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Dear Dr. Pelton:

Thank you for referring your patient, Benedicta Arreola, for rheumatology evaluation. My assessment is as follows:

Reason for Consultation/Chief Complaint:  Facial rash with the lab workup as indicating positive ANA at 1:80 with homogenous pattern.
History of Present Illness:  This is a 46-year-old Hispanic female with history of no chronic medical illness who is referral for evaluation for facial rash, which it started about a year ago.

It started as a small patch in the upper lip about a year ago, which also affected forehead.  Initially, she was given oral prednisone, which did not help with her facial rash.  She now has those facial rashes on and off for last one year and seems to have gotten worse with the distribution of more wider area.  It usually involves the cheek area and the forehead.  She also noticed that her ear area is dry.  Those rashes are not usually itchy.  She was given two topical medications, which she is not sure, but it was a cream and a gel.

She is not usually under the sun, so she is not sure about association with the sun exposure or the trigger.  She has thought about possible allergic reaction to food or the product that goes over to her face. However, she only gets rash on her face though she is not convinced that it is a food associated allergy reaction.  She noticed that when she puts on her makeup, she developed rash. But she also get rash when she is not wearing makeup as well.  She does not have any history of skin diseases, but she has a daughter who had eczema who seems to get rash in the same area that she get the facial rash.  She denies any family history of autoimmune disorder. She denies any alopecia, oral sores, respiratory or cardiac issues, any Raynaud's, joint pain, and joint swelling.

Past Medical History: None.
Medication Allergies: None.

Current Medications: Birth control pill one every day, she has been on this for number of years.
Family History: The patient denies any history of autoimmune disorder.
Social History: She is single and has three children. She does not smoke.

Review of Systems: A full review of systems which included constitutional, dermatologic, HEENT, respiratory, CV, GI, GU, musculoskeletal, and neurological were carried out.  Following are pertinent positives. She admits the facial rash as per HPI. Denies any other systemic symptoms.
Physical Examination: 

GENERAL: Skin is modified. The patient has slightly erythematous change on her cheek and very mild papular changes above the eyebrow.  She is not currently experiencing the facial rash today.  She has mild dryness of the ears bilaterally, but it is not erythematic.  She does not seem to have any other rash today and the rest of the body. 

Appearance: WDWN NAD

HEENT:  Normal cephalic atraumatic, pupils round, equal and reactive to light, extraocular muscles intact.  Conjunctiva not injected.  O/p is clear without sores.  Nasal bridge is not deformed.  External ear is not inflamed.

Skin: There is no evidence of malar erythema or facial rash.  No evidence of tophi, nodules, skin tightening, and capillary nail bed changes.  Nails are without pitting.  

Lymph nodes: No evidence of palpable lymphadenopathy.

Respiratory:  Lungs are clear to auscultation bilaterally.

Cardiovascular:  Normal rate and rhythm.

Gastrointestinal:  No tenderness and no rebound.

Genitourinary:  GU exam deferred to personal physician.

Neurologic:  Mental status alert and oriented.  Motor strengths and tones are normal throughout.   

Musculoskeletal: 

Axial skeleton: 

C-spine: Good range of motion.  Vertebrae and paraspinal areas non-tender to palpation.

T-spine:  Vertebrae and paraspinal areas non-tender to palpation.

L-S spine:  Good range of motion.  Vertebrae and paraspinal areas are non-tender to palpation.  

SI joint: Non-tender

Shoulders: Good range of motion.  No AC joint or subacromial tenderness on palpation.

Hips:  Good range of motion.  Greater trochanter non-tender to palpation.

Peripheral skeleton:

Elbows:  Good range of motion without active synovitis.

Wrists:  Good range of motion without active synovitis.

Hands:  Full grip bilaterally.  MCPs and PIPs without compression tenderness and synovitis.

Knees:  Full ROM without effusions or synovitis.  

Ankles:  Full ROM without synovitis.

MTPs and feet:  No compression tenderness.  No active synovitis. 

Diagnostic Studies: Diagnostic data no formal report that accompanied with the patient today, but it is reported by the physician that her ANA is positive at 1:80 with homogeneous pattern.
Impression: Facial rash, she does not have a rash today, but she does have slightly erythematous area over the cheek in right upper, right foreahed and right above the eyebrow.  I have shown some picture of malar rash, lupus and rosacea with some papular changes, but she does not feel that neither of them are similar to her rash.  When I asked if there was a sparing of the nasolabial fold by the rash, she is not certain about that detail.
Recommendations/Plan:
1. I explained to the patient regarding the possible skin changes that can help with lupus including malar rash as well as the other skin condition that is involved in lupus.
2. My suspicion for her rash to be lupus related rash is low, but systemic cortisone that was prescribed to her in the beginning did not seems to improve her skin rash at all.  I also suspect the most recent topical cream that she tried on may be possibly cortisone cream, which did not seem to help either.
3. In order to complete the workup for possible lupus, I would recommend doing additional blood work including dsDNA, C3, C4, and ESR.  If it is not done also CBC and complement metabolic panel is helpful.
4. Since I do feel that this could be a possible rosacea issues, I would recommend giving her trial of metronidazole topical cream or gel to the face daily for several months to see if she can notice any improvement on her pattern of her rash frequency.
5. I also asked her to pay attention at the next occurrence, to see if there is any nasolabial fold involvement.
6. If labs are normal and it is a metronidazole topical seems to be working okay, no followup was necessary, but if you have any questions or concerns or if the lab is abnormal or she developed any other suspicious symptoms of lupus, please have her followup with me.
Thank you for the opportunity to assist.

Sincerely,
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Hisako Ohmoto, M.D.

Diplomate, American College of Rheumatology
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