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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Justin Wade Easley
CASE ID: 3289738

DATE OF BIRTH: 01/29/1986
DATE OF EXAM: 08/09/2022
Chief Complaints: Mr. Justin Wade Easley is a 36-year-old somewhat obese white male who is here with chief complaints of:

1. Low back pain radiating to left hip and back of left leg.

2. Extreme weakness in both lower extremities.

3. Inability to walk and has no balance.

History of Present Illness: This patient has a very peculiar illness and it seems nobody has been able to come to any proper diagnosis of what he really has, but the history reveals that on 11/16/2021, the patient was getting out of his truck and fell on the floor and passed out and the neighbor found him on the floor and he was taken to St. Joseph Emergency Room where he was subsequently admitted and he states he stayed in the hospital one and a half months and then transferred to St. Luke’s Hospital in Houston and then back again to St. Joseph Rehab here for another three weeks. He states all along he had nerve conduction testing and saw multiple specialists, but nobody could come to any definitive distinctive diagnosis. It is possible he has some disc problems in the back, but still that does not explain his poor balance and inability to walk at all. The patient was using a rollator and a wheelchair. The patient had brought a rollator and was sitting on the wheelchair. He states he can barely walk three to four steps before he has to sit down. He denies any bladder or bowel problems. The main thing is not only he has weakness, he has pain in his lower back that is radiating to the left leg. The patient states he has had some nerve conduction testing done, which he was told was abnormal, but they could not come up with the diagnosis. The patient states he has had COVID two times; the first time the COVID was a few weeks before he developed this illness and the second time was about four months ago.

Past Medical History: No history of diabetes mellitus, hypertension or asthma.

Medications: Medications at home include:

1. Morphine twice a day.

2. Some kind of a muscle relaxant, probably gabapentin.

Allergies: He is allergic to SULFA.
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Personal History: He states he finished high school. He did oilfield work and he states two years ago, he got laid off from oilfield though off and on he did work some temporary jobs working in the oilfield. He has two children, youngest is 2 years old. He does not smoke right now, but he smoked half a pack of cigarettes a day for 2 to 3 years. He denies drinking alcohol or doing drugs.

Family History: His father is deceased.

Review of Systems: The patient states he has no strength in his lower extremities to even make a few steps. He has to sit and go to the bathroom and then sit on the toilet, which he is able to do. He has no trouble with speech. He has no trouble swallowing. He has no trouble with vision. He has no trouble with bowel movements or urination. He does not have any seizures. The patient states he was given fentanyl, but he decided not to take fentanyl. It seems like he was in the hospital two or three months, but he has come home without really knowing what was wrong with him.

Physical Examination:
General: Exam reveals Justin Wade Easley to be a 36-year-old obese white male who is awake, alert, oriented and in no acute distress. He was sitting on the chair of his rollator. I tried to make him stand up and it was extremely hard time because he can barely take a few steps from sitting to standing position before he has to sit down and he has to make extreme effort in lifting his leg to stand up. He cannot hop, squat or tandem walk. He cannot pick up a pencil. He can button his clothes. Initially, it seemed like he was having weakness in all parts of his body, but when he came to see me, he had good range of motion of his upper extremities, neck and shoulder. It is his lower back with the radiating pain to left leg that is the main problem when he came home. He is right-handed.

Vital Signs:

Height 5’9”.

Weight 266 pounds.

Blood pressure 136/90.

Pulse 96 per minute.

Pulse oximetry 98%.

Temperature 96.7.

BMI 39.

Snellen’s Test: His vision is:

Right eye 20/20.

Left eye 20/20.

Both eyes 20/20.

He does not have contacts or glasses or hearing aids.

Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruit. Thyroid is not palpable.
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Chest: Good inspiratory and expiratory breath sounds.

Heart: S1 and S2 regular. No gallop. No murmur.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema.
Neurologic: I could not elicit any reflexes in his lower extremity, but reflexes in his upper extremities were normal. Finger-nose testing is normal on both sides. Alternate pronation and supination of hands is normal. The patient has good sensation over his lower legs and feet. Peripheral pulses are palpable. Range of motion of lumbar spine is decreased by about 50%. He is right-handed. He has got a good grip over the right hand. He cannot squat, hop or tandem walk.

Review of Records per TRC: Reveals records of CHI St. Joseph of admission of 11/11/21 and discharge of 11/16/21 and the patient was admitted with acute on chronic back pain and radiculopathy and neurologic deficit. His secondary diagnoses include:

1. Osteopenia.

2. Vitamin D deficiency.

3. Hepatic steatosis.

4. HSV virus infection.
The patient is discharged on:

1. Calcium, vitamin D.

2. Colace.

3. Decadron 10 mg p.o. q.a.m.
4. Fentanyl 75 mcg daily.

5. Lidocaine 5% patch.

6. Baclofen 20 mg p.o. three times a day.

7. Milk of magnesia p.r.n., *________* 17 g MiraLax, Movantik for helping with constipation secondary to opioids.

8. Gabapentin 800 mg a day.

9. Nicotine patch.

10. Protonix.
The patient was advised to see Dr. Daftarian, the pain management and a neurologist Dr. Kirmani. The patient does not have nystagmus. Further review of records reveals he was transferred to St. Luke’s Hospital in Houston for intractable back pain and neurologic deficit. His MRI of lumbar spine showed mild disc narrowing and mild disc bulge and small disc protrusion at L5 and S1. CT of thoracic spine positive for osteopenia. MRI of T-spine was negative. MRI of the head was negative. MRI of the neck was negative. Doppler of left leg was negative for DVT. X-ray of the hip was negative. PRP and HIV and hepatitis tests were negative. B12 and folate tests were normal.
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Physical therapy noted he was deconditioned with decreased strength, decreased functional mobility and advised physical therapy. An x-ray of the left hip shows no displaced fracture or dislocation. The MRI of the back was not clinically significant. This is a 36-year-old white male who has undiagnosed illness with back pain radiating to left hip and left thigh mostly in the posterior region. He is wheelchair or rollator bound. He has full control of urination and bowel moments, but he is not able to walk even few steps. He states his balance is really bad that he could fall. He is a previous smoker.
Specifically Answering Questions for Disability: The patient has abnormal gait. He is wheelchair bound. He has ability to dress and undress, but he has hard time getting on and off the examination table. He cannot get on and off the examination table. He cannot do heel and toe walking, squatting, rise from squatting or tandem walk. Range of motion of lumbar spine is decreased by 75%. Muscle strength in his upper extremities is essentially normal. Muscle strength in the lower extremities is abnormal. A straight leg raising was basically 30 degrees on both sides. He cannot do heel and toe walking or squatting. The patient does use morphine twice a day for pain. The patient has not been able to go back to work because of back pain. No assistive device was used for ambulation. In summary, this is a 36-year-old white male who is bedbound, wheelchair bound or rollator chair bound for several months now with no proper diagnosis. I asked him if anybody told him about Guillain-Barré syndrome and he states he heard something like that, but none of the medical records showed he had that kind of syndrome. He has no strength in his lower legs like a paraplegia, but the muscles are not suggestive of paraplegia. The patient has been to two different hospitals and had workup done and nobody has any diagnosis. He has good motor strength 5/5 in his upper extremities and upper torso and lower torso. He has no muscular strength. He has good sensation in both lower legs. His reflexes seemed to be completely absent and motor strength wise, he is not able to stand up from a sitting position or get up on the examination table. He cannot do heel and toe walking, squatting, hopping or tandem walking and he complains of pain in his left lower back. The patient is using a rollator, but no handheld device is used.

DICTATION ENDED ABRUPTLY
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