Nalini M. Dave, M.D.

Board Certified – Internal Medicine

1201-D Briarcrest Drive

Bryan, TX 77802

Tel: 979-776-5600

Fax: 979-776-6280


GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS
Patient Name: James Earl Duffie
CASE ID#: 2637455
DATE OF BIRTH: 07/01/1970
DATE OF EXAM: 03/15/2022
Chief Complaints: Mr. Duffie is a 51-year-old African American male who is here with chief complaints of:
1. Long-standing hypertension.

2. Diabetes mellitus.
3. Stroke.
History of Present Illness: The patient states he has had high blood pressure and stroke for past 10 years and he states on the day of the stroke which was in September 2021, the patient was asleep and when he woke up, he felt he could not move his right side of the body, so he himself called 911 and had the ambulance come in and take him to the hospital where he was admitted for about seven days and was told he had a stroke. He could not get too much of rehab because of financial and insurance status. He states at that time his blood pressure had increased quite a bit. He was denying any headaches or nausea or vomiting or chest pain or shortness of breath. This was the first time he had the stroke. He states originally he was more weak on the right side, but since then he has improved significantly, he states the weakness has persisted. He has no trouble with swallowing. He has no trouble with speech. He has no urinary incontinence. He has no bowel incontinence. He has no vision problems. He has no hearing problems. He has no seizures. He states after the stroke he is not able to drive and was brought to the office by the friend. He states he can read and write, but gets confused, so his friend who brought him to the office had to fill out our forms and write the history.
Medications: The patient’s medications at home include:

1. Metformin 500 mg twice a day.

2. Atorvastatin 40 mg a day.

3. Aspirin 325 mg a day.

4. Melatonin 5 mg at bedtime.

5. Nifedipine ER 30 mg a day.

6. Fluoxetine 40 mg a day.

7. Carvedilol 25 mg twice a day.

8. Hydralazine 100 mg three times a day.

9. Hydrochlorothiazide 25 mg a day.
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Allergies: None known.

Personal History: He states he finished high school in a regular school. He has not done any job since 2017. He states he worked at Sanderson Farms for several months and then he worked as a helper for a welder and he states he injured his left wrist at job in 2017 and, since then, he has not worked. He is marred. He has no children. He smokes half a pack of cigarettes a day for at least 20 years.
The patient has smoked half pack of cigarettes a day for past at least 12 to 15 years. He occasionally drinks alcohol. He quit marijuana smoking 10 years ago.

Family History: Present for hypertension and diabetes mellitus. The patient’s father passed away of long-standing hypertension and mother has hypertension and diabetes mellitus. One brother has diabetes and hypertension. Two sisters have diabetes and hypertension.
Review of Systems: He denies any chest pain or shortness of breath or nausea or vomiting or diarrhea or abdominal pain. He states he has lost 40 pounds of weight. His appetite is not good.
Physical Examination:
General: Exam reveals Mr. James Earl Duffie to be a 51-year-old African American male who is awake, alert, oriented and in no acute distress. He is using a cane for ambulation. The patient was the main historian. He is right-handed.
Vital Signs:
Height 5’6”.
Weight 166 pounds.
Blood pressure 160/90.
Pulse 62 per minute.
Pulse oximetry 99%.
Temperature 97.3.
BMI 27.

Snellen’s Test: Vision without glasses:

Right eye 20/70.
Left eye 20/70.
Both eyes 20/50.
Vision with glasses:

Right eye 20/30.

Left eye 20/40.

Both eyes 20/40.
Head: Normocephalic.
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Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruit. Thyroid not palpable.
Chest: Good inspiratory and expiratory breath sounds.
Heart: S1 and S2 regular. No gallop. No murmur.
Abdomen: Soft. Nontender. No organomegaly.
Extremities: No phlebitis. No edema. Peripheral pulses are palpable. Scanty hair over the legs. Signs of mild chronic venous insufficiency seen in both lower legs.
Neurologic: Alternate pronation and supination of hands is normal. The patient has no nystagmus. The patient is clumsy when he does alternate pronation and supination of hands and finger-nose testing is also clumsy on the left side.
Review of Records per TRC: Review of records of St. Joseph Hospital of admission of 09/13/2021 and discharge on 09/20/2021, and the discharge diagnoses are acute cerebrovascular accident of the left lentiform nucleus with right hemiparesis, hypertensive urgency, hypertension, encephalopathy, chronic kidney disease stage III, hypomagnesaemia, tobacco abuse, and type II diabetes mellitus. The patient’s creatinine during the hospital stay ranged from 1.52 to 1.83 with GFR between 44 and 53. His A1c was 6. His magnesium was 1.4 to 2.3. Serum ammonia level of 44. CBC within normal limits. Urine drug screen negative. Plasma alcohol less than 10. The COVID-19 rapid antigen RNA not detected. A CT of the brain without contrast showed extensive small vessel ischemic disease, no hemorrhage, remote infarcts of left deep gray matter structures, chronic ischemic white matter changes seen. A portable chest x-ray showed no acute pulmonary process. A 2D echo dated 09/14/2021 showed ejection fraction of 45-50% with severe left ventricular hypertrophy. The patient was initially treated with general stroke protocol receiving aspirin in addition to IV labetalol. The patient was titrated on beta-blockers and hydralazine with improvement in blood pressure. The patient was advised a rolling walker with standby assistance.
Specifically Answering Questions for TRC: The patient has to use a cane for ambulation. He cannot ambulate without an assistive device. He cannot hop. He can barely squat. He cannot tandem walk. He is able to pick up a pencil and button his clothes. He is right-handed. An assistive device is necessary for ambulation. He has inability to walk without it as he will fall. A straight leg raising in supine and seated position was 45 degrees on the left side and about 80 degrees on the right side. He does not have ability to pinch. His grasp in the right hand is weak. He is able to manipulate small and large objects, but the stroke does come into the way of handling things properly. The patient shows an irregular scar at the left wrist of previous surgery. He is not able to make a fully closed first on the left side or the right side. The fingers can be apposed, but his grip in right hand or left hand is extremely poor.
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The Patient’s Problems:
1. History of stroke with acute cerebrovascular accident of the left lentiform nucleus affecting right side of the brain with right hemiparesis.
2. Tobacco abuse.
3. Long-standing history of hypertension.
4. He has long history of diabetes mellitus.
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