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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Patrick W. Pleasant

CASE ID#: 37466

DATE OF BIRTH: 06/15/1972

DATE OF EXAM: 12/06/2022

Chief Complaints: Mr. Patrick Pleasant is a 50-year-old African American male who is here with chief complaints of low back pain and borderline diabetes mellitus.

History of Present Illness: The patient states his back pain first started in 1999, when he was doing oil field work in Mexico in a refinery; as he was putting the bolts and one of the bolts broke and caused a stress on his back. He continued to work and did not get any testing done. He continued doing oil field business till the oil field was out of business. He worked in lot of different companies. He states initially he had back pain radiating to the left leg. He states about six months ago he woke up extremely short of breath and went to Caldwell emergency room where he had a lot of testing done and his tests were normal and he was sent home. The patient had similar problem again and he went to College Station Hospital St. Joseph where he had the testing done again, but this time he was not able to walk and was wheeled in a wheelchair home. The patient after going home figured out that he was not able to walk and could not get out of bed. So, he called the ambulance and came by ambulance to Scott & White emergency room where the patient was seen and found to have some emergency disc problem in the back that was pressing on his nerve and the patient was seen by neurosurgeon, had emergency MRI of the lumbar spine done and had emergency surgery on his back done. He states at least now he is able to walk with the cane, but his back still hurts. He states he was given hydrocodone first and got badly constipated. Now, he is on tramadol. He feels his gastrointestinal tract is not moving at all. The patient has difficulty driving and was brought to the office by his daughter who dropped him to the office and took him for x-rays.

Past Medical History:

1. History of hypertension.

2. Prediabetes.

3. Status post back surgery.

Medications: At home, include:

1. Tramadol.

2. Metformin 500 mg once a day.

3. Tizanidine 4 mg daily.
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4. Celebrex 100 mg twice a day.

5. Hydrochlorothiazide once a day.

6. Lovastatin 20 mg two tablets a day.

7. Metoprolol tartrate 100 mg a day.

8. Amlodipine 10 mg a day.

9. Famotidine 40 mg a day.

10. Prednisone 50 mg once a day.

11. Amoxicillin; he was advised four capsules before any dental procedure.

Allergies: LISINOPRIL and GABAPENTIN.

Personal History: He is married. He has four children. One of the daughters died of an auto accident in 2017, older daughter 30+ year-old now lives with them. He states he has had education only up to ninth grade. All along, he has done work in the oil fields until all oil field business was gone by 2020 and he has not had a job since. He dips snuff. He drinks six-pack beers and some whiskey every day.

The patient states he has not had any chest pains or shortness of breath since.

Physical Examination:
General: Reveals Patrick W. Pleasant to be a 50-year-old African American male who is awake, alert and oriented, in no acute distress. He is using a cane for ambulation. His gait is extremely abnormal. He cannot hop, squat or tandem walk. He has hard time picking up a pencil. He has hard time buttoning his clothes. He is right handed.

Vital Signs:

Height 5’11".

Weight 218 pounds.

Blood pressure 130/80.

Pulse 92 per minute.

Pulse oximetry 98%.

Temperature 96.5.

BMI 32.

Snellen’s Test: His vision:

Right eye 20/40.

Left eye 20/50.

Both eyes 20/30.

He does not have a hearing aid.

Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.
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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.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema. Reflexes seem 1+ throughout.

Neurologic: Cranial nerves II through XII are intact. Range of motion of lumbar spine is decreased by about 75%. There is no evidence of muscle atrophy. Reflexes are 1+ throughout. There is no nystagmus.

Back: There is a 7-inch scar in lower back of prior back surgery done six months ago.

Review of Records per TRC: Reveals records of admission of 05/18/2022 and discharge of 05/28/2022, where the patient was admitted with spinal cord compression, hypertension, lumbar stenosis with neurogenic claudication, epidural abscess. The patient was found to have cord compression with epidural lipomatosis and epidural abscess. He was taken to the operating room for L2-S1 laminectomy with extensive epidural lipomatosis that was debrided with parts of it liquefied, it ended up growing Streptococcus agalactiae group B and was on antibiotics and was seen by Infectious Disease. He was advised to complete a six-week course of Rocephin through 06/30/2022, with weekly dressing changes and labs. The patient continued to have some urinary retention, so catheter was placed and physical therapy was advised. X-ray of the left hand shows mild narrowing of the middle finger metacarpophalangeal joint with osteophyte formation. X-ray of the lumbar spine shows postop changes of the spine and marked degenerative disc narrowing of L5-S1, laminectomy from L2 to L4. A chest x-ray was essentially normal. An x-ray of the right hand shows mild osteoarthritis at the middle finger of metacarpophalangeal joint.

Specifically Answering Questions per TRC: His gait is abnormal. He has ability to dress and undress. It was very difficult for him to get on and off the examination table. He could not do heel and toe walking. He could not squat and rise. He could not tandem walk. Range of motion of lumbar spine is decreased by 75%. He is able to raise his both upper extremities above his head. There is no evidence of any atrophy. The patient’s straight leg raising is basically 15 degrees on both sides. There is no evidence of effusion or periarticular swelling, tenderness, heat, or redness. He has ability to raise arms overhead. The patient cannot ambulate at all without assistive device. His grip strength and pinch strength is fair. He is using his upper extremities to perform gross and fine functions. Right hand is the dominant hand. He has ability to pinch, grasp, shake hands, write and manipulate a coin or a pen. He has ability to sit and stand and move about slowly and lift under 5 pounds. He cannot carry or handle objects. The patient seems to be in distress because of back pain. He can appose his fingers.
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The Patient’s Problems:

1. Status post back surgery for spinal cord compression secondary to extensive epidural lipomatosis, which grew Streptococcus agalactiae and epidural abscess needing long-term antibiotics and spinal cord compression was happening because of that. The patient has history of lumbar stenosis with neurogenic claudication and epidural abscess.

2. The patient is postop, but has difficulty ambulation, but is able to walk even though with abnormal gait with the cane.

3. History of neurogenic claudication.

4. History of persistent back pain.

5. History of hypertension.

6. History of abnormal gait.

7. History of borderline type II diabetes mellitus.
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