he was wearing a sling on his left shoulder and he states he has no strength in his left upper extremity. He can barely move his left upper extremity just side to side. He states currently he has control of his urination and bowel movement. He has not driven a vehicle since he had the stroke. He states he is right handed, so he tries to do everything to be independent using his right hand as his stroke is on the left side. 

Review of Systems: He does not have difficulty swallowing. He has no seizures. He does feel depressed about his condition. He does not have suicidal ideation. He states he is homebound, mostly lies in bed and watches TV or reads a book. He states he does try to take a shower slowly on his own.

Physical Examination:
General: Exam reveals Billy Brummett to be a 43-year-old white male who is awake, alert, oriented, and in no acute distress. He is using a cane for ambulation. He is totally edentulous. He states he has been that way since 2014. He has got tattoos on both upper extremities. He was never in the military. He states he has poor vision, more so in the left eye and uses reading glasses. He states he does not drive and was dropped to the office by his sister. He cannot hop, squat, or tandem walk. He cannot pick up a pencil. He can barely button his clothes.  He is right-handed and continues to smoke half a pack of cigarettes a day. He has used marijuana in the past.

Vital Signs:

Height 5’9”

Weight 196 pounds
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Blood pressure 110/50

Pulse 98 per minute

Pulse oximetry 99%

Temperature 97.2

BMI 29

Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruits. Thyroid is not palpable.

Chest: Good inspiratory and expiratory breath sounds.

Heart: S1 and S2 regular. No gallop. No murmur.

Abdomen: Soft and nontender. No organomegaly. The patient appears somewhat pale. I do not appreciate any icterus. Possibly the liver seemed to be enlarged with liver span of 18 cm.

Extremities: No phlebitis. No edema. Signs of chronic venous insufficiency both lower legs. There is a 5-inch scar on the undersurface of the right foot of previous surgery.

Neurological: The patient is awake, alert and oriented. He has left hemiplegia. He has grade 0 to grade 1 power in his left upper extremity. He cannot raise his left arm against gravity. He can barely move his left upper extremity from side to side by about 1 cm only. He has no grip in his left hand. He is right-handed has a good grip. He has tattoos over both upper extremities. He is able to raise his right leg against gravity. The patient is extremely hyperreflexic on the left upper and left lower extremity. Reflexes are exaggerated on the left side. Babinski is positive on the left side. He cannot do finger-nose testing on the left side. He cannot do alternate pronation and supination on the left side. There is no nystagmus. Sensory system seems to be intact. Range of motion of the lumbar spine is decreased by about 75%. The patient tells me he quit working in 2018 because of severe back problems and lumbar radiculopathy and then he had esophageal bleeding and cirrhosis of liver and now he had a stroke affecting the left side of his body with left hemiplegia on the left upper extremity and left hemiparesis on the left lower extremity. 

Review of Records per TRC: Records of St. Alphonsus Regional Rehab Hospital, records of Dr. Friel and a consultation reveals that the patient is a 43-year-old white male with a history of alcohol use disorder, alcoholic cirrhosis with ascites, COPD, tobacco use disorder, who was admitted 06/30/23 to 07/06/23 at St. Lukes Medical Center with variceal upper GI bleed. At that time, he required intubation and varices were banded. He was actively drinking alcohol at the admission. On 07/11/23, he presented to St. Luke’s Elmore Emergency Department with hematemesis. He was tachycardic, hemoglobin of 6.7, hypotensive. He was given IV fluids and one unit of packed red cells, given pantoprazole, ceftriaxone and intubated for airway protection. 
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The patient was admitted to ICU, underwent EGD which showed bleeding esophageal varices and treated with hemostatic spray. He underwent urgent TIPS with IR. He continued to have bleeding so he underwent a repeat EGD with placement of esophageal stent over exposed varices and vessels as a heroic measure. He remained intubated for altered mental status in the setting of severe hepatic encephalopathy and critical illness. On 07/18/23, he was noted to have improving mentation with no movement of left arm or left leg. Initial head CT showed subtle loss of gray white differentiation in the right posterior frontal lobe. Subsequently, MRI showed multifocal ischemic insults possibly secondary to periods of hypotension due to severe hemorrhagic shock. Neurology was consulted. A transesophageal echocardiogram showed ejection fraction of 60-65%. He was given atorvastatin. Aspirin was withheld. He was extubated once improved. On 07/24/23, he developed acute abdominal pain. A CT showed moderate ascites and he underwent therapeutic and diagnostic paracentesis. Subacute bacterial peritonitis tests were negative. The patient was evaluated by physical therapy and occupational therapy. He continues to have left upper extremity weakness greater than left lower extremity weakness and left-sided neglect and the patient was discharged to inpatient rehab to maximize mobility and function. The patient’s other medical history shows alcohol use disorder, alcoholic cirrhosis with recurrent ascites, recurrent esophageal varices, tobacco abuse, COPD, benign essential hypertension, chronic low back pain, alcoholic pancreatitis, hyperlipidemia, and depression. Apparently, the patient has had an ultrasound-guided biopsy of the liver. An MRI of the brain showed bi-hemispheric embolic appearing infarcts right greater than left and it was felt that the patient had encephalopathy multifactorial, probably due to decompensated cirrhosis and stroke. The patient was discharged on 08/04/23 or 08/06/23 from the rehab. 

The Patient’s Problems:

1. History of stroke affecting left side of his body.

2. History of hepatic encephalopathy secondary to long-standing alcoholic cirrhosis of liver.

3. History of alcohol use, but he has stopped since he had the stroke.

4. History of tobacco use and COPD.

5. History of severe paralysis of the left upper extremity and the left lower extremity is grade 3/5. The patient is able to lift his leg slowly against gravity.

His medical source statement is as in the chart.
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