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Dear. Dr. Young:
Thank you for referring your patient, Sean O’Brien, for rheumatology evaluation. My assessment is as follows:

Reason for Consultation/Chief Complaint:  Possible ankylosing spondylitis.
Subjective:  This is a 22-year-old previously healthy male who is here for possible ankylosing spondylitis with a history of left eye uveitis in HLA B27 positive blood test.
He states that he was about 20-year-old and he was playing basketball and he felt the pain in the left hip. He was limping for a while, but he attributed to the basketball injury and did not visit doctors. He has gone on and off affecting left hip, but he always attribute to playing basketball. With any extraneous activities such as hiking, running, he will have pain in the left hip lasting for several days.
This year in 2022, he started noticing swelling and redness of the left eye. He was seen by eye doctor and he wore eye patches and he was given steroid eye drops. For his left hip problem, he went to see a doctor in his University in Oregon and x-ray of the left hip was ordered and he was told the results were negative. His mother who was a nurse suspected the possible ankylosing spondylitis condition and requested the blood work through the eye doctor, which is come back as the positive results for HLA-B27.
Retrospectively, he noticed that he had severe Achilles tendon pain when he was in 7th grade especially when he played basketball.
He denies any neck pain, upper back pain, mid back pain, but he noticed the left side of the lower back seems to ache along with the left hip pain. He denies any psoriasis, swelling of the finger or toes, difficulty breathing.
Past Medical History:

1. ADD in 2016.
2. Hip pain approximately started in 2021.
Past Surgical History:
1.
Right arm cyst removal in 2013.
Medication Allergies: None.
Current Medications:
1. Advil 1 to 2 pills per day as needed for pain. Sometimes he takes up to 3 to 4 pills when it is severe, but he generally takes Advil about twice a week.
Family History: The patient has grandparents who have arthritis, possibly age-related osteoarthritis, however, the patient has a father who has issue with back pain and also has history of uveitis, but has not been diagnosed with ankylosing spondylitis. The patient denies any other male relatives having spine issues. He only has sisters in his family.
Social History: The patient is a student at Oregon University, he is finishing his last semester in fall, but he is attending school remotely at this time. He is single no children, he does not smoke cigarettes, but he has occasionally smoked cannabis to alleviate his joint pain.
Review of Systems: The patient denies any systemic illness, morning stiffness is about half an hour.
A full review of systems which included constitutional, dermatologic, HEENT, respiratory, CV, GI, GU, musculoskeletal, and neurological were carried out.

Physical Examination: 

General: All normal.

VS: Temp:   

  BP:


HR:


Wt.:



Appearance: WDWN NAD

HEENT:  Normal cephalic atraumatic, pupils round, equal and reactive to light, extraocular muscles intact.  Conjunctiva not injected.  Fundoscopic exam is without hemorrhage or exudates.  O/p is clear without sores.  Nasal bridge is not deformed and there is no evidence of nasal ulcers.  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 or onycholysis.  

Lymph nodes: No evidence of palpable lymphadenopathy.

Respiratory:  Lungs are clear to auscultation bilaterally.

Cardiovascular:  Normal rate and rhythm without murmurs rubs or gallops.

Gastrointestinal:  Normal active bowel sounds, no tenderness and no rebound, and no organomegaly.

Genitourinary:  Breast, pelvic, and rectal exam deferred to personal physician.

Neurologic:  Mental status alert and oriented times three.  Cranial nerves 2-12 intact.  Motor strengths and tones are normal throughout.  Sensory to light touch and pinprick intact.

Musculoskeletal:

Axial skeleton:

C-spine: Good range of motion.  Vertebrae and paraspinal areas non-tender to palpation. Occiput to wall distance is 0 cm.

T-spine:  Vertebrae and paraspinal areas non-tender to palpation.  Chest expansion is 10 cm to 15¾ cm.
L-S spine:  Good range of motion.  Vertebrae and paraspinal areas are non-tender to palpation.  His Schober’s test is 87 cm to 93 cm so that is 6 cm.  The patient has tenderness over left SI joint to palpation. 
SI joint: Non-tender

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

Hips:  Range of motion is normal in the right hip.  Left hip has full range of motion, however, with some discomfort with internal rotation.
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 dated May 20, 2022, his HLA-B27 antigen test is positive.  I do not have the results of the left hip x-ray at this time.
Impression: 
1. History of left hip pain intermittently for one to two years, with the history of Achilles tendon pain on the left side when he was a 7th grader.  More recently, had a left eye uveitis.  The patient also has tested positive for HLA-B27 and suspicious for possible ankylosing spondylitis.  The patient may also have a family history of ankylosing spondylitis in father, but it is not a diagnosed condition.
Recommendations/Plan:
1. I explained to the patient of the above

2. I would like to complete the workup by ordering blood test and further x-rays.  I would order blood test including CBC, CMP, CRP, ESR, and rheumatoid factor.  In order to exclude other medical conditions that might mimic autoimmune disorder, I would also order thyroid panel with the TSH and free T4 and acute hepatitis panel.  As I anticipate that he may need to go to immunosuppressant chronic treatment, I would also order TB QuantiFERON.
3. For x-ray, I would order L-spine as well as SI joints to see if he has any involvement.
4. Explained the patient of the importance of exercise and range of motion if this is ankylosing spondylitis, fusion of the spine in axial joints may be a possibility.  Counseled on no smoking as ankylosing spondylitis can affect the chest wall and may interfere with lung capacity.
5. As far as the treatment option goes, anti-inflammatory medication is certainly a valid option. Explained the patient the chronic usage of anti-inflammatory medication can cause GI toxicity as well as liver and kidney toxicity.  If he continued to struggle with the symptoms or if he has a bone involvement already, then anti-inflammatory medication is not sufficient and we may need to move on to biologic treatment.
6. I will contact the patient with the results of x-ray and blood test to discuss further treatment options.
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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