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PATIENT:
LARRY ISAAC

DATE:
January 21, 2013

DOB:
August 2, 1937

AGE:
75

Referring Physician:
Stephen Williams, D.O.

CHIEF COMPLAINT: Pain and swelling in the right hand accompanied with numbness opposite the third and fourth fingers.

HISTORY OF THE PRESENT ILLNESS: As mentioned above. The patient mentioned that the complaint started gradual after Christmas of 2012 after he did some painting and gradually became worse. The patient was seen initially by his primary care physician, Dr. Dillard and he was given tramadol, but without relief. One week ago, he presented to the ER of Mercy *________64__* and was seen by Dr. Stephen Williams who did extensive workup and it was essentially unremarkable. The patient was given prednisone 20 mg per day for a total of seven days and he reports moderate amount of improvement, but he continued to have pain and swelling in the right wrist, right hand, accompanied with tingling and numbness in the third and fourth fingers mainly at the tips. The patient is right-handed and continued to be active. The patient does not have any other significant joint complaints. The patient has no history of skin rash. No mucus membrane ulcers. No photosensitivity. No dry eyes or dry mouth. No other criteria of connective tissue disease.

ALLERGIES: Hydrocodone.

MEDICAL DISEASES: History of reflux esophagitis, osteoarthritis, and benign prostatic hypertrophy symptoms.

SURGICAL OPERATIONS: Right hernia repair three years ago and history of lower back surgery.

MEDICATIONS: Tylenol 325 mg two tablets every four hours as needed, Nexium 20 mg daily, Allegra 180 mg daily, meloxicam 15 mg one daily, Flomax 0.4 mg twice a day, and tramadol 50 mg two every six hours as needed for pain.

OCCUPATIONAL HISTORY: The patient retired in 1996 after driving truck. The patient continued to be active and independent.
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SOCIAL HISTORY: Alcohol drinking none. Cigarette smoking none. No history of illicit drugs.

FAMILY HISTORY: Essentially unremarkable.

REVIEW OF SYSTEMS:
Constitutional: There is no fever. No sweats. No chills. No fatigue. No weight loss or weight gain.

Eyes: No history of vision loss. No blurred vision. No double vision. No macular degeneration. He has corrective glasses.

Ear, nose, mouth, and throat: No history of hearing loss. No tinnitus. No earaches. No snoring. No sore throat. No sinus problems. No oral ulcers. No swallowing problems. No hoarseness. No hearing aids.

Cardiovascular: No chest pain. No palpitation. No murmur. No claudication. No swelling of the lower extremities.

Respiratory: There is no cough. No sputum production. No wheezing. No shortness of breath. No history of pneumonia. No bronchitis. No TB exposure PPD skin test: Unknown.

Endocrine System: No history of heat or cold intolerance. No polyuria or polydipsia. No history of diabetes. No history of thyroid problem.

GI: There is no nausea. No vomiting. No abdominal pain. No back tarry stools. No change in bowel habits or appetite.

GU: There is no dysuria or frequency of urination. No vaginal discharge. No incontinence.

Musculoskeletal: History of polyarthralgia and polymyalgia.

Skin: There is no history of ulcers, no rash, no sores, and no bruises.

Neuro: There is no history of headaches. No dizziness. No loss of consciousness. No focal weakness. No paresthesia. No tremors.

Psych: History of depression and anxiety, fearful, crying, suicidal ideation, and agitation.
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Hematological Lymphatic: There is no history of anemia. No bleeding tendencies. No history of fallen lymph nodes.

Allergic and Immunological System: No history of allergies to dust or other environmental conditions.

PHYSICAL EXAMINATION:
General Condition: A well-developed white male with complaint of pain, swelling, and numbness in the right wrist and right hand and difficulty in using the right hand.

Vital Signs: Blood pressure 130/80, pulse 70, respiratory rate 14, and temperature normal.

HEENT: Normocephalic. Pupils reactive and equal. Oropharynx is free from ulcers. Mucous membranes of the mouth and conjunctiva were moist. No malar skin rash.

Neck: Supple. Thyroid is not enlarged.

Carotid Artery Pulsations: Palpable and of good volume bilateral. Neck veins are not congested. Cervical lymph nodes are not palpable.

Cardiovascular: PMI: 5th space, midclavicular line. S1 and S2 are normal. No gallops and no murmurs.

Pulmonary: Chest and lungs were clear to auscultation and palpation. No chest wall tenderness.

Abdomen: Liver and spleen are not enlarged. No masses and no tenderness.

Neurological Examination: Cranial nerves are intact from II to XII.

Deep Tendon Reflexes: +2 bilateral symmetrical in the biceps, triceps, knees and ankles. Babinski plantar flexion bilateral.

Sensation to vibration, pinprick, and touch was intact in the upper and lower extremities.
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Musculoskeletal Examination: Showed the following.

1. Right hand and right wrist showed swelling and tenderness opposite the wrist joint as well as the MCP joint. The patient has difficulty in making a good handgrip. Positive Tinel and Phalen test on the right side. Left wrist was essentially normal

2. Elbows were normal to examination.

3. Shoulders showed minimal tenderness otherwise normal.

4. Feet and ankles showed osteoarthritic changes at the first MTP joint without active disease.

5. Knee joints showed crepitations without tenderness.

6. Hip joints were normal.

7. Examination of the cervical, dorsal, and lumbosacral spine was normal.

LABS: CBC showed WBC of 4900, hemoglobin 13.3, hematocrit 38.0, and platelet count 143,000. CRP was markedly elevated to 34.1 upper limits of normal is 7.5. Rheumatoid factor was negative. ANA was negative.

ASSESSMENT & IMPRESSION:
1. Osteoarthritis and chondrocalcinosis of the right wrist and right hand at the MCP joint.

2. Right carpal tunnel syndrome secondary to #1.

TREATMENT & RECOMMENDATIONS: Discussed options with the patient and he agreed for steroid injection to the right wrist area through the palmar aspect and this was done with injecting DepoMedrol 80 mg and lidocaine 1 cc.

Advised to continue all other medications and will return in one week and will be reevaluated.

Thank you for this referral.

Ali J. Abu-Libdeh, M.D.

AJAL/KK

D: 01-23-13

T: 01-23-13

cc:
Stephen Williams, D.O.

