

HISTORY AND PHYSICAL
RE:
KOWALKE, JUDITH




VISIT DATE:
01/22/13
This is a 50-year-old woman who has been sent for complaints of frequent falls for the last three months.
HISTORY OF PRESENTING COMPLAINTS:

The patient started of with some tunnel vision while working at the assembly line where she had decreasing vision from the outside in the peripheral portion of her visual fields down towards the central portion of her visual fields for a few seconds, which went away. The patient has had a history of frequent headaches and frequent falls for the last three months. The most recent episode was when she turned and twisted her knee and fell flat on the ground and thereafter was unable to bear weight on the knee with severe pain, 10/10, constant.
The patient has had frequent falls in the past around Thanksgiving. The patient does not have any premonitory symptoms. No dizziness. No palpitations. No chest pains. No sweating prior to the episodes. The patient states she does her usual daily chores and then she finds her buckling down and falling to the ground and it is in a matter of seconds and she is not able to catch herself from falling. No loss of consciousness. No bladder or bowel incontinence. The patient is awake and alert at that time.
The patient has no history of injuries during the falls.

The patient complains of pain in her toes, which has been for many, many years due to the constantly being on the second great toe, which seems bigger than the rest of the toes.

The patient has no complaints of rashes. No hair loss. No oral sores. No photosensitivity. No Raynaud’s. No fever. No weight loss. No chest pain or trouble breathing.
The patient does complain of achiness in her hands in both upper extremities and morning stiffness of around half an hour.

The patient has no redness. No overt swelling noted in any joints. The patient does complain of low back pain and neck pain on and off for which she has had physical therapy.

The patient has been evaluated for the above symptoms of frequent falls by a neurosurgeon who has had an MRI, which reveals subdural hygromas.
– The neurosurgeon does not think her recent falls are related to the tiny subdural hygromas.
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HISTORY OF PRESENTING COMPLAINTS:

(continued)

The patient has had an evaluation by an ophthalmologist and a neurologist who has ordered an MRI of the LS spine and an EMG has been done. The report of it is pending and the patient is yet to do the MRI of the LS spine.
The patient has had a workup with an MRI, which shows subdural hygromas.

The patient has had a consultation with a neurosurgeon, who does not think the frequent falls are related to the subdural hygromas.

The patient has seen and been evaluated by ophthalmologist for the tunnel vision.

The patient has seen a neurologist as well who has ordered an LS spine, which is pending and an EMG test and I do not have those results.

REVIEW OF SYSTEMS:

As above, tunnel vision, frequent falls, pain and swelling in the left knee status post recent fall.
PAST MEDICAL HISTORY:
Headaches.

Cervical cancer diagnosed in 2001 for which she has had laser surgery.

PAST SURGICAL HISTORY:
Tubal pregnancy with tubal rupture.

C-section in 2003.

SOCIAL HISTORY:
She does not smoke and does not drink. No history of drugs. She is marred with one child.

FAMILY HISTORY:
Father died at age 79 of heart problems, history of prostate cancer. Mother had high blood pressure, hyperthyroidism, hypercholesterolemia and deceased.
ALLERGIES:

None.
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CURRENT MEDICATIONS:

She is on a muscle relaxer.

PHYSICAL EXAMINATION:
HEENT:
Head is atraumatic, normocephalic. No tenderness at the temporal regions. Temporal arteries are not palpable or thickened. No beading of the temporal arteries. Conjunctivae appear to be normal. Pupils are normal size, normally reacting. Fundus examination reveals no hemorrhages or exudates. Optic discs and its margins are clear. Tympanic membranes appear to be normal. No tenderness over the nasal cartilage. No tenderness over tracheal cartilage. Thyroid is not palpable. There are no submandibular lymph nodes. There are no supraclavicular lymph nodes. Nasal mucosa is normal. There is no evidence of nasal septal perforation. There is no evidence of any nasal polyps. No tenderness over the sinuses. Gums show no bleeding. The pharynx is non-erythematous. Inspection of the soft palate, posterior pillars, uvula, tonsils, and pharynx appear to be without any redness and uvula is midline. No malar rash, no oral ulcers.

CHEST:
Clear to auscultation bilaterally.

CARDIOVASCULAR:
S1 and S2 present. Regular rate and rhythm.

ABDOMEN:
Soft, bowel sounds present, nontender, nondistended.

EXTREMITIES:
No papilledema.

NEUROLOGY: Muscle strength in both upper and lower extremity is 5/5. In the left lower extremity, the patient is in pain. So, the results are not very accurate.

MUSCULOSKELETAL:
Both upper and lower extremity examination is done for inspection, palpation, stability, and range of motion. Only the pertinent abnormal and normal findings are listed below.

Examination of her hands – no swelling. No tenderness noted. Range of motion is normal. Examination of her knees – left knee, there is swelling present and tenderness in the joint line. Range of motion is very painful and restricted.

Examination of the neck – there is a little muscle spasm. Range of motion is normal.

LABORATORY DATA:
MRI has been done, which shows tiny subdural hygromas.
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ASSESSMENT AND PLAN:

1. Frequent falls. No obvious neurological or cardiac etiology. We will get records from all the consultants, which includes the neurosurgeon, the ophthalmologist, and the neurologist. We will have an x-ray done of the lower back and the knee as well and MRI is advised on the knee to rule out meniscal tear. Possible physical therapy for generalized strengthening. We will work her up for inflammatory arthritis as well but clinically unlikely. We will include workup of myositis.

The patient is to follow up in two to three weeks.
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