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PATIENT:
MIKE FOSTER

DATE:
January 24, 2013

DOB:
August 13, 1963

AGE:
49

Referring Physician:
Stacy Jansen, M.D.

CHIEF COMPLAINT: Evaluation and management of pains and aches in the feet and in the knees going on for the last few years and getting worse.

HISTORY OF THE PRESENT ILLNESS: A 49-year-old white male with the above complaints. The patient mentioned that his complaints started in the feet then they are involving both knees with pain and swelling. The above complaint more or less comes in episodes that interfere with his walking. The patient has no difficulty with the hands, elbows, or shoulders. The patient also has no significant difficulties with his lower back. The patient had lab work that showed uric acids to be markedly elevated to 12.5.

The patient also appears to have chronic hepatitis most likely related to NASH with chronic elevation of SGOT and SGPT and also he has hyperlipidemia with markedly increased in triglycerides up to 1080. The patient had rheumatoid factor that was mildly elevated to 15.6 and the sed rate was elevated to 53.

ALLERGIES: Penicillin.

MEDICAL DISEASES: Arthritis as mentioned above and history of hypertension.

SURGICAL OPERATIONS: None major, but he had a laceration of the left thumb due to a machine cut incident that was sutured without any complications.

MEDICATIONS: Meloxicam, __________ medicine, blood pressure medication, and some pain medication.

OCCUPATIONAL HISTORY: The patient is not working since 2008 and before that he did various jobs and according to him, he was standing on cement practically through all his jobs. The patient continued to have to be independent in the activity of daily living.

FAMILY & SOCIAL HISTORY: Alcohol drinking only occasional. The patient is to drink alcohol till 10 years ago. Cigarette smoking none, but the patient chews tobacco one can per two days. Father died because of diabetes. Mother is still living at the age of 67 without history of arthritis.
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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.

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.
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PHYSICAL EXAMINATION:

General Condition: An over weight white male who is walking without significant discomfort and complaining of pains and aches in the feet and knees.

Vital Signs: Blood pressure 130/90, pulse 70, respiratory rate 12, temperature normal, height 65.5”, and weight 239 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.

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 feet and ankles showed mild tenderness at the first MTP joint and mild swelling. Ankles were normal.

2. Knee joints showed tenderness and small amount of effusion bilateral. The flexion range of motion is mildly reduced.

3. Hips did not show any active arthritis.

4. Hands and wrist joints showed mild osteoarthritic changes at the first MTP joint. The handgrip is well maintained.

5. Elbows were normal.

6. Shoulders were essentially normal.

7. Examination of the cervical, dorsal, and lumbosacral spine was unremarkable.
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LABS: Uric acid was elevated to 12.6. Rheumatoid arthritis factor was mildly elevated to 15.6. Sed rate elevated to 53. Liver function test showed the SGOT to be elevated to 75 upper limit of normal is 40. SGPT elevated to 73 upper limit of normal is 44. Hepatitis A, B, and C were negative. Total triglycerides there are between 498 and 1080.

ASSESSMENT & IMPRESSION:
1. Hyperuricemia and gouty arthritis.

2. Osteoarthritis.

3. Positive rheumatoid factor weak, but doubt that he has rheumatoid arthritis.

4. Abnormal liver enzymes most likely related to NASH.

5. Hyperlipidemia with marked elevation of triglycerides.

TREATMENT & RECOMMENDATIONS: Regarding to his musculoskeletal complaints, he was advised to continue meloxicam. He was started on Uloric 80 mg once a day and Colcrys 0.6 mg twice a day. The patient mentioned that he has no financial means to buy those medications, but we will try to get them through the charitable program of Mercy Health System. The patient can return in one to two months or as needed.

Thank you for this referral.

Ali J. Abu-Libdeh, M.D.

AJAL/KK

D: 01-25-13

T: 01-25-13

cc:
Stacy Jansen, M.D.

