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GENERAL MEDICAL EXAM WITH NEUROLOGICAL EMPHASIS

Patient Name: William Ginder
CASE ID: 2150880

DATE OF BIRTH: 10/02/1975
DATE OF EXAM: 03/01/2022
Chief Complaint: Mr. William Ginder is a 46-year-old white male who is here with a chief complaint of “stroke” affecting left side of the body.

History of Present Illness: The patient states in March 2020, he was working as a heavy equipment operator when in the afternoon he almost had a blackout spell. He states he had noticed tingling all over his body, so he stopped the machine and called his wife to tell that he was probably diabetic. She advised him to go and eat some lunch, so he went ahead and did that, then he started having headache. He continued to work that time and came home and lied down and next morning, he states he was worse. He states he could not see the middle of the eye because there was a big black spot in the middle of the eye. His left side of his body was numb. He states he ended up taking his blood pressure medicine and aspirin and he threw up. He then went and saw his primary care who advised him to go to the Methodist Hospital Emergency Room where he was admitted to the Methodist Hospital and told he had a stroke. He states he had CAT scans and MRIs. He told him he had a bleed in his brain and there was some blockage in the right carotid. He states after having the stroke, he stayed home for almost till November 2021, when he went to return to work. He states he did return to work, but he states as part of the job he is supposed to maintain the machine that he is going to operate and that involved oiling, changing oil and others and getting underneath the equipment and he states it was difficult for him to do that. His friends tried to help him, but in that process, he broke the machine and he was discharged from his duties and came home. He states he currently lives with his father along with his wife and her one child who is 16-year-old. His wife is a stay-home mother and tries to take care of his father too. The patient states he has had high blood pressure since 2006, and he has had type II diabetes mellitus for past two years and, for past several years, he has had problem with diverticulitis.

Operations: He has not had any operations.

Medications: Medications at home are multiple, including:

1. Metoprolol tartrate 50 mg a day.

2. Metformin 500 mg.
3. Bupropion for anxiety 150 mg.
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4. Clopidogrel 75 mg a day.
5. Escitalopram 20 mg a day.

6. Atorvastatin 80 mg a day.

7. Bayer Aspirin 81 mg.

8. Centrum multivitamin.

Allergies: PENICILLIN.
Personal History: He is married. He has no children of his own. He used to smoke two packs of cigarettes a day, but has cut down to half a pack of cigarettes a day now. He finished high school. His mother is deceased and, as I mentioned before, he lives with his father as he does not work and his wife does not work. He states he got about eight weeks of unemployment and that is it. He states he used to drink alcohol, but quit in March 2020.
Review of Systems: The patient states he is clumsy, he is stumbling and falling at home. He has no difficulty swallowing. No difficulty with speech. Difficulty with vision. He has no urinary incontinence. He has no bowel incontinence. He has no seizures. His numbness has persisted on the whole left side of his body. His gait is abnormal. He cannot hop, squat or tandem walk. Whenever he tries to use his left hand, the whole left upper and lower extremity starts shaking. His wife was initially present in the room to give additional history. The patient states he has lost 80 pounds of weight since he is trying to be on a meatless diet rather just eating chicken or fish. He has got a partial left facial droop.

Physical Examination:
General: Reveals William Ginder to be a 46-year-old white male who is awake, alert and oriented, and in no acute distress. He is not using any assistive device for ambulation, but his gait is abnormal. He cannot hop, squat, or tandem walk. He was able to get on and off the examination table though slowly. He can sit and stand, but moving about and hence lifting and carrying and handling objects is difficult. He is right-handed.

Vital Signs:

Height 5’10”.

Weight 178 pounds.

Blood pressure 160/80 on the left side and 140/76 on the right.
Pulse 64 per minute.

Pulse oximetry 97%.

Temperature 96.5.

BMI 25.5.

Snellen’s Test: His vision without glasses:

Right eye 20/50.

Left eye 20/50.

Both eyes 20/40.
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With glasses his vision:

Right eye 20/70.

Left eye 20/50.

Both eyes 20/50.

He does not have hearing aids, but he does have glasses.

Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.

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

Chest: Good inspiratory and expiratory breath sounds.

Heart: S1 and S2 regular. Grade 1-2/6 systolic murmur is present.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema.
Neurologic: His Babinski is upgoing on the left side. He has generalized 1+ reflexes. He has cogwheel rigidity of left upper and left lower extremity. He is not able to do finger-nose testing on the left side and he is extremely clumsy and the right side is normal. He cannot do alternate pronation and supination of hand on the left side. He cannot do any pinching on the left side in his hand. There is no grip on his left hand. His right hand grip is normal. There is no nystagmus. He has grade 4 motor strength in left upper and left lower extremity. His straight leg raising in sitting position is about 80 degrees though his legs go into spasm as soon as he lifts up his leg. In supine position, he can barely lift his leg to about 40 degrees, the left leg. The right leg is about 90 degrees in both positions. He seems to have developed atrophy of muscles of his left hand and he does have some issues with Dupuytren’s and de Quervain’s disease of the left hand. The patient’s sensations to touch and pressure are dull compared to the right side. He is able to open his mouth and his speech is normal. The patient is depressed about his condition as he has no funds coming.

Review of Records per TRC: Reveals some notes of January 2021 of Methodist primary care visit which mentioned of the stroke and depression and anger issues as the patient is not able to support his family. The patient’s problems are:

1. History of a major stroke affecting left side of his body along with left facial droop in March 2020.

2. Significant persistent rigidity left upper and left lower extremity.

The patient is not able to use his left hand or the left side of his body for any useful purpose. He has extreme cogwheel rigidity. He also has history of Dupuytren’s and de Quervain’s tendinitis affecting his left hand with atrophy of muscles of the left hand. He is not able to make a fist on his left hand and his hand stays in like a carpopedal spasm on the left. He is right-handed and right hand grip is good. He is not using any assistive device for ambulation, but his gait is abnormal and sways on the left side when he walks. His speech is good, but he is unable to use his left side. He has no urinary or bladder incontinence. He has significant depression and anger issues secondary to his stroke and not able to return to work.
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Specifically Answering Questions for TRC: The patient is right-handed and he has ability to pinch, grasp, manipulate small and large objects with the right hand, but he is not able to do at all with the left hand. The left hand palmar surface muscles are extremely atrophied. He is not able to make a fully closed fist. He cannot appose the fingers. Grip strength in the left hand is extremely weak. Straight leg raising supine is about 60 degrees and seated is about 80 degrees. An assistive device use for ambulation can probably prevent falls, but it is not going to change his gait as he has significant rigidity of his whole left side. Also, commenting on the patient’s current mental status, he is significantly depressed. There is absence of superficial varicosities, brawny edema, and stasis dermatitis. All peripheral pulses are palpable. Average size blood pressure cuff was used. There is no speech impairment, aphasia, stuttering, and speech is intelligible and fluent. His speech can be heard, understood and sustained. He has ability to sit and stand, but moving about, lifting, carrying, and handling objects is difficult. He is right-handed and grip strength and pinch strength on the right side is good. He is able to use his right upper extremity to perform gross and fine functions and right hand is the dominant hand and has ability to pinch, grasp and shake hands, to write and to manipulate objects such as coin, pen or cup just with the right hand. He is not able to raise his arms overhead. His whole left upper extremity goes into significant spasms with jerking motion continuously. He denies any chest pains or shortness of breath or currently any nausea or vomiting or diarrhea or abdominal pain. His station is abnormal. He has ability to dress and undress, get on and off the examination table though he is clumsy. He cannot do heel and toe walking, squatting or tandem walking. It is difficult to test range of motion of the joints on the left side, but right side range of motion of the joints is normal.

The Patient’s Problems:

1. Severe left hemiparesis with increased cogwheel rigidity, extensive numbness to touch and pressure on the whole left side of body and left facial droop.
2. Poor grip of left hand.

3. Cerebellar signs of Romberg’s being positive, alternate pronation and supination of hands and finger-nose testing are abnormal on the left side. The patient has hard time ambulating properly for any length of time.
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