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PATIENT:
ELSIE HENMAN

DATE:
January 22, 2013

DOB:
August 24, 1941

AGE:
71

Referring Physician:
Harold Blankenship, D.O., Hospitalist at Freeman Hospital

CHIEF COMPLAINT: The patient was referred for possibility of CNS vasculitis versus other inflammatory conditions. Need to rule out SLE vasculitis of the brain.

HISTORY OF THE PRESENT ILLNESS: The patient is a 71-year-old white female who was admitted to Freeman Hospital on 01/06/13 and discharge on 01/10/13 because she had hypertensive emergency with CNS changes. The patient’s blood pressure was markedly elevated and it was controlled with the medications. Her mental condition was changed on admission most likely secondary to hypertensive encephalopathy. The patient had lab work that showed the sed rate markedly elevated to 72 and C-reactive protein was elevated to 2.1. The patient had EEG that showed *______162____* slowing and the MRI showed vascular stenosis with ? vasculitis. The patient anyhow did not have any spinal tap to confirm any changes in the CSF protein or cell count. The patient had nonspecific headaches, but non-temporal. The patient had lab work that included ANA, anti-Smith antibodies, and double stranded DNA as well as antiphospholipid antibodies. The patient was started on prednisone 20 mg per day and she was discharged home. The patient mentioned that she regained her mental power 24-hours after admission after controlling her blood pressure. The patient is feeling quite fine at the time of admission. On further questioning of the patient, she mentioned that she had difficulty with the left shoulder in the form of pain and reduction in the range of motion, but there was no difficulty in the right shoulder. Also she had mild lower backache, but there was no difficulty in the hip girdle muscles. The patient had history of diabetes and was maintained on oral hypoglycemics, but she was discharged on insulin Levemir and sliding scale and according to her, her insulin is well controlled with this line of treatment.

The patient also complains of mild reduction of vision in the right eye and she had bilateral cataract extraction and lens implants in July and August 2005. The patient mentioned that she cannot see an ophthalmologist to check her right eye except with the referral and we will make arrangements for this.

ALLERGIES: Penicillin, sulfa drugs, and Demerol.
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MEDICAL DISEASES: Remarkable by history of diabetes mellitus for the last seven to eight years and was maintained on oral hypoglycemics till her admission to Freeman and she was discharged on Levemir and sliding scale. History of hypertension, history of hyperlipidemia, history of coronary artery bypass graft with three-vessel graft and stent application.

SURGICAL OPERATIONS: History of cholecystectomy, bilateral knee joint replacement, history of revision of her left knee arthroplasty secondary to aseptic loosening of the left knee, arthroplasty eight weeks to further visit, history of bilateral cataract extraction in July and August 2005 with reduction of vision in the right eye.

MEDICATIONS: Clonidine 0.1 mg t.i.d., benazepril hydrochlorothiazide 20 mg daily, prednisone 20 mg daily, aspirin 81 mg chewable one daily, Lipitor 20 mg once a day, labetalol 200 mg twice a day, Norvasc 5 mg once a day, insulin Levemir 17 units at bedtime, and Humalog insulin 12 units t.i.d.

OCCUPATIONAL HISTORY: The patient continued to work as a cashier at Walmart average of 40 hours per week for the last 12 years, but according to her she was placed on off work till March 2013 because of the above hospitalization. The patient mentioned that she is planing to go back to work in spite of her age. The patient also works in a chicken plant for 25 years and she worked as a cook in the school for around 15 years.

FAMILY & SOCIAL HISTORY: Alcohol drinking none. Cigarette smoking stopped 39 years ago after 20-year pack cigarette smoking. Father died at the age of 75 with the history of cancer throat and heart disease. Mother died at the age of 73 with the history of diabetes and heart disease.

REVIEW OF SYSTEMS:

Constitutional: There is no fever. No sweats. No chills. No fatigue. No weight loss or weight gain.

Eyes: No history of vision loss. No blurred vision. No double vision. No macular degeneration. She has corrective glasses.

Ear, nose, mouth, and throat: No history of hearing loss. No tinnitus. No earaches. No snoring. No sore throat. No sinus problems. No oral ulcers. No swallowing problems. No hoarseness. No hearing aids.
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Cardiovascular: No chest pain. No palpitation. No murmur. No claudication. No swelling of the lower extremities.

Respiratory: There is no cough. No sputum production. No wheezing. No shortness of breath. No history of pneumonia. No bronchitis. No TB exposure PPD skin test: Unknown.

Endocrine System: No history of heat or cold intolerance. No polyuria or polydipsia. No history of diabetes. No history of thyroid problem.

GI: There is no nausea. No vomiting. No abdominal pain. No back tarry stools. No change in bowel habits or appetite.

GU: There is no dysuria or frequency of urination. No vaginal discharge. No incontinence.

Musculoskeletal: History of polyarthralgia and polymyalgia.

Skin: There is no history of ulcers, no rash, no sores, and no bruises.

Breasts: No lumps or masses. No nipple discharge.

Neuro: There is no history of headaches. No dizziness. No loss of consciousness. No focal weakness. No paresthesia. No tremors.

Psych: History of depression and anxiety, fearful, crying, suicidal ideation, and agitation.

Hematological Lymphatic: There is no history of anemia. No bleeding tendencies. No history of fallen lymph nodes.

Allergic and Immunological System: No history of allergies to dust or other environmental conditions.

PHYSICAL EXAMINATION:

General Condition: A well-developed white female, somewhat overweight with complains of numbness in the left hand opposite to the left third, fourth, and fifth digits. Also complaining of diminished vision in the right eye.

Vital Signs: Blood pressure 130/70, pulse 72, respiratory rate 14, temperature normal, height 5’0”, and weight 199 pounds.
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HEENT: Normocephalic. Pupils reactive and equal. Oropharynx is free from ulcers. Mucous membranes of the mouth and conjunctiva were moist. No malar skin rash.

Neck: Supple. Thyroid is not enlarged.

Carotid Artery Pulsations: Palpable and of good volume bilateral. Neck veins are not congested. Cervical lymph nodes are not palpable.

Cardiovascular: PMI: 5th space, midclavicular line. S1 and S2 are normal. No gallops and no murmurs.

Pulmonary: Chest and lungs were clear to auscultation and palpation. No chest wall tenderness.

Abdomen: Liver and spleen are not enlarged. No masses and no tenderness.

Neurological Examination: Cranial nerves are intact from II to XII.

Deep Tendon Reflexes: +2 bilateral symmetrical in the biceps, triceps, knees and ankles. Babinski plantar flexion bilateral.

Sensation to vibration, pinprick, and touch was intact in the upper and lower extremities.

Musculoskeletal Examination: Showed the following.

1. Both hands showed osteoarthritic changes with the formation of Heberden’s nodes at distal interphalangeal joint and some tenderness at the first MCP joint. 

2. Elbows did not show any active arthritis.

3. Right shoulder was normal. Left shoulder showed mild reduction in the range of motion.

4. Feet and ankles showed osteoarthritic changes at the first MTP joint.

5. Knee joints were surgically replaced without evidence of infection.

6. Hip joints were essentially unremarkable.

7. Examination of the cervical and dorsal spine was normal and the lumbosacral spine showed mild osteoarthritic changes.
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LAB WORK: The patient had ANA that was negative. Antiphospholipid antibodies was also negative. She had sed rate in the hospital that was elevated to 72. The C-reactive protein was elevated to 2.1. The patient had also extensive studies while in the hospital with MRI of the brain that showed vascular changes consistent mostly likely with atherosclerosis and chronic pain atrophy with chronic microvascular changes and atherosclerotic calcification. The EEG was abnormal with generalized *________821__* slowing consistent with encephalopathy. Bilateral carotid Doppler ultrasound showed less than 40% stenosis bilateral with the left worse than the right. MRA of the head revealed numerous stenoses identified within the *________865__* vascular system and the etiology was most likely atherosclerosis, although possibility of vasculitis was entertained. The patient had MRA of the neck and was consistent with carotid artery narrowing of less than 40% with the left worse than the right.

ASSESSMENT & IMPRESSION:
1. Hypertensive crisis with hypertensive encephalopathy on admission on 01/06/13 that was controlled with medication and resolution of the symptoms.

2. Elevated sed rate and CRP with negative ANA and negative lupus anticoagulant that the patient had CNS vasculitis.

3. Diabetes mellitus, controlled at the present time with insulin.

4. Marked reduction of vision in the right eye and both cataracts in 2005, needs to be evaluated by ophthalmologist.

TREATMENT & RECOMMENDATIONS:
1. We will taper her prednisone and she was given written instruction in this regard. The patient will decrease prednisone to 15 mg daily for one week and after that will be reduced to 10 mg per day till seen in one month.

2. The patient was referred by Dr. __________, ophthalmologist for evaluation of the right eye.

3. Advised to continue all other medications and she would be followed as an outpatient.

4. Repeat sed rate and CRP was ordered.

Thank you for this referral.

Ali J. Abu-Libdeh, M.D.

AJAL/KK

D: 01-23-13

T: 01-23-13

cc:
Harold Blankenship, D.O., Hospitalist at Freeman Hospital

