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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: John M. Sterling
CASE ID: 3268964
DATE OF BIRTH: 12/28/1976

DATE OF EXAM: 09/28/2022

Chief Complaint: Mr. John M. Sterling is a 45-year-old white male who is here with chief complaints of severe gout.
History of Present Illness: Mr. Sterling states he has joint problems for several years. He states his right ankle was swelling and painful and he saw a local rheumatologist who drained the joint and white thick fluid was removed and the rheumatologist told him that this was definitely gout. Since that time, the patient has bilateral knee pain. He gets swelling of his feet. He states he has developed gouty tophi on several places of his body. He states on the middle and distal phalanx of his left middle finger on June 16, 2022 big tophi had developed and while removing the tophi because it was painful, they found out that the gout had destroyed the joint completely. So, he ended up having removal of his distal and middle phalanx of the left middle finger on June 16, 2022. He states his both wrists hurt, his both knees hurt, his hips hurt. He states he is always in pain.
Past Medical History:
1. History of high blood pressure.

2. High cholesterol is present.

Medications: Medications at home:
1. Colchicine 0.6 mg two a day.

2. Gabapentin 300 mg three times a day.

3. Leflunomide 20 mg a day.

4. Atorvastatin 20 mg a day.

5. Lisinopril 10 mg a day.

6. Celebrex 200 mg twice a day.

7. Alprazolam as needed.

Allergies: None known.
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Social History and Personal History: The patient states he finished high school. He states he has done job at a feed stores and industrial distribution for all his life. He states his gout has become so bad that he had to quit working in 2021. He states in between he did some jobs here and there for a family business just to help out, but he could not handle doing the job for more than couple of months. He states he has had a left hip surgery; when he was younger, he cracked the ball of his left hip and had pins put in. The patient states every time his gouty attack comes he has to take two prednisone and two colchicine. He has been told he can take allopurinol up to 800 mg a day. He states he had also right knee aspiration and steroid injection in the right knee about 10 years ago. He states he started having back problems and he was told he has spondylosis. He states he is scheduled to get a steroid shot at the back within a couple of weeks. He is married. He has three children; youngest is 12-year-old. He does not smoke. He does not drink. He does not do drugs.
Family History: His father is deceased, had esophageal cancer.
Review of Systems: He seems to be in chronic pain secondary to his disease.
Physical Examination:
General: Exam reveals Mr. John M. Sterling to be a 45-year-old white male who is awake, alert and oriented and seems to be in distress because of pain both acute and chronic. He is right-handed. He is not using any assistive device for ambulation, but his gait is slow and careful.
Vital Signs:

Height 5’8”.

Weight 270 pounds.

Blood pressure 130/70.

Pulse 88 per minute.

Pulse oximetry 95%.

Temperature 96.2.

BMI 41.

Snellen’s Test: His vision:

Right eye 20/30.

Left eye 20/20.

Both eyes 20/20.

He does not have glasses and does not have hearing aids.
Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruits. Thyroid is not palpable.

Chest: Good inspiratory and expiratory breath sounds.

Heart: S1 and S2 regular. No gallop. No murmur.
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Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema.
Neurologic: Cranial nerves II through XII are intact. There is no nystagmus. Overall, motor system, sensory system and reflexes appear normal. His right knee appeared definitely swollen. He is not able to flex his knee more than 90 degrees. He is not able to do straight leg raising with his right knee. If he latches his left knee behind his right knee and lifts up his right knee then he is able to do straight leg raising, but on his own he is not able to lift up his right leg. He can move the right leg side to side. There is presence of tophi on the dorsal side of both forearms just below the elbow. There are some on the lower legs. He seems to be developing tophi over each of the metacarpophalangeal joint. The patient has problem with range of motion in several joints. There is no nystagmus. He is able to do alternate pronation and supination of hands and also finger-nose testing is normal.
An x-ray of the right knee shows moderate tricompartmental degenerative changes, chondrocalcinosis in the lateral tibiofibular compartment.

An x-ray of the lumbar spine shows multilevel facet arthropathic changes.
Review of Records per TRC: This reveals the patient’s symptomatology secondary to gout. The states he is under care of Dr. Linda Grismer at Scott & White Clinic who is a rheumatologist.
The Patient’s Problems:

1. Both acute and chronic gout.
2. Gouty arthritis.
3. History of left hip surgery.
4. History of severe gout affecting right knee.
5. History of removal of the middle and the distal phalanx of the left middle finger secondary to joint damage secondary to gout.
6. History of chronic pain.
7. History of joint aspiration several times and it was determined that the patient had gout that was causing different joint problems.
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