ALEXANDER, LUNDIA
DOB: 06/21/1948
DOV: 11/26/2024
REVIEW OF RECORDS

The patient was at Harris Methodist from 11/16/2024 through 11/22/2024. He was discharged four days ago.

MEDICATIONS: Medication list includes lisinopril 10 mg once a day, aspirin 81 mg a day, Lipitor 80 mg a day, melatonin 3 mg a day. Then, he takes MiraLAX as needed for constipation, Boost of weight loss, thiamine for B1 deficiency.

Records indicate that this 76-year-old gentleman with hypertension, BPH, HFpEF, schizophrenia and CVA was admitted to the emergency room with weakness and confusion. He had trouble walking, also had productive cough and symptoms of chest pain. The patient’s recent echocardiogram showed EF of 50%, abnormal diastolic function noted, atrial fibrillation rate controlled seen. CT of the head was with no acute findings, previous stroke noted. Atelectasis noted on the chest CT. Chest x-ray was negative. EKG showed sinus brady with ectopics. BPH was noted.
The patient was admitted to the hospital, was started on Lovenox. H&H was 11 and 32. TIBC was 251 with a transferrin of 179. GFR was at 63. CT of the abdomen and pelvis within normal limits except for L2 compression fracture. No evidence of PE was noted as I mentioned earlier.
Extensive history of tobacco abuse was noted on the chart. The patient had another bout of fall during the hospitalization because of his difficulty with ambulation, was noted to be severely weak. The patient was seen by neurologist. Right arm deficit was noted during the evaluation. The patient also was noted to be in pain. It was decided that he no longer could return home. He has had multiple falls because of recurrent strokes/lacunar strokes.
TSH was normal. B12 was not noted. Atelectasis noted on the CT of the chest as I mentioned. Cardiomegaly was noted on the echocardiogram along with BPH with history of hypertension. The patient was seen by physical therapy. The patient was also diagnosed with neuropathy of the lower extremity and discharge medications as were noted above. The patient’s CT scan shows the story that he has had multiple, multiple infarcts in the left pons and left frontal lobe in the past causing the patient’s chronic symptoms and I believe this hospitalization was caused by another one of those strokes. The problem is that it just takes sometime for it to show up on the CT/MRI; hence, the reason for no acute findings. Also, he was placed on PPI. Discharge H&H was 10 and 33, white count 5000 by the way, potassium 4.1 and GFR at 80.
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