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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: James C. Lister
CASE ID: 3580374
DATE OF BIRTH: 02/01/1967
DATE OF EXAM: 12/22/2022
History of Present Illness: Mr. James Lister is a 55-year-old African American male who was seen. He was brought to the office by his niece. Mr. Lister states in January 2022, he fell after he tripped trying to go inside his house and he hit his head as he felt face forwards. He became unconscious and was taken to the hospital. He was told he had a broken spine and underwent a C-spine surgery. The patient states he was in the hospital for two weeks. He states he is not able to use his right hand and he is not able to use his right leg. He states he is so weak that he cannot even get up out of the chair. He cannot walk at all. He is mostly bedbound. He states he is right-handed usually, but now he is using his left hand. He states he is able to pee himself and have a bowel movement himself, but he is still weak and he has to be given support to go to the bathroom.
Past Medical History: No history of diabetes, high blood pressure or asthma. No particular injuries that could have hurt his spine, in the past besides this recent fall.
Medications: Medications at home are:

1. Tylenol No.4.

2. Gabapentin.

Allergies: None known.
Personal History: He states that he did not finish his high school. He has done multiple jobs including he worked for Labor Ready for many years, then he worked for a steel company as a keyboard operator for three years and then he worked as a landscaping supervisor for another three years. His last job was in January 2022, when he fell and hurt his head. He states he is single, has two children that are grownup. He does smoke one pack of cigarettes a week for past 40 years. He drinks alcohol socially. He does not use drugs. He states he lives with his girlfriend. He cannot dress or undress by himself; he needs assistance. He could not get up out of the chair and needed assistance to get up from the chair.
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Review of Systems: He denies any chest pains or shortness of breath or nausea, vomiting, diarrhea or abdominal pain.

Physical Examination:
General: Reveals Mr. Lister to be a 55-year-old African American male who is awake, alert, oriented and in no acute distress, but he is too weak to make any movement of his body. He needs assistance to get in and out of the chair. He needs assistance in ambulation not with just walker itself, but also somebody holding him.
Vital Signs:

Height 6’.

Weight 220 pounds.

Blood pressure 130/84.

Pulse 81 per minute.

Pulse oximetry 97%.

Temperature 97.9.

BMI 30.

Snellen’s Test: His vision without glasses:

Right eye 20/30.

Left eye 20/30.

Both eyes 20/25.

Head: Normocephalic.

Eyes: Pupils are equal and reacting to light. Periorbital edema is present.
Neck: Supple. No lymphadenopathy. No carotid bruits. Thyroid is not palpable. The patient appeared fairly lethargic. There is a scar in the neck about 4 inches of previous C-spine surgery.
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. +2 pitting edema is seen of the legs. Signs of chronic venous insufficiency present.
Neurologic: Reveals cranial nerves from II through XII to be intact. Tongue is midline. He is able to raise his right arm slowly against gravity and he can raise up to about 110 degrees. He is not able to raise it above his head. His grip in the right hand is extremely poor and cannot hold anything. He has overgrown nails of hands and feet. His reflexes were extremely brisk 4+ on both sides. He was able to raise his right upper extremity against gravity and do the finger-nose testing, but he could not use his fingers, but just use a closed fist up to his nose, left side finger-nose testing was normal. He could not do alternate pronation and supination on his right hand. It seemed like gross sensory system was intact.
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Mr. Lister appears somewhat lethargic with inability to make any movement on his own, needs assistance even trying to get to stand from a sitting position, trying to take off his shoes and socks he needed assistance and trying to put them back on he needed assistance. He states he is right-handed, but he has no grip in his right hand and he is trying to use his left hand to eat.
Review of Records per TRC: Reveals the patient was seen for central cord syndrome after a fall. Surgical correction was discussed. An MRI performed while inpatient at the hospital in January reveals chronic myelomalacia in the cord at C4-C5 with severe central canal stenosis and he has significant stenosis at C3-C4 level also. He has substantial right upper extremity and right lower extremity weakness and he is a smoker. The patient was scheduled for surgery. The patient had an MRI of the lumbar spine also that shows some *__________* at L5-S1, bilateral foraminal narrowing more on the right side, degenerative facet changes without foraminal stenosis. An MRI of the cervical spine was done that reveals at C3-C4 extending to C6-C7 canal is markedly stenotic and chronic myelomalacia changes of the cord. There are a lot of problems with abnormalities of C-spine that needed surgery. The patient did have the surgery done, but he states he is unable to hold anything. The other significant finding was clubbing of both hand fingers and toenails. He has significant chronic venous insufficiency of both lower legs with very dry ichthyotic skin. His toenails are overgrown and there is foul odor from his feet as if he has not bathed for days. Dry, scaly, peeling skin on the both feet, onychomycosis of toenails, overgrown toenails with clubbing. There is no obvious cyanosis.
Specifically Answering Questions per TRC: His gait is extremely abnormal needing all kinds of assistance. He is not able to dress or undress himself. He cannot get on and off the examination table. He cannot do heel and toe walking. He cannot squat. He cannot rise and he cannot tandem walk. His muscle strength is basically 3/5 in general and very difficult to test any range of motions of his joints all over because of his extreme generalized weakness.
The Patient’s Problems: This is an unfortunate African American male who had been productive all his life, developed some kind of myelomalacia of his C-spine cord from C3 to C6 level and his fall aggravated the condition needing surgery. The patient had surgery done, but he is having hard time recovering. He has no grip of his right hand. He is overall extremely weak to move. I could not even test range of motion of his feet. He barely could walk real slowly and needed assistance from his niece in every single activity. He could not hop, squat, tandem walk, cannot pick up a pencil, cannot button his clothes and he is here with generalized weakness. No grip in the right hand and generalized hyperreflexia.
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