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DIPTI G. SHAH, M.D., F.A.C.R.

Board Certified in Rheumatology

Levan Medical Center ( 15134 Levan Road ( Livonia, Michigan ( 48154

Telephone:  1-734-779-2126






Fax: 1-734-779-2151



PATIENT:

Ehause, Cindy
DATE OF VISIT:
January 23, 2013

CONSULT NOTE

The patient is a 55-year-old lady referred by Dr. Virendar Mendiratta and Dr. Eisenberg for evaluation and management of her joint pains. The patient has rather generalized aching and hurting for at least the couple of years. She had breast cancer that was diagnosed in 2009. She underwent surgery followed by radiation and chemotherapy. Since then, she has been having generalized aching and hurting. She was initially put on Arimidex and later Femara both of which she states worsened her discomfort. She was then evaluated by Dr. Kowan who diagnosed bilateral carpal tunnel syndrome and possible peripheral neuropathy. I do not have the results from the EMG. She also had a low positive rheumatoid factor in 2011 and hence the referral to rule out inflammatory arthritis. The patient currently complains of aches and pains all over including hands, arms, feet, legs, back, and neck. The pain is constantly present, worse on exertion, partly relieved with rest associated with some morning stiffness and stiffness on inactivity. She does not sleep well at night. She has continued to work through this. She works on the 02:30 _____ motors and works full-time. She also has some tingling in the hands and in the feet.

Review of System:

Positive for constipation, occasional nausea, heartburn, difficulty with sleep, night sweats, chest pain, dizziness, fatigue, weakness, weight gain, and muscle pain.

Past Medical History:
As mentioned in HPI.

Family History:

Noncontributory.

Social History:

The patient used to be a smoker and quit smoking since her diagnosis of breast cancer. She continues to still occasionally smoke, however. No alcohol use recently. The patient works full-time. She drinks soda frequently and coffee one to two cups daily.

Allergies:

Not known.
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Present Medications:

Prilosec recently started, Xanax for couple of years, Vicodin up to three to four a day, Savella, fish oil, Motrin, calcium, vitamin C, vitam E, vitamin D3, glucosamine, and magnesium.

Physical Examination:
On examination, her height was 5’2”. Weight 134 pounds. Blood pressure 110/62. HEENT –unremarkable. Neck – mild paracervical spasm. Chest – clear. Heart – regular rate and rhythm. Abdomen – soft. Extremities – no edema. Musculoskeletal examination – hands showed some degenerative changes. Wrists also showed some degenerative changes and no synovitis. Elbows were unremarkable. Shoulders have good range of motion. Lower extremity joints – feet appear unremarkable. Ankles with some DJD and knees with some DJD, but no synovitis. Hips with slightly reduced range of motion. Spinal examination – mild paraspinal spasm.
Laboratory Data:
Last laboratory tests available to me were reviewed. She had CBC on 11/06/12, which was normal and rheumatoid factor in September 2011 was mildly positive at 27 IU and ANA was negative in 2011. I do not have any other laboratory tests.

Impression:
The patient has polyarthralgias. Her symptoms are not suggestive of any inflammatory arthropathy. She appears to have generalized osteoarthritis with fibromyalgia syndrome also bilateral carpal tunnel syndrome and likely peripheral neuropathy. She also has underlying anxiety and sleep disturbances and hence exacerbation of the pain. She may have some vitamin deficiency.

Plans:
I had a detailed discussion with the patient. I will order additional laboratory tests. I will try her on gabapentin 100 mg twice a day. I will request records of consult notes, EMG and blood test from Dr. Kowan. I will see her back in follow up in two to three weeks.

Dipti Shah, M.D.

cc:
Dr. Virendar Mendiratta
Dr. Eisenberg
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