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

Reason for Consultation/Chief Complaint:  Joint pain, he is somewhat recently diagnosed with ankylosing spondylitis.

Subjective:  This is a 61-year-old Caucasian male with history of joint pain in his 20s who is here for evaluation of possible ankylosing spondylitis.  His medical history is following.

He first noticed the joint pain in his early 20s affecting his lower back and sciatica area.  He has attributed the pain for playing vigorous sports including football and basketball.  The pain has gradually spread to other parts of the body as he gets older.  He is complaining about upper back pain, neck pain, hand pain, knee pain, ankle pain and toe pain.  When he has attack of pain, the finger and toenails become swollen and it may last for one to two days.  Pain is generally worse in the morning time and gets better throughout the day. He is stiff about two to three hours every morning.  He was taking antiinflammatory medication as needed when he was young, however now he has been taking Advil two tablets per day and sometimes more as needed for last 15 years or so.

He also has a history of eye issues when he was in late 20s or may be early 30, affecting the left eye which was diagnosed of iritis.  He took the prednisone drop to treat it and he was advised to get a followup evaluation, but he never follow thoroughly and he never had any recurrence of the iritis.

He also had a history of gout about 10 years ago and he took colchicine and he never had any recurrence of the gout.  He also has Achilles pain, but denies any swelling in the Achilles tendon.

Past Medical History: Mild hyperlipidemia, not on medication.

Past Surgical History: Hernia repair in 1984.

Medications: Advil 200 mg two tablets per day.

Allergies: None.

Family History: The patient has a son who was recently diagnosed with ankylosing spondylitis and he presented with hip pain and iritis.  He also has a brother who has rheumatoid arthritis.  He also has a family history of heart attack.  His father died at the age of 63 due to heart attack, and his sister had a heart attack and survived when she was in 60s.  He works for the medical industry for sales and he is married and has three children.  He 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.  He admits to poor sleep, which difficulty falling asleep, but it is not due to pain as his pain is better towards the end of the day.  Morning stiffness is a few hours every morning.
Physical Examination: 

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: The patient has good flexion of the C-spine, but limited extension and lateral flexion to both sides.  He has reasonable rotation of the C-spine.  His chest extension is 115 cm to 117.5 cm.
T-spine:  He has tenderness with palpation in the mid spine.  His occiput to wall distance is 3.5 cm.
L-S spine:  The patient has no pain today and his shoulder measure is 10 to 15.5 cm.
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: The patient has slight hyperostosis of the PIP joints bilaterally.  On his left fifth finger, he has deformity of the PIP joint with a history of fracture from playing sports at the young age.
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 none.

Impression: Joint pain affecting axial skeleton as well peripheral skeleton with a history of iritis in his late 20s.  He has a son who was diagnosed with ankylosing spondylitis at the age of early 20s.  His axial spine is not limited at the C-spine and his exam for the lower spine and SI joint are not remarkable today.  I believe he may have some osteoarthritis component to his physical findings, but given his morning stiffness and possible ankylosing spondylitis results were a concern.
Recommendations/Plan:
1. I would do workup to evaluate for autoimmune inflammatory illnesses.  I would order autoimmune disease markers such as ANA, rheumatoid factor, HLA-B27 along with inflammatory parameters such as sed rate and C-reactive protein.  I would also check his CBC, CMP, thyroid panel, and acute hepatitis panel to rule out other medical disorders that mimic autoimmune disorder.
2. I would also ask him to do x-ray of the C-spine, T-spine, L-spine and SI joint spine to evaluate for his spine issues.
3. I would contact the patient once all the results are in to discuss whether I can recommend therapy over the phone or need actual in person visit to discuss further such as biologic treatment depending on the results of the diagnostic workup.
4. In the meantime, the patient was educated on the pathophysiology and the causes of ankylosing spondylitis and he would try to maintain the posture as straight as possible, and do the deep breathing exercise when he first wakeup in the morning.
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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