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DATE:
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DOB:
November 12, 1925

AGE:
87

Referring Physician:
Hish Majzoub, M.D.

CHIEF COMPLAINT: The patient was referred for evaluation of pains and aches in both hands worse on the right side and accompanied with numbness and pains and aches in the shoulders worse on the left side. Also abnormal lab work with positive ANA and positive rheumatoid factor.

HISTORY OF THE PRESENT ILLNESS: The patient is an 87-year-old white male who complaints of pain, numbness, and tingling in both hands as well as in both shoulders worse on the left side. Also pains and aches in the lower back. The patient had nerve conduction studies of both hands that were consistent with bilateral carpal tunnel syndrome moderately severe. The patient had right and left carpal tunnel syndrome release by Dr. Majzoub, but in spite of this he continued to have the symptoms of pains and aches in wrist joints and numbness in the fingers. According to the patient, he had repeat nerve conduction studies one day before his visit and he was told that the carpal tunnel syndrome persisted. The report anyhow is not available. The patient mentioned that he continued to try to be active, but he has difficulty with making a handgrip. The patient has pains and aches in the shoulders worse on the left side and he is right-handed man as well as in the lower back and he had previous x-rays of the lower back that showed extensive DJD changes.

The patient had also lab work that showed the rheumatoid factor to be weekly positive. The ANA was also positive of *_______165___* nature. The patient anyhow denied any history of skin rash. No photosensitivity. No history of dry eyes or dry mouth. There is no history of fever.

ALLERGIES: Unknown.

MEDICAL DISEASES: Chronic obstructive pulmonary disease secondary to 60-year of cigarette smoking of around three packs. The patient anyhow stopped 15 years ago. History of myocardial infarction in 1983.

SURGICAL OPERATIONS: Bilateral cataract extraction with lens implants, history of bilateral carpal tunnel syndrome release, right hernia repair, appendectomy, coronary artery bypass graft, and stent application.
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MEDICATIONS: Tramadol 50 mg q.4h. p.r.n. for pain without relief of symptoms, meloxicam 15 mg daily, Ecotrin 325 mg daily, digoxin 125 mcg daily, hydrochlorothiazide 25 mg once a day, Hytrin 1 mg once a day, levothyroxine 75 mcg once a day, Restoril 30 mg at bedtime, and Cordarone 200 mg one daily.

OCCUPATIONAL HISTORY: The patient worked at the Ray Road and he did lot of handyman jobs and he continued to be active. In the last time, he was employed was in 1983.

FAMILY & SOCIAL HISTORY: Alcohol drinking none. Cigarette smoking stopped 15 years ago. There is a history of 60 years of three packs per day cigarette smoking. Father died in his 70s and he does not know the cause. Mother died at young age and has a complication of strep infection. The patient uses oxygen through nasal cannula two to three liters per minute. The patient lives by himself and according to him, his wife passed away few weeks ago and continue to be active and independent, but sometimes she is being helped with his son.

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. He 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.

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.
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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.

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 male with complaint of pain and numbness in both hands and pain in the lower back and in the left shoulder.

Vital Signs: Blood pressure 130/70, pulse 72, respiratory rate 12, temperature normal, height 72”, and weight 175 pounds.

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.
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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 extensive osteoarthritic changes at the wrist joints, at the MCP, PIP, and DIP joints. The patient is not able to make a complete handgrip due to lack of flexion of the second and third fingers.

2. Elbows were normal to examation.

3. Right shoulders showed mild tenderness. Left shoulder showed moderate tenderness and reduction in the range of motion.

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

5. Knee joints showed crepitations and mild tenderness.

6. Hip joints were normal.

7. Cervical and dorsal spine was essentially unremarkable, but the lumbosacral spine showed tenderness maximum appositive the sacroiliac joint.

Phalen and Tinel signs were positive bilateral in both wrist joints.

LAB WORK: ANA was positive. Titer *_______550___*. Rheumatoid factor was mildly elevated to 23 upper limit of normal is 14. CCB antibodies were negative. CRP elevated 2.45 upper limit of normal is 0.8. CBC showed WBC 7.4000, hemoglobin 15.5, hematocrit 47.6, and platelet count 243,000. Chemistry profile showed sugar elevated to 125, BUN 22, creatitnine 1.3, and liver function test was normal.

Nerve conduction studies before surgery of release of carpal tunnel syndrome was consistent with bilateral carpal tunnel findings.

X-ray of bilateral wrist was reported to have calcification in the radial and ulnar arteries and lumbar spine four views showed severe multilevel DJD changes and also calcified abdominal aortic aneurysm measuring around 6 cm.

ASSESSMENT & IMPRESSION:
1. Osteoarthritis and chondrocalcinosis of both hands.

2. Bilateral carpal tunnel syndrome and status post release, but the patient continued to have symptoms could be related to the osteoarthritis and chondrocalcinosis.

3. Positive ANA, nucleolar in nature and without any clinical significance.
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4. Weak positive rheumatoid factor, but doubt that he has rheumatoid arthritis.

5. Osteoarthritis of the lumbosacral spine with chronic lower backache.

6. Other medical conditions of chronic obstructive pulmonary disease. Respiratory failure on chronic home oxygen therapy and status post myocardial infarction with coronary artery bypass graft and stent.

TREATMENT & RECOMMENDATIONS: Regarding to the musculoskeletal symptoms, discussed the options with the patient and he agreed for intraarticular steroid injection of the right wrist and the left shoulder.

Aspiration of the left shoulder and injection with DepoMedrol 80 mg and lidocaine 1 cc was done.

Aspiration of the right wrist along the palmar aspect and infection of Depo Medrol 80 mg and lidocaine 1% was done.

The patient was given Vicodin 5/500 mg total of 60 one q.6.h. p.r.n. for pain.

Advised to continue all other medications and will return in one week and will be reevaluated.

Thank you for this referral.

Ali J. Abu-Libdeh, M.D.
AJAL/KK

D: 01-23-13

T: 01-23-13

cc:
Hish Majzoub, M.D.

