SOAP NOTE: Knee Osteoarthritis
SUBJECTIVE
Name (initials): S.M.
Age: 65
Gender: Female
Source of Information: Patient
Reliability of Information: Reliable
Chief complaint: 
“I have been experiencing pain in my right knee for about eight months but has recently worsened”
History of Presenting Illness
Ms. S.M. is a 65-year-old African American woman with a history of hyperlipidemia presenting to the clinic complaining of pain in her right knee for the past eight months. She states that the pain has worsened in the past two weeks. In addition, she reports that the pain has been sharp, aching, and constant, rating it 7 on a scale of 0-10. The knee has been feeling “a bit stiff of late.” The pain has been worsening at night and with movements such as going down a flight of stairs or walking for some distance. She states that the pain is better in the morning, with acetaminophen 500 mg relieving it partially. She reports a grinding sensation when moving her right knee. The patient denies any recent trauma or experiencing popping sounds from the knee. She also denies malaise, fever, or chills. The pain has been affecting her activities – “I can no longer walk my dog or go down the grocery store with this pain.” She reports engaging in low-intensity physical activities such as walking and jogging, but the pain has impeded her from them. The patient reports seeing her primary care provider every year. 
O: Eight months ago
L: Right knee
D: No similar episodes
C: Sharp and aching
A: Relieved by rest and acetaminophen 500mg; exacerbated by movement
R: No radiation
T: Constant 
S: 7 out of 10
Review of Focus System(s)
Constitutional: Denies fever, chills, malaise, or fatigue
Cardiovascular: Denies chest pain, palpitations, or edema in the extremities
Respiratory: Denies trouble breathing, shortness of breath, or wheezing
Musculoskeletal: Reports right knee pain, grinding sound on movement, and stiffness; denies popping or clinking sound; denies visible knee swelling
Neurological: Denies changes in vision, headaches, numbness, tingling sensation, or seizures
Gastrointestinal: Denies abdominal pain, cramping, constipation, diarrhea, nausea, or vomiting
Medications/Allergies
· Atorvastatin 20mg PO qDay for hyperlipidemia
· Hydrochlorothiazide 12.5 mg PO qDay for hyperlipidemia
· OTC acetaminophen 500mg PO q6hr for knee pain
· Omega-3 250mg qDay
· No known environmental, drug, or food allergies
Past Medical History
· Hyperlipidemia – dx 2015
· Chickenpox – dx 1963
Past Surgical History
·  Cesarean section (1985)
Family History 
· Father – deceased (92 years); rheumatoid arthritis and ulcerative colitis
· Mother – alive (90 years); hypertension
· Brother – alive (57 years); osteoarthritis and hypertension
Social History
 S.M. is a mother of two and lives in a three-bedroom house with his husband and his 28-year-old lastborn son. She worked as a community health worker until 2018 when she took early retirement for personal reasons. S.M. denies smoking, vaping, or using other tobacco products or illicit drugs. She reports smoking marijuana while in college. She frequently enjoys a glass of cognac after dinner. She owns a golden retriever. The family owns a hunting rifle locked safely and stored in her bedroom. She often spends her day working her garden, reading, or raising health awareness about chronic diseases in the community.
Health Maintenance
S.M. reports engaging in regular exercise, including jogging and walking, but her knee pain hinders her from the activities. She also reports hiking at least once every year and biking from time to time. She prepares all her family’s meals and has remained watchful of the diet to ensure optimal health. Since her retirement, she has been having at least seven hours of uninterrupted sleep. She consistently takes the recommended vaccines for adults, including seasonal flu shot, Tdap vaccine, and shingles vaccine, every year. She identifies as a Christian and a devout member of the local Baptist church. 
OBJECTIVE
Vitals
Wt: 150lb
Ht: 5ft6
BP: 119/80 mmHg right arm seated; 120/80 mmHg left arm seated
P: 76 beats per minute
RR: 17 beats per minute
T: 98.0°F
General: S.M. appears well-nourished and younger than her stated age. She is pleasant, cooperative, and answers questions appropriately
Integumentary: No rashes, ulcers, or lesions, noted
Cardiovascular: RRR, S1 and S2, no extra sounds, no murmurs or thrills; PMI on the left at the fifth ICS at the midclavicular line; strong radial, tibial, and femoral pulses bilaterally; no edema
Respiratory: symmetrical chest expansion; no labored breathing; clear breath sounds clear to auscultation bilaterally; no rales or wheezes noted
Musculoskeletal: Mildly reduced ROM on the right knee with mild effusion and crepitus; harmful Ballottement and bulge signs; no warmth or erythema; negative Lachman, McMurray, and drawer tests; no malalignment or bony deformities of the right or left knee joints; patient has a steady slow gain favoring the left side.
ASSESSMENT
1. Pseudogout of the right knee (ICD 10: M11.261): Also known as calcium phosphate deposition disease (CPPD), pseudogout presents with pain and stiffness of the affected joint, decreased ability to bear weight, and reduced ROM (George et al., 2019; Iqbal et al., 2019). However, the condition is less likely based on the history of the presenting illness and the findings from the physical examination. Notably, pseudogout is mostly bilateral, symmetrical, and involving multiple joints (Iqbal et al., 2019). In addition, the disease presents with joint swelling, acute pain, fever, and erythema (Forlizzi et al., 2020), which are not identified in the physical examination. 
2. Rheumatoid arthritis (ICD-10: M06.9): The condition is considered because of the family history. Family history of RA is a crucial predictor of the disease, even after accounting for other environmental and genetic factors (Kronzer et al., 2021). Joint pain and morning stiffness are the two findings indicating RA. However, the disease is accompanied by joint tenderness, warmth, swelling, and presence of rheumatoid nodules under the skin (Bullock et al., 2019). Besides, RA is bilateral and affects multiple joints, especially metacarpophalangeal joints (Lin et al., 2020). While the patient reports morning stiffness, the absence of the other critical features rules out the diagnosis. 
3. Reactive arthritis (ICO 10: MO2.9): ReA is a part of the spondylarthritis spectrum and refers to a group of entheseal, articular, ocular, and mucocutaneous manifestations occurring after an enteric, respiratory, or genito-urologic infection (Bentaleb et al., 2020). ReA is suspected because of the severe pain affecting the knee joint asymmetrically. However, the condition is associated with other manifestations not observed, including fever, joint redness, and pain affecting the lumbar region (Lahu et al., 2019). In addition, a positive diagnosis requires the presence of a urinary infection and diarrhea several days earlier.
Primary Diagnosis
4. Unilateral primary osteoarthritis of the knee (ICD 10: M17.1): Primary OA is a progressive and degenerative joint disease. Presenting signs and symptoms such as pain, stiffness, crepitus, reduced ROM, and a grinding sensation of the right knee make it the most likely diagnosis (Sharma, 2021). Pain associated with OA worsens with activity. While the patient does not have some of the typical risk factors, including being overweight, her gender, age, and ethnicity are crucial risk factors. Evidence shows a high risk of OA in older females (>65 years) of African American ethnicity (Mora et al., 2018). Besides, the CC, HPI, and presenting symptoms are significantly aligned with OA.
PLAN
Diagnostic testing 
· Order a plain radiograph to confirm the diagnosis and rule out the differential diagnoses. In case of OA, the radiograph would reveal osteophytes, narrowed joint space, subchondral cysts, and subarticular sclerosis. Joint aspiration may help distinguish OA from other arthritides (Sharma, 2021). 
Pharmacologic Intervention 
· Topical capsaicin (0.025-0.075) applied TID on the knee: As reported by Kolasinski et al. (2020), the American College of Rheumatology recommends topical nonsteroidal anti-inflammatory drugs (NSAIDs) in treating knee OA. Topical capsaicin has been found effective and safe in treating OA of the shoulder, hip, knee, or hand, with fewer side effects compared to oral NSAIDs (Guedes et al., 2018). 
· Intra-articular methyl-prednisolone (Depo-Medrol) 40 mg single dose delivered in three months intervals if pain does not resolve: Intra-articular corticosteroids injections produce significant pain relief for moderate to severe OA pain (Testa et al., 2021). The injection is indicated for patients who do not experience pain relief from topical NSAIDs (Kolasinski et al., 2020). 
Non-pharmacologic interventions
· Exercise focused on improving ROM, aerobic fitness, and strength, including community-based walking, elastic band exercises, and balance exercises (Sharma, 2021) 
· Psychological intervention focused on pain management and pain coping skills (Sharma, 2021). 
Referrals: Patient referred to an occupational therapists and physical therapists to assist in exercise programs.
Patient education: Patient was educated about osteoarthritis, including the signs, symptoms, and disease progression, joint protection approaches such as avoiding repeated stress, and advice about dietary supplements such as glucosamine.
Follow-up: F/U in two weeks
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