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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Leah D. Rhea

CASE ID: 3176300

DATE OF BIRTH: 10/15/1975

DATE OF EXAM: 08/04/2022

Chief Complaints: Ms. Leah D. Rhea is a 46-year-old female who is here with:

1. History of systemic lupus erythematosus.

2. History of epilepsy.

3. History of anemia.

History of Present Illness: The patient states she has had history of seizures since age 8 years old. The seizures are not controlled. She has been on Dilantin in the past; for some reason, they have discontinued Dilantin. The patient states about few years ago she was diagnosed as having systemic lupus erythematosus where she was having problems with joint pains, her hands hurt, her knees hurt, her ankles hurt, her shoulders hurt and the test for lupus came back positive. Since then, she is on steroids off and on for lupus. She states she was wild in the past and used lot of drugs. She does not know if she has hepatitis C positive or if she has HIV. She states she was in prison for two years and, after coming out prison, she states she went to county jail several times because she would break the probation and could not behave right, but she states now she has been sober for the past six years. She states she goes to HealthPoint in Franklin, Texas for her medications and medical care.

Operations: Include hysterectomy in 2010.

Medicines: At home, include:
1. Omeprazole 40 mg a day.
2. Ondansetron 4 mg p.r.n.

3. Methotrexate 2.5 mg six tablets once a week.

4. Prednisone 20 mg a day.

5. Tylenol No.3.

6. Hydroxychloroquine 200 mg twice a day.

7. Lisinopril 10 mg a day.

8. Estradiol 0.5 mg two tablets a day.

9. Cyclobenzaprine 10 mg three times a day.

10. Gabapentin 300 mg three times a day.

11. Seroquel 200 mg at bedtime.

Allergies: DEMEROL.
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Personal History: She states she did not finish high school, but has a GED. She has worked as a cook. Her last job was in 2019. She is married. She has had four children; youngest is 22 years old. She continues to smoke one pack of cigarettes a day for the past 33 years. She does not drink alcohol. She has been sober as far as drugs are concerned for past six years.
The patient is in home with her husband and she has not worked in several months. She states it is her husband who helps her cook and clean.

The patient continues to have seizure at least once a week. Her last seizure, which was grand mal, was just two days ago. She states after the seizure she states she passed out for 10-15 minutes and then she is okay. She states her lupus started when she was 26 years old and her neck and the joints became all stiff. She states she still has the joint pains. The third major problem the patient told me was she has history of bipolar disorder with psychotic features; she was diagnosed 20 years ago. They did different medications and she was on multiple medicines, but they have limited the medicines to rather two medicines only. She states she has had suicide attempt in 2014, when she stopped in front of a running car and she was sent to Austin State Hospital where she was there for three months. She states she also has been depressed and sad because her first child died within first three months of SIDS and the second death was of her second son who was 17-year-old and on drugs. She states she has gained significant amount of weight. She states in 2017, she was hit by a car on her right knee and she flew over the windshield. She states she was hospitalized and could not walk for a month. She states being on Seroquel has quietened down most of the things and she has not had any further suicide attempts. She does get an aura with the seizures in that she gets a shaky feeling and sickness in her stomach, which is an aura. She has only gone to school up to ninth grade. Her husband is retired.

Physical Examination:
General: Exam reveals Ms. Leah D. Rhea to be a 46-year-old white female who is awake, alert and oriented, in no acute distress. She is not using any assistive device for ambulation. She is able to get on and off the examination table without difficulty. She could not hop, squat or tandem walk. She could pick up a pencil and button her clothes. She is right-handed.

Vital Signs:

Height 5’6".

Weight 141 pounds.

Blood pressure 110/80.

Pulse 97 per minute.

Pulse oximetry 97%.

Temperature 96.4.

BMI 23.
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Snellen’s Test: Her vision without glasses:

Right eye 20/40.

Left eye 20/30.

Both eyes 20/30.
With glasses vision:

Right eye 20/50.

Left eye 20/50

Both eyes 20/40.

She wears glasses and does not have a hearing aid.

Face: Slight steroid facies.

Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.
Neck: Supple. No lymphadenopathy. No carotid bruits. Thyroid is not palpable. A hump is seen in the back of the neck.
Chest: Good inspiratory and expiratory breath sounds.

Heart: S1 and S2 regular. No gallop. No murmur.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema.

Neurologic: Cranial nerves II through XII are intact. Overall, motor system, sensory system and reflexes are normal. Finger-nose testing is normal. There is no nystagmus. Reflexes are 1+ throughout. Alternate pronation and supination of hands is normal. Her grip in both hands is weak. Her gait seems to be normal. She could not do heel and toe walking or squatting. Her muscle strength appeared to be grade 4/5. Her sensory system is intact. There is no evidence of any muscle atrophy. Her straight leg raising is about 80 degrees on both legs. She cannot do heel and toe walking. She has ability to squat, but it is painful, so she avoids it. There is no evidence of subluxation, contracture, bony or fibrous ankylosis. There is no instability of any joint. She states off and on she has had joint pains affecting her both wrists, both ankles, both knees, both shoulders and she would get morning sickness. She is not on any antiinflammatory medicine. She does not do any yoga or meditation or acupuncture for pain relief. She is able to pick up a pencil and button her clothes.

Specifically Answering Questions per TRC: Her handgrip is weak and poor and drops things from her hands. There is no history of fracture. The patient states she is homebound and gets help from her husband in cooking and cleaning. The patient is not using any assistive device for ambulation. She is able to raise arms overhead. Her grip and pinch strength is both weak. She is able to use upper extremities in performing gross and fine functions. Right hand is the dominant hand. She has ability to pinch, grasp and shake hands to write and manipulate the objects such as coin, pen or a cup. There is no fracture. She has difficulty moving about, lifting, carrying, handling objects is difficult, but she can sit and stand. There are no skin lesions visible. The patient complains of hands and foot pain, but does not seem to have acute flare-up of lupus on the day of the exam except the patient having a slight weak grip.
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The Patient’s Problems: Multiple, including:
1. History of lupus since age 26.

2. History of grand mal seizures since age 8.

3. History of bipolar disorder with psychotic features.

4. The patient had a suicide attempt, for which reason she was sent to Austin State Hospital where she stayed there for three months.
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