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Aortic ! Carotid Dissection / Ramsay-Hunt / Guillain-Barre / Botulism / VDA / Lyme / ROS s
Yo Syphilis CONST (see HPI) FEMALE GENITAL
TIMESEEN: \L"__ ROOM: —_ EMS Arivol ,i’:)q“nw LNMP S ——
HISTORIAN:  patient family EMS EYES(see HPI) { ENT SCLE SKELETAL / SKIN / LYMPH
UNABLE TO OBTAIN HISTORY DUE TO: sore'Xhroat / dental problems____  nekk pain
CVSY/ PULMONARY joirt pain
WPl ey palpRations rast/ swelling
chief complaint: weakness paresthesia facial droop falling co&h loddy / prodyctive______ swolLen glands,
difficulty standing / walking  impaired speech, hurtstobreathe >  NEURO/PSYCH
& g ega. ,'(:go.{.(_/Pre GI{GU dizziness,
naudea / vor}niu'ng / dﬁ(rhea vertigo lightheadedness
________________ abdokginal pain deprdssion / anxiety.
onset/ duration: 1> ! timing: §  blatkLbloody Stools
B ki ¢ sudden / grodual onset ' troubte-urinatin ClatrFystems neg except as marked
z :f / intermi :
er  continuesin ED ' noted on awakening '
greater than 3 hours ™\ cannot confirm onset ! - : PAST HX AT L SR
severity: mild rgeder‘atb severe, RELATED PAST HX : ba&( injury. =
el P i 9 - cardiac disease___ /T~ . cancer chemo rad tx 5
context:  insete tick bite TRjing in_hed : Afib angina CHE _CAD Wi * chronic pain :
CN'RQ\_ bleed deficits. + hyperlipidemia .
! headiches / migraines . hypkzrtension -
neuro disease MUSCLE SKELETAL . immbunosuppressed  AIDS, g
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-~ LW diabeteNGype / 2 : %
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new wi ll(ness
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visionPgoblem / glaucoma
impa.i&zpeechlswallowing o difficult unable

decreaded ability to cand/walk/x{qsng \
w& Mce ca(n::t walk * connbgtand

generdl (diffuse) ascending
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. iddaq undble to sit

walks w/o assistance

uses a cane / walker

baseli

alert but disoriented

der?5ral Tinsulin neuropathy.
__old records reviewed / summary:

- HIGH RISK TIA CRITERIA: crescendo TIA7 TIA on anti-platclet therapy / young age/ 3
= possible cardioembolic di 1 possible di ion / unreliable follow-up / greater than 3 =
: ABCD2 score. i
: ABCD2 Score for TIA*: Age: 60 yrs or older (1) / BP: systolic 140 or greater (/7 -
; diastolic 90 or greater (1) / Chinical: unilateral weakness (2) / speech disturbance (h? z

. Duration: 60 mins or greater (2) / 10-59 min {1)/ diabetes (1) Scorei.______ .
: Risk for Stroke 0-3 —Low 4-5-Moderate 6-7—High ___________,____.-
Surgeries / Procedures __none

~—3any recent surgery ___

‘back surgery_______ """ c.h.oTe-c;s'tgc;o-f;y- S
‘CABG / stent / pacemaker. appendectomy. .

Imaging  prior CT /MRI/US date_.PQ,“_‘.m,__&“,_“_r-v
[ Immunization UTD - !

;Recendy seen / treated by doctor. S

AT AR

*TFCRWS

. alert but confused walks only w/ assistance - Medications __none  see nyfSes note Allergies __NKDA
N poor alertness stands for transfers - aspirin clopidogrel warfarin (LMWH____ | see nurses note
2 o NSAIDs acwinog&\ﬂrbmgn_ antibiotic_______
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~"head atraumatic
OM's intact

RRL
‘vlsual fields nmi

_7§NT inspection nml

har‘/nx nml
almy intact
foral exam nml

NECK

_ZSupple
_/fon-tender

_fo carotid bruit
RESPIRATORY
o resp. distress
_Zbreath sounds nm!
CVs

Z¥eg. rate & rhythm
_/eart sounds nml

ABDOMEN / GI
~«/hon-tender
organomegaly
%92TAL EXAM
__nm! rectal exam
_heme neg. stool
REMITIES
non-tender
~Zoml ROM
no pedal edema

REURO

higher functions
__.hml cognition
.__oriented x3
__nmlspeech

VoE YRt

cranial nerves-

cerepellar-
_~hml as tested

sengorimotor-
otor nml
ensation nmi

/éﬂexes nmi

PSYCH

=sood / affect nml

SKI
olor nml, no rash

_varm, dry

-—

__scleral icterus / pale conjunctivae
__EOM palsy / nystagmus

*Normal lab value ranges ore included on the original lab report
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» Creat CKMB :
__cerv. lymphadenopathy : CSF findings .
__stiff neck / meningismus. - Rhythm Strip Rate Rhythm NSR/PVC i
—carotid bruit__ - EKG interp by ED provider Rate_______ __ NSR __ A-fib
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” » A [ neuro consult_ time:
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__JVD present, I B s S
__murmur grade /6 sys/dias Meomror] |V .= udkod %
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__pulse deficit (R /L) R VAT PAS T L o
__guarding
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__decreased rectal tone
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__Homan’s sign
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(see 46a for NIHSS
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[J swallow test ordered :

[3 patient ambulating / mentating at pre-event baseline
Discharge VS: BP HR
Discussed with Dr

Temp

LCounseled patlentl family regarding: Additional history from:
+lab / rad. results diagnosis need for follow-up fomily caretaker paramedics

:__prior records ordered __holding orders written
D Rx given

no response eyes open slow inappropriate
__abnml response to pain
withdraws flexor extensor none

___speech abnm,
Kﬁa\_ aphdsic_expréssive / rec\eer

_facual palsy forehead: involved spared_-___
__tongue deviation (toR /L)

_abnmi Romberg / finger-nose test / heel - shin
__abnmi gait / ataxia
__weakness / hemiplegia / dyspraxia
__pronator drift (RUE/LUE)

__altered light-touch / pin-prick / 2-pt discrimin.
__tremor / abnml movements

—_Babinski reflex (R /1L )

__depressed mood / flataffect_

__cyanosis / diaphoresis / pallor,
__ecchymosis
__rash/ embolic lesions
__decubitus

. CRITICAL CARE (excluding time for other separate services)
E TIME [ 30-74 min []75-104 min
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Bell’s Palsy e v A

Botulism

Carotid / Vertebral Dissection
#Cerebrovascular Accident /
Transient Ischemic Attack
Epidural Abscess / VDA
Guillain-Barré Syndrome
Intracranial Bleed
Ramsey Hunt Syndrome

Present On Admission decubitus / UT I w/ foley.
Disposition Order Time __
DISPOSITION- [] home mitted D OBS [ expired

[ AMA (see AMA template #73) | transferred
CONDITION- {1 unchanged proved
Care transferred to MD/ DO /MLP Time: __

NP/PA

IDX Provider #

reviewed the chart and agree with the documentation as recorded by the MLP,
including the assessment, treatment plan, and disposition.

“Ointerp. by me [JReviewed by me [IDisesd w/ radiologist [Jread by raduonogxst 2 DJtsawand personally evaluated the patient discussed with the MLP, and agree with

—nml/NAD __no infiftrates _nml heart size __nml raediastinum i
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'}ohm:nnSC. et of, "Vobidation and refinement of scores to predict very early stroke risk after transient ischernic attodk™
Loncet 369:283-292, 2007.
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Patient Hame: PARVIN,MARY JEAN g
Unit No: H0O53082

EXAME TYPE/EXAMW RESULT
000980702 CT/HEAD W0 CONTRAST

History: Stroke.

Study is done without intravenous contrast material. Ventricles, and
cisterns show no acute abnormality. There is increasing edema present
in the left temporal lobe since the last examination. No hemorrhage is
seen. No midline shift is noted. Bone windows are unremarkable.

Impression: Left temporal lobe linear zone of decreased density is
seen suggesting developing stroke since the examination of 1.26-2010
No blood is identified. No additional abnormality is seen.

D/T: RV~

Date Dictated: 03222010 13:14:15
Date Transcribed: 03-22-2010 14:09:05
Doc ID: 115522

Job ID: 148346

This document was electronically signed by Roger Vincent., M.D. on
03-22-2010 14:14:15.

*% REPORT SIGNED IN OTHER VENDOR SYSTEM 03222010 %=
Reported By: VINCENT.ROGER P MD

CC: Silverstein,Phillip MD

Technologist: FERNANDEZ, TEREZA
Transcribed DatesTime: 03-22-2010 (1415)

Transcriptionist: EWS

Printed Dates/Time: 07/07/2010 {1321}
PAGE 1 Signed Report

Name: PARVIN,MARY JEAN

Phys: Silverstein,Phillip MD

DOB: 03-16-1943 Age: 67 Sex: F
Acct NHo: V021223581 Loc: 376 A

Exam Date: 03-22-2010 Status: DIS IN
Radiology No: 00003311



3.2

LODI HMEMORIAT HOSPITAL
DISHMISSAL SUMMARY

This is a 67-year-old white female. history of congestive heart failure,
ejection fraction of 25%, was brought in by family member with complaint of
altered mental status described as

For admission this is a 67 years old, white female, history of congestive
heart failure, ejection fraction of 25% was brought in by family member
because complete complaint of altered mental status described as decreased
memory, confused, disoriented, and does not engage in conversation. In the
ER the patient got a head CT done and was found to have left temporal lobe
CVA with right hemianopsia. For that resson, the patient got admitted

to medical floor with telenetry monitor.

HOSPITAL COURSE

With her clinical presentation, the patient got admitted to a medical floor
with telemetry monitor, and she was started on Aggrenox with low—dose
aspirin because she was already on Plavix. The patient was also resuned
back on her statin as well as her other home medications for her CHF. and
she was also added Zetia to her current medications because her cholesterol
is not under control. Because of new-onset CVA. the patient got workup with
bilateral carotid Doppler described as above, as well as cardiac
echocardiogram described as above. The patient was also consulted with Dr.
Yao. neurclogist, who has no further recommendations, and the patient
unable to get MRI done because of she has history of pacemaker. The patient
was also evaluated with speech therapist, who recommended therapy 3 to §
times a wesk. After being admitted to the hospital and started on new
medication, the patient clinically stable and her nemory slowly improved
over the hospital course, but she still has very bad short-term memory and
not back to her baseline mentation. Because of history of diabetes. insulin
dependent, and no one at home to help her out except for her sister. who is
legally blind, thus she could not help her with insulin subcutaneously, but
she is able to do anything else for her. For that reason. the patient was
recommended to go to skilled nursing for rehab and diabetic teaching prior
to discharge back to home. Otherwise there are no other acute issues for
this patient during hospital stay. The patient now deemed to be stable to
be transferred to skilled nursing for continuation of rehab.

DISCHARGE CONDITION
The patient hemodynamically stable, clinically stable. No acute distress.
She can speak in full sentences but still has memory deficit.

DISPOSITION
Skilled nursing and rehabilitation.

DISCHARGE MEDICATIONS

The patient will be discharged to skilled nursing facility with the
following medication.

1. Aspirin 81 mg 1 tablet p.o. daily.

2. Aggrenox 1 tablet p.o. b.i.d.

3. Coreg 12.5 mg 1 tablet D0k Bid.d.

HO53082 ¥021223581
PARVIN, MARY JEAN
03-16-43 67 F
Att. Hauyen-B
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LODI HMEMORIAT HOSPITAL
ADMISSTION HISTORY & PHYSICAT

NEUROLOGICAL: Alert, awake, but the patient is confused, amnestic.
incoherent, disoriented, but denies any neurological deficits. Denies any
visual changes except for incidental finding by ED attending in the ER.

41l other review of systems we

P

PAST MEDICAL HISTORY i
Cardiovascular dissase status post CABG. i

Congestive heart failure with ejection fraction of 2E5%.

Diabstes mellitus type 2.

Stage III chronic kidney disease.

Hypertension.

Hypothyroidism.

Depression and anxiety.

~NOY O e WM

PAST SURGICAL HISTORY

The patient does not recall what prior surgery she had in the past.
However, per sister, the patient knew everything about her surgery before
all of this happened. The patient had an ICD placement, CABG in 2004,
right wrist surgery. and appendectony .

SOCTIAL HISTORY

Denies smoking. Denies drinking. Denies IVDA. The patient is a widow.

No children. Currently lives with a roommate and in close contact with her
sister by telephone daily.

FAMILY HISTORY
Reviewed, but not relevant.

MEDICATIONS

1. Lasix 80 mg 1 tab p.o. daily.

2 K-Dur 20 mEg b.i.d.

3 Coreg 12.5 ng b.i.d.

4. Levoxyl 100 mcg 1 tab p.o. daily.

5. Lisinopril 20 mg 1 tab p.o. daily.

6. Lovastatin 40 mg 1 tab p.o. daily.

7 Omeprazole 20 mg b.i.d.

8 Clonidine 0.1 mg b.i.d.

9 Plaviz 75 mng 1 tab p.o. daily.

10. Nitroglycerin p.r.n.

11. Hovolin N 50 units a.m. and 30 units p.m.
12. Novolin R 13 units a.m. and 6 units p.m.
13. Vitamin E.

14. Hultivitanin.

ALLERGIES
EULFA.
M053082 V021223581
PARVIN,MARY JEAN
03716743 67 F
Att. Dr. JuzEnesi B
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LODI MEMORIAL HOSPITAL
CONSULTATION REPORT

DATE OF CONSULTATION
03-22,2010

REFERRING PHYSICIAN
Bao Nguven, MD, hospitalist

REASON FOR CONSULTATION
Possible stroke and altered level of consciousness.

HISTORY

The patient is a 67-year-old obese Caucasian, right-handed female., who woke
up this morning not feeling well. The rest of the day she cannot

recall very well. Obwvously the patient was brought in by family or
friends. that she was not focused. unable to concentrate. and no reported
focal weskness, numbness, falls, motor convulsions or seizures. The
patient was brought in and could not remember much of the day. However,
the patient is not comatose. She had a chronic headache., but no
significant change with that. She denied dizziness. vertigo, loss of
sensation or motor function at this time in the garly evening time when I
did the consultation. The patient does have remarkable elevation of blood
pressure in the 180s/120s on initial admission. However. the patient did
not have fevers, chest pain, palpitations or any atrial fibrillation at the
initial evaluation. Her head CT without contrast was read as a left
temporal lobe linear zone of decreased density is seen suggesting
developing stroke. This was compared to the 01262010 study. There is no
bleeding, no other abnormalities. The patient told me in January she had
headache and this was checked for that reason. She denied any history of
stroke or TI4 or similar episodes. She denied any epilepsy. At this tine.
the patient is basically back to normal state, however, she does have
problems keeping up her memory, she asked me twice who I was after I
repeated telling her I was the consulting neurologist. She cannot tell ne
her family doctor's name.

On admission, other significant findings included glucose of 247, BUN 24,
creatinine 1.19. GFR 45, albumin 3.2. Liver enzymes normal. CBC is
basically normal. Sedimentation rate is 24. Urinalysis is remarkable for
glucose 500, protein 30, WBC 21-50.

REVIEW OF SYSTEMS

She stated last night when she went to bed, she was in her normal health
state. She did not have any fever, chills, chest pain, palpitations,
shortness of breath, cough, depression, anxiety, nausea, vomiting,
diarrhea, bloody stools or urine.

PAST MEDICAL HISTORY
1. CVD.

2. Congestive heart failure.

M053082 V021223581

PARVIN, MARY JEAN

0316743 67 F
Att. Dr. HNguyen,Bao Q MD
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LODI MEMORIAL HOSPITAL
CONSULTATION REPORT

neck, shoulders and palate are all symmetrically normal.

MOTOR SYSTEM: There is no drifting, falling, all equal symnetrical
appropriate. Reflexes are diffusely hyporeflexia. There is no
pathological or upper notor neuron signs including clonus or Babinski, or
Hoffmann's signs.

Finger-to-nose and rapid alternating movement shows no ataxia. I did not
walk the patient. There is no sensory neglect.

CT of the head outlined in the history section.

ASSESSHENT

Altered level of consciousness and confusion, with a question CT evidence
of a left temporal outflow density or stroke. The patient fesls like a
transient global amnesia. Also, she has right hemianopsia.

The underlying etiology. probably is her

stroke. There are no motor seizures. The other differential diagnosis
is chronic headache, associated facial spasns.

The patient had multiple significant stroke risk factors including obesity.
poor ejection fraction of cardiomyopathy, hypertension, dyslipidenia,
diabetes, hypothyroidism, overwveight .

RECOMMENDATIONS
Brain MRI is indicated to clarify the diagnosis.

For secondary prevention, Aggrenox is appropriate because the patient was
on aspirin and she tried Plaviz before. There is no strong indication for

Coumadin at this time.

Other stroke risk factor indication including her metabolic syndrome
issues.

If needed. the patient will need to follow up with a cardiologist for
further evaluation if any problems.

I discussed the above assessment and recommendations to the patient who
vocalized understanding. questions answvered. I will check back with the
HRI tomorrow for followup.

cc: Primary care physician

Reviewed on: 03232010 22:54

M053082 V021223581

PARVIN,MARY JEAN

03-16-43 67 F
Att. Dr. Nguyen,Bao Q MD
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