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NAME :

ACCT. #:
ADMISSION:

DISCHARGED: 12/30/98
PHYSICIAN:

DICTATED: 12/30/98 1638
TRANSCRIBED: TRANSC: 12/31/98 0901

DISCHARGE SUMMARY

o0

DATE OF ADMISSION: 12/29/98
DATE OF DISCHARGE: 12/30/98
DISCHARGE DIAGNOSES: 1. RIGHT CEREBROVASCULAR ACCIDENT WITH A MIDDLE

CEREBRAL ARTERY OCCLUSION.
2. MIGRAINE HEADACHE.
PROCEDURES : 1. MRI.
2. MRA.
3. CT SCAN OF THE HEAD.

HOSPITAL COURSE: This 29-year-old gentleman while on a treadmill
developed sudden onset of severely tense right supra-
orbital headache. He subsequently developed a left hemiparesis. His
symptomatology improved upon presentation to the emergency room. CT scanning
was performed which was unremarkable. He underwent lumbar puncture which
showed a clear spinal fluid protein of 69, a glucose of 53, 1 white blood
cell, and 5 red blood cells. Only 1-2 had been counted. The patient was
admitted to the Telemetry Unit. He had persistent complaints about the right
supra-orbital headache; however, his motor strength had improved markedly.
His strength was graded 4+/5. He was doing well, until the following morning
when he started developing complaints of left arm numbness. Within an hour,
he had total hemiplegia on the left side. BAn emergent MRI and MR angiography
was performed which showed what appeared to be a complete occlusion of the
right middle cerebral artery. In addition an early infarction was noted in
the right putamen and caudate, suggestive of a vertebral stride occlusion.
The patient had been initiated on heparin with bolus given as well as aspirin
given at the onset of his progression. His coagulopathy evaluation was
largely pending at the time of this dictation. his prothrombin time and
partial thromboplastin time were normal. His comprehensive metabolic panel
was normal, except for an AST of 48 and a total bilirubin of 2.4. Potassium
was slightly low at 3.3. He did receive supplementation. The patient’s
admission white blood cell count was 4,700. Echocardiogram was not obtained
by the time of transfer. Thus, a discussion was held with| I
It was recommended that this patient be transferred to their
facility for cerebral angiography with consideration of angioplasty, that is
in fact a slow flowing MCA is discovered rather than a complete occlusion.
Of note, this patient also had a urine drug screen which was unremarkable.
However, he has been taking re-enhancers prior to working out. The family
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NAME :
ADMISSION: 12/29/98 DISCHARGED: 12/30/98

PHYSICIAN: DICTATED: 12/30/98 1638
TRANSCRIBED: TRANSC: 12/31/98 0901

ROOM:

DISCHARGE SUMMARY

brought in the re-enhancers for review. Once consisted of DHEA and

Ansterodione. The other one called, Ultimate Orange contalned Fedrin. It
was felt that this may have induced vasculitis w1th subse hrombus' or
vasospasm with resultant thrombus. As mentioned
is pending at the time of discharge
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NAME :

ADMISSION: 12/29/98 DISCHARGED:
PHYSICIAN: F DICTATED: 12/29/98 2053
TRANSCRIBED: TRANSC: 12/29/98 2107

HISTORY & PHYSICAL

HISTORY OF PRESENT
ILLNESS: The patient is a 29-year-old gentleman who, today
while on a treadmill, developed a sudden onset of
severe, intense, right, supraorbital headache. It had essentially made him
collapse. It is unclear if he had true loss of consciousness. However, he
was unable to move his left side. His weakness persisted upon arrival to the
emergency room. The headache has also persisted, and it is the worse of his
life.

The patient has had persistent left-sided weakness without any sensory
changes. He did have dysarthria. He denied any diplopia, vertigo or
tinnitus. His strength has improved, but it has not completely returned to
normal. He did have CT imaging done which was unremarkable. A lumbar
puncture was performed under fluoroscopy. This revealed a CSF protein of 69,
glucose 53, one white cell and five red blood cells. Only one tube was
counted. Gram stain was negative. Antigen panel was negative.

PAST MEDICAL HISTORY: Remarkable for migraine headaches. He states his

migraines used to begin with scintillation. He
subsequently within fifteen minutes starts to develop a unilateral to
bilateral throbbing headache. This headache is completely different. He has
had no prior hospitalizations. He has no other medical problems.

ALLERGIES: No known drug allergies.

HABITS: He does not smoke. He is a social alcohol
drinker.

MEDICATIONS: He denies any medications but takes Ultimate

orange and Andro 6. These have been over the
last two weeks.

FAMILY HISTORY: Remarkable for diabetes and hypertension. There
is no family history of aneurysms.

SOCIAL HISTORY: He is a student at|jj

REVIEW OF SYSTEMS: Remarkable for the headache. He denies any

dyspnea, hypertension, palpitations, dyspepsia,
melena, dysuria, hematuria, diabetes or an elevated cholesterol.
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ADMISSION: 12/29/98 DISCHARGED:

PHYSICIAN: — DICTATED: 12/29/98 2053

TRANSCRIBED: TRANSC: 12/29/98 2107
ROOM: )

HISTORY & PHYSICAL

PHYSICAL EXAMINATION:

VITAL SIGNS: Blood pressure 118/51. Pulse 55. Respirations
16. Afebrile.

GENERAL: He is a well-hydrated, well-nourished gentleman.

NECK: Supple without thyromegaly, adenopathy or masses.

He is in obvious pain, lying in a darkened room.

HEENT: He has no frontal or temporal artery tenderness.
Mucous membranes are moist without lesions. No
conjunctival injection is noted. No petechiae were noted.

CHEST: Clear.

CARDIOVASCULAR: Regular rate and rhythm without an appreciable
murmur.

ABDOMEN : Soft without hepatosplenomegaly.

GU/RECTAL: Deferred.

PERIPHERAL PULSES: 2+ with no clubbing, cyanosis or edema noted.

NEUROLOGIC: He is somewhat sleepy. He has no significant

dysarthria. Cranial nerves are intact. Motor
strength testing revealed a slight reduction of tone on the left side.
Strength is graded 4/5.

Extremity sensation was intact. Coordination is in proportion to weakness.
Deep tendon reflexes are hypoactive, and he has a left extensor plantar
response.

CT imaging was reviewed. This was unremarkable. CBC showed a white blood
cell count of 4.7, otherwise, it is unremarkable. PT and PTT are within

normal limits. Chemistry panel shows an AST of 48, a total bilirubin of 2.4
and potassium is slightly low at 3.3.
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ADMISSION: 12/29/98 DISCHARGED:
PHYSICIAN: F DICTATED: 12/29/98 2053
TRANSCRIBED: TRANSC: 12/29/98 2107

HISTORY & PHYSICAL

IMPRESSION: (1) RIGHT CEREBROVASCULAR ACCIDENT IN A YOUNG
MALE. -

I suspect that his enhancers may have precipitated this stroke. He may have
had Ephedrine as part of his supplementation. This has been associated with
strokes, as well as seizures. However, with the sudden onset of the most
intense headache in his life, one needs to consider the possibility of an
aneurysm with a sentinel leak. However, the spinal tap showed no significant
elevation of red blood cells, making this less likely.

The sudden onset argues against a central nervous system vasculitis. Given
his young age, it is also necessary to rule out a hypercoagulable state or a
primary cardiac abnormality.

Recommendations: An MRI will be obtained. An echocardiogram will be
obtained. I will obtain a urine drug screen. Protein C, protein S,
anti-thrombin III, lupus anticoagulant and anticardiolipin antibody will all
be checked.

He has been placed on aspirin.
(2) MIGRAINE HEADACHE.

I do not feel this represents a migraine variant given the abrupt onset of
the headache.

(9}
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DISCHARGE SUMMARY

DATE OF ADMISSION:
DATE OF DISCHARGE:
CHIEF COMPLAINT: His chief complaint on admission is a stroke.

HISTORY OF PRESENT ILLNESS: The patient is a 29-year-old right-handed white male with no significant past medical —
history who was running on a treadmill on December 29, 1998, and collapsed with sudden headache. He developed a left
hemiparesis affecting his left arm and leg. He also had slurring of speech. At an outside emergency room, a head CT was
negative for bleed, and a lumbar puncture revealed no blood but increased level of protein. Evaluation of the initial CT by

Dr. Frevealed an increased middle cerebral artery distribution density on the right. He was admitted to the outside
hospital and started on aspirin and observed for possible complicated migraine. At 10:30 a.m. on December 30, 1998, the day

of transfer toj | | | N ¢ v orscred after showing some improvement to 4+ strength on the left. By
10:30 a.m. on the day of transfer, he developed a left flaccid hemiparesis affecting his face, arm, and leg with a pronounced right
gaze preference and a question of left hemineglect. MR angiogram done at the outside hospital was suggestive of a right middle

cerebral artery occlusion. Intravenous heparin was started and he was transferred to _Intcnsive
Care Unit for further evaluation and care.

PAST MEDICAL HISTORY: Significant for migraines. His typical headache is described as "seeing dots” in his eyes and stars
that are bright. The visual phenomena are followed by headache in the right temple area with nausea and vomiting. These
headaches occur approximately one time per month. His past medical history is otherwise noncontributory.

2
- Pd

PAST SURGICAL HISTORY: None.
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FAMILY HISTORY: Positive for diabetes. Negative for miéraines, strokes, miscarriages, clotting disorders, pulmonary emboli,

deep venous thrombosis. He has two brothers, ages 20 and 18, who are healthy. His parents are living and well. He has a
healthy 4-year-old son.

SOCIAL HISTORY: No smoking, no drugs, and no alcohol.

REVIEW OF SYSTEMS: There are no recent illnesses, no preceding neurologic symptoms. He has had no headache this month
before the onset of this headache.

MEDICATIONS: He took a medication for migraine which he could not recall. It is believed to be Naprosyn. Other drugs
that h.e was taking include a nutritional mixture called "Ultimate Orange," which contained per serving "20 mg of ephedra
alkaloids.>- The patient reports taking one and 2 half servings prior to working out in the gym on the day of his event.- He also ———-—

has taken "Andros VI." This Andros VI contains DHEA and androstenedione. His wife reports that he had not taken any of
the Andros VI since December 25.

ALLERGIES: No known drug allergies.

PHYSICAL EXAMINATION: On arrival, he was afebrile and had normal vital signs. Mental status: He was awake, alert,
oriented to name, time, hospital, and his speech was fluent. Cranial nerves II-XII were significant for a right gaze preference,
aleft homonomous hemianopsia and a left upper motor neuron facial palsy. His extraocular movements were intact and his pupils
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DISCHARGE SUMMARY

equal, round, and reactive to light. His motor function was significant for 0/5 motor function in the left uym and leg. Sensation
was decreased to pain and light touch over the left face, arm, and leg. His deep tendon reflexes were 2+. and equal bilaterally.
His toes were upgoing on the right and downgoing on the left. His gait was not tested. Coordination wax not tested. Head CT

without contrast on arrival revealed a large frontal MCA distribution heterogeneous low-density area with, 5 small punctate area
of hemorrhage.

HOSPITAL COURSE: He underwent a cerebral arteriogram on December 31, 1998, which revealed fillsng deficits in the M1,
and to a lesser extent the proximal Al segments, with thrombus. There were multiple truncated M2 and N3 pranches with slow
flow consistent with embolic showering on the right. There was collateral flow in the following distribugions: leptomeningeal
from the right ACA; 3 to ACOM on the left internal carotid artery injection. There was PCA to MCA lepromeningeal filling.
There was no PCOM filling. He became less responsive on January 1, 1999, with a CT revealing evidence of increased edema
with petechial blood and mass effect and midline shift and closing of the basal cisterns. Hg was started on ‘mannito] for increased
edema. Transesophageal echocardiogram on January 2, 1999, revealed mild aortic regurgitation, no valwylar calcification, no
left ventricular thrombus, and no evidence of other valvular abnormalities. No patent foramen ovale Wy observed.

On the evening of January 3, 1999, he underwent a significant neurologic deterioration with decreaxed mental status and
developed an enlarged right pupil and right cranial nerve III palsy but was still able to follow some Siimple commands. He
developed extensor posturing in response to stimuli. He continued to deteriorate neurologically and was feaj; 1o be suffering from
impending herniation secondary to increased intracranial pressure from continued worsening of his .sdema and continued
infarction. The neurosurgery service who had been following was consulted, and he underwent a right fl‘Olmotemporal lobectomy
for decompression on January 4, 1999. He transiently improved hut underwent a further neurologic desterjoration on January
5, 1999, and was taken to the operating room for further debridemént of the right frontotemporal lobe.

He initially did well postoperatively but became febrile and was treated for a presumed aspiration pneuimonja. On January 6,
1999, he again worsened and MRI was performed which showed a great degree of shift and a tight posteriny fossa with a midline
shift of the midbrain, and he underwent a right hemispherectomy on Januﬂg, 1999. On postoperatives day number one,

January 7, 1999, he was remarkably improved. He was responsive and interactive, breathing over the Veant and controlling the
TV remote control. He was oriented to name, location, and year by nodding yes or no. He had spontanwequs movement of his
right arm and leg. He responded to complex yes or no questions with head nods, and he was able to adzg simple numbers and
indicate the results with his fingers. He followed commands with his right hand. He did, however, hawe no spontaneous eye
opening and had a bilateral ptosis when his eyes were opened, and he did track, moving to the right. He- had increased tone in
his left and decreased movement on the left. His toes were strongly upgoing on the right and very strongs)y upgoing on the left.

Postoperatively from the complete right hemispherectomy, he continued to improve. He was successifylly weaned from the
ventilator and_extubated on January 10, 1999.. He was able to sit in a chair for 90 minutes, and 08y exam, he was alert, -.
interactive, and would say hello and state his last name. He continued to improve, and on January-- 15, 1999, he had a
ventriculoperitoneal shunt placed. Following shunt placement, he had an increased level of alertness anc - was more interactive.
On January 16, 1999, he was transferred to the floor. Tube feeds were restarted. Heparin was restartec... o January 20, 1999,
and he was initiated on Coumadin on the 21st of January.

0090410
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DISCHARGE SUMMARY

I will now outline our current management by systems:

FLUIDS, ELECTROLYTES, NUTRITION: The patient has SIADH with a low sodium level of 130. He was started o Jund

restriction to 1500 cc per day. Over the last five days, his sodium has increased

to the current 135. His electrolytes &

January 25, 1999, were as follows: sodium 135, potassium 3.9, chloride 94, CO2 of 28. BUN was 14, creatinine 0.9. £l
121. Our current plan is to continue him on this 1500 cc per day fluid restriction and follow his electrolytes daily. Hes=om

a regular soft mechanical diet.

HEMQTOLOGY: Hematologically, the neurology team has decided to coumadinize him for an extended time period, & ®3
six months, with reevaluation at that time by DrI Currently he remains on a heparin drip while Coumadin is inicasd-
LABORATORY DATA: His current laboratory values include a PTT of 61.5 with our PTT goal to be in the 40-70 302
initially on Coumadin, and his current INR is 1.4. His Coumadin dosage is increased from 5 mg p.o. q.h.s. t0 7.5 T -
q.h.s. last night, and our goal for his INR is in the 2-3 range. When the INR reaches the 2-3 range, our current pla ERY
discontinue his heparin at that point. An extensive workup to evaluate him for a hypercoagulable state revealed no Siedr
abnormalities. It is not clear if the etiology of his stroke was related to a coagulopathy or ingestion of one of the ingredicars in

his dietary supplements, most likely ephedrine.

GASTROINTESTINAL: He is tolerating a soft mechanical diet at this point, but

for the last two weeks, he has been reporting

mild generalized abdominal pain. His amylase and lipase levels have been elevated to the several-hundred range. When tube
feeds were discontinued and he was continued only on a regular soft mechanical diet, these levels began to fall. Our plan Was

to continue him on his current diet and intermittently follow his amylase and lip

ultrasound revealed only studge in the gallbladder and no evidence of stones or pancreatic disease. His latest labs include a_n_-'\LT .

ase as well as abdominal exam. Abde

of 177, an AST of 44, alkaline phosphatase of 118, GGT of 290, amylase of 87, and a lipase at 358. For gastrointestinal
prophylaxis, he is continued on famotidine. For constipation, he is on Colace 100 mg p.o. b.i.d. with bisacodyl suppository

10 mg p.r.n.

NEUROLOGIC: Neurologically he is obviously status post a right hemispherectomy and doing amazingly well for a gentlernal
who had an impending herniation times three. He now is more awake, alert, and interactive. He recognizes friends and family,
and his mental status has improved after the initiation of Ritalin. He still has severe inattention and obviously a grossly altered

affect as well as a dense left hemiparesis.

For seizure prophylaxis, he is on Dilantin, requiring a relatively high dose of 300 mg p.o. b.i.d. His Dilantin level on the
momming of January 25, 1999, was 11.8. Our goal was to maintain this in the 14-18 range for his inattention and *aboulia.
 He was started on a trial of Ritalin 5 mg p.0. b.i.d. at 0800 and 1300 hours, and on this regimen, he has improved greatly and

become far more interactive with his family and the medical staff. We were conside:
- this to the next medical team.

CARDIOVASCULAR: He experienced a slight increase in blood pressure which

ring an increase to his dose further, and leave

we attributed to the initiation of Ritalin and

was started on felodipine 5 mg p.o. q.d. and has had 2 normal blood pressure since initiation.
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—_— DISCHARGE SUMMARY I

RE“ \

bra, and is being transferred t for even more intense rehabilitative care following this major
'rauma and very successful surgical procedure. ’
PH
He }\ ‘!CAL EXAMINATION: On examination at discharge, he is afebrile. His heart rate is 90 and blood pressure was 144/20.
cley, ;3 breathing at 20. HEENT: His cranial incision is healing well. Neck: Supple. No lymphadenopathy. Chest: Lungs
nouy, [y auscultation bilaterally. Heart: Regular rate and rhythm with no murmurs, rubs, or gallops. Abdomen: Soft and
paiy ‘der, nondistended, although he does report slight pain on palpation. There is no guarding. He indicated that it is a minor
lesic,, Genitourinary: He has normal male genitalia. He has a slight irritation at the meatus, and there is no bleeding or other
left |- Aoted. Extremities: There is no clubbing, cyanosis, or edema, although he does have a dense and increasingly spastic
kecy. 2uiparesis and he is in braces to prevent contractures. Neurologically he is much more awake and alert. He is talking and
intey | s eyes open for several minutes at a time, although he does not have very frequent blinking at all. He tracks objects and
non, .-, {s well with people. He responds to humor but has a flat affect. He did begin using his hands more to gesture and use
ner\. ‘hal communication in preference to speaking. He has some restlessness of behavior and impersistence at tasks. Cranial
extr., His pupils are equal, round, and reactive to light. He has a left cranial nerve VII upper motor neuron weakness. His
greay), “ular movements are intact but he does have a left homonomous hemianopsia. His motor function on the left is 0/5 with
3+ .., increased tone. Strength on the right is 5/5. Sensation is decreased on the left to pain and light touch. His reflexes are
 the left, 2+ on the right. His toes are upgoing on the right and downgoing on the left.
PS\, .
meu. \ 10SOCIAL: He has a very supportive wife and a 4-year-old soa. I think one of his great advantages is that he is a former
: inly has a will to siicceed in rehabilitation following this injury.
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HISTORY AND PHYSICAL EXAMINATION
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CONSULTATION SHEET :
0090415
Department Requesting Consultation:  Neurosurgery Date and Hr. 1/8/99
Department Giving Consultation: Transfusion Services
Tentative Diagnosis:
Pertinent History: 29 year old male s/p hemispherectomy. Has a history of

being multiply transfused with platelets, FFP, and RBCs since 1/4/99. Now with a suspected

transfusion reaction to an apheresis platelet product JINMEEI intraoperatively with

symptoms of severe hypotension and hypoxia. The patient was resuscitated with epinephrine

and-the symptoms resolved. Pre- and post-transfusion vitals as follows:

BP Temp (C) Pulse (bpm) Date(@lime
Pre 110/50 37 70 176/99@1530
Post 26/37 37 60 1/6/99blb4b M.D.
Consultant’ s Note Suspected transfusion reaction
‘Date, Hour: . -~ - T Janualy g, 1999 ' A — - =
, - 15 bIOO up G, :
[ Umderwent @ suspected wransfusion Teacton during mfusion witr am apirerests ptatetet product—
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DISCHARGE SUMMARY

DATE OF ADMISSION: 02/27/99
DATE OF DISCHARGE: 03/26/98
/

ADMISSION DIAGNOSIS: Shunt malfunction/overshunting.
DISCHARGE DIAGNOSIS; Shunt infection/distal portion.
CONSULTANTS: 1. Neuroanesthesiology.

2. Hematology/Oncology.

= 3. General Surgery.
4. Gastroenterology Medicine.

PROCEDURES: 1. 03/10/99: Removal of medium pressure valve. Placement of a right
parietal/occipital Medos programmable valve set at 140 mm of water.
2. 03/23/99: Removal of VP shunt.

HISTORY OF PRESENT ILLNESS: This is a 29-year-old white male who is status post craniotomy x three for diffusc rig)y
cerebral edema secondary to MCA/ACA distribution infarction ultimately resulting in a right hemispherectomy on 01/06/99,

A VP shunt was placed on the right on 01/15/99. The patient was discharged on 01/25/99, to_
Rehab facility, at which time he was lethargic but arousable, follewing commands, with a dense left hemiplegia and spasticiry .

He returned this admission from Rehab after making a very good Tecovery™* Approximately nine days ago, he developed - - |
headache which is worse than his usual and has persisted. His CT scan shows enlarged left lateral ventricle with a left-to-rigjy '
shift. The patient is admitted now for switching him over from Coumadin to heparin and the plan is to revise his right sy

and/or placement of a left shunt.

HOSPITAL COURSE: The patient was admitted to the hospital on 02/27/99, and was switched from Coumadin to heparin iy
his coags were monitored over the next few days.

After reviewing his CT scan, it was felt that he was potentially overshunting due to his shift, as well as the headaches thi ju,
developed that generally occur after being up for a couple of hours. Neurologically, he was alert, awake, and oriented x 1y
and was tolerating a regular diet.

The plan was to replace his shunt valve when his coags became normal:— By 03/05/99, he began to complain-of leftcostal paiy,
overnight which did improve by the following day. We continued to monitor his coags over the next few days and ultimauy,
we-were" able to get them into normal range and he was taken on 03/10/99, for shunt revision, at which time his valve we
changed to a programmable shunt valve.

Over the following days, he continued to complain of left upper quadrant abdominal pain. General Surgery was consulted s
this and he was ultimately worked up for this problem with abdominal sonogram, abdominal CT, Iab work, all of which gz
negative. However, the patient continued to have the abdominal pain. He continued to have abdominal pain over the 6%5&,2
days, which we were still monitoring and attempting to work up. However, everything remained normal.
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DISCHARGE SUMMARY

M.D.
B

Ultimately, Gastroenterology was called, still with no avail to the cause of his left upper quadrant abdominal pain. Finally, after
much investigation, his abdominal CT did reveal 2 fluid collection at the distal portion of his VP shunt which was aspirated and
was infected. Therefore, the decision was made to remove the VP shunt totally and place him on antibiotics for two weeks and
send him back to Rehab to assess the necessity of agother shunt placement at another time. This was done on 03/26/99, at which

time he was discharged back to *ﬁcﬂm'
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HISTORY AND PHYSICAL EXAMINATION
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