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OUTPATIENT CONSULT

HISTORY:  The patient is a 76 y/o gentleman who presents with the chief complaint of chronic, postoperative LBP and radiation down a rather vague distribution of the LLE.  The patient’s symptoms are predominantly aggravated by prolonged standing or ambulation.  His surgery was in January 2010.  His current symptoms started approximately one year ago.  He has had no noticeable muscle weakness.  He has tried tramadol as well as Vicodin and Tylenol No. 3 with no significant long-term benefit.  He has become quite sedentary and he does not participate in any rehabilitative exercises.  He has finished a course of physical therapy without any long-term benefit.

PAST MEDICAL HISTORY:  Remarkable for hypertension and type 2 diabetes, which are under good control.  He also admits to some depression, which has exacerbated by his chronic pain and inactivity.  The patient also has been experiencing a gradual, progressive loss of vision secondary to macular degeneration.

ALLERGIES:  He has no known drug allergies.

SOCIAL HISTORY:  He is married.  His supportive wife was present throughout this evaluation.  He does not use tobacco and drinks alcohol in moderation.  He is a retired civil engineer.

FAMILY HISTORY:  Reviewed and is noncontributory.

REVIEW OF SYSTEMS:  Is as above.  He has had no bowel or bladder dysfunction, CP, SOB, cough, headaches, auditory disturbances, fever, chills, or significant recent change in weight or appetite.

PHYSICAL EXAMINATION:  Affects were appropriate.  Gait analysis was unremarkable.  DTR’s were hypoactive and symmetrical.  Long tract signs were negative bilaterally.  Thoracolumbar flexion as well as maneuvers resulting in foraminal encroachment did not result in radicular symptoms.  Sciatic and femoral tension signs were negative bilaterally.  Extension and lateral bending resulted in ipsilateral pain bilaterally and the motion was quite restricted.
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Tenderness was present over the paralumbar musculature.  No clinical evidence of SI joint dysfunction or piriformis syndrome was detected.  No motor weakness or focal muscle atrophy was present in the C5-T1 and L2-S1 myotomes.  No coordination deficits were present.  No edema or clinical evidence of vasomotor instability was noted.  Skin was intact.

IMPRESSION:  The patient’s clinical presentation is consistent with chronic, postsurgical low back pain syndrome with components of myofascial strain, facet syndrome and low-grade, intermittent lower lumbar root irritation.

COMMENTS/RECOMMENDATIONS:
1. I have discussed my impression and the logic behind the treatment plan with the patient and his wife at length.  I have reviewed the patient’s medical record that was available in the computer system.  I have also discussed the clinical relevance of the MRI findings with him.  Prior to consideration of any diagnostic studies, it is reasonable to give conservative therapy a try for approximately six weeks.  However, the patient’s upper extremity numbness and paresthesias may be secondary to carpal tunnel syndrome and electrodiagnostic evaluation of both arms may be helpful and make any definitive diagnosis.

2. I personally instructed the patient and his wife to start a comprehensive home rehab program for dynamic stabilization of the spine with a flexion bias.  Each exercise was carefully reviewed.

3. Correction of body mechanics and the concept of relative rest was discussed at length and emphasized.

4. Until rehabilitation takes effect, he may rely on 650 mg of acetaminophen and possibly add 50 mg of tramadol if needed.

5. I have asked the patient to notify my office by telephone over the next few weeks regarding his symptomatology or any questions that he might have about the home rehab plan.  Follow up in four to five weeks for reevaluation as well as electrodiagnostic evaluation of both arms to rule out peripheral nerve entrapment versus radiculopathy.
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