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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:

Rondeau, Susan
DATE OF VISIT:
January 24, 2013

CONSULT NOTE

The patient is a 63-year-old lady referred by Dr. Sudha Patel for evaluation of positive ANA to rule out connective tissue disease. The patient has a long history of aching and hurting. She has a long history suggestive of generalized osteoarthritis including arthritis in the hands, lumbar spine, and in the right knee. The pain has been worse on exertion and partly relieved with rest, associated with morning stiffness and stiffness on inactivity. In November 2012 she had significant flare-up and her Meloxicam was temporally increase to 15 mg, she felt better, and now it has been reduced down to 7.5 mg. The patient works as a custodian and hence has increased pain after her work. Lab evaluation in November also showed a positive ANA and hence the referral.

Review of System:
Positive for some hair loss, occasional diarrhea, nausea, difficulty with sleep, night sweats, occasional shortness of breath, and fatigue.

Past Medical History:
Recurrent UTIs in the past, some heart problems, gastric bypass surgery for gallbladder problems, previously abnormal liver function tests, occasional stomach problems, history of depression, and history of thyroid problems in the past.

Past Surgical History:
Cholecystectomy, otherwise unremarkable.

Family History:

Recently her sister died from primary biliary cirrhosis. Mother had seizure disorder and father with arthritis and Alzheimer’s.

Social History:

Negative for smoking. No alcohol use. The patient works full time as custodian. She drinks two cups of coffee per day.

Allergies:

Penicillin and iodine.
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Present Medications:

Ranitidine, ursodiol, Meloxicam, potassium, Tylenol No. 3 as needed, lisinopril, vitamin D 4000 units daily, antidiarrheal medication, multivitamin, Benadryl, and Tylenol as needed.
Physical Examination:
On examination, her height was 5’4”. Weight 170 pounds. Blood pressure is 126/78. Skin examination – unremarkable. HEENT – normal. Neck – mild paracervical spasm. Chest – clear. Heart – regular rate and rhythm. Abdomen – soft. Extremities – no edema. Musculoskeletal examination – hands showed some degenerative changes. Wrists were unremarkable. Elbows and shoulders were unremarkable. Lower extremity joint – feet also showed some DJD. Ankles were unremarkable. Right knee showed advanced DJD. Left knee was unremarkable. Hips with reduced range of motion. Spinal examination – paralumbar spasm.
Laboratory Data:
Laboratory tests available from Dr. Patel’s office were reviewed. On 11/30/12, her CBC and comprehensive panel were normal. Rheumatoid factor was negative. _______3:29______ was normal. ANA was positive at 1:640 with homogeneous pattern.

Impression:
The patient has a positive ANA, which will need further evaluation. She has polyarthritis. Her symptoms are suggestive of generalized osteoarthritis rather than inflammatory arthropathy. She also has a family history of primary biliary cirrhosis that needs the attention.

Plans:
I had a detailed discussion with the patient. I will check additional laboratory tests. I will have her discontinue soda. I will add Flexeril 10 mg at bedtime to see if we can improve her sleep and her pain. No other changes were made in her therapeutic regimen. I will see her back in followup in five weeks. She will call me next week to discuss lab results.

Dipti Shah, M.D.

cc:
Dr. Sudha Patel
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