CPC Case

Chief Complaint:

The patient is a 66 year-old man with bloody bowel movements for two-days.

History of Present Illness:

The patient is a 66 year-old Bengali male who was in his usual state of health until early 2006 when he sought medical attention for complaints of B/L knee pain, decreased balance, and numbness and tingling in his feet and hands bilaterally. After extensive neurologic work-up, which included radiographic imaging, EMG and CSF analysis, the patient was diagnosed with CIDP, Chronic Inflammatory Demyelinating Polyneuropathy. 

Over the next 2-years, the patient’s symptoms worsened; his lower extremity weakness and propioceptive deficits had become so severe that he had difficulty ambulating. Because of his progressive symptoms, the patient was started on IVIG (intravenous immunoglobulin) in January 2008 after which, his symptoms did not improve and he was started on prednisone 40mg PO BID. 

Over the next 5-months, the patient continued to show evidence of neurologic decline and was electively admitted in May 2008 for plasmapheresis.  During this admission, repeat EMG confirmed worsening of his CIDP. He had also developed a new rash on his skin that Dermatology was consulted for during this admission; biopsy established a diagnosis of ichthyosis.
During this hospitalization, he had an episode of passing blood while straining to have a bowel movement.  He described approximately 1-cup of bright red blood passed into the toilet.  He had a second bleeding episode the following day, described as black stool with bright red blood passing after it. The patient reports that he experienced similar, but milder episodes of bright red blood per rectum in the past 3 months; these episodes were limited to the blood on toilet paper after having a bowel movement. 
He denied any melenic bowel movements or other changes to his bowel habits. He denied associated abdominal pain or tenesmus. He denied fevers or chills but does admit to drenching night sweats for the past one-month. He also reports an unintentional 20-lbs weight loss in the past 6-months. He denied symptoms of early satiety or anorexia. 

Review of systems:  He stated the rash appeared approximately 1 month prior to admission. He denied cough, hemoptysis or sputum production, recent trauma, or history of psychiatric symptoms.

Past medical history: 

CIDP
HTN

Osteoarthritis
Unknown PPD status
Medications:
Ibuprofen 400 mg prn, infrequently used
Esomeprazole 20 mg daily

HCTZ 25 mg daily

Nifedipine XL 60 mg daily

Prednisone 40 mg BID

Colace 100 mg TID

Allergies: 

NKDA

Past surgical history: 

None

Social History: 
No history of tobacco, ETOH or drug use. History of chewing betel nuts.
Immigrated to NYC from Bangladesh in 2000

Prior to his illness, the patient worked as a street hot dog vendor

Family History: 

Non-contributory

Physical exam on hospital admission:

General: Thin, chronically ill-appearing Bengali male, not in distress, pleasant, alert and oriented x 3.

Vitals: 98.8 F, no fevers, BP 148/78, HR 86,  RR 20 Sat 98% on room air

Ht 175 cm Wt 73 kg

HEENT: Pupils equal and reactive, no oral lesions

Neck: no JVD

Chest: Lungs clear bilaterally, mild deformity felt on left 6th rib in mid-axillary position

Heart: Regular rate and rhythm, no murmurs, rubs or gallops.

Abdomen: positive bowel sounds, soft, non-tender, no masses palpated, no organomegaly

Rectal: yellow brown stool

Neurologic exam: 

Alert, speech fluent.

CN 2-12 intact.

Motor testing 4/5 proximal bilateral upper extremities, 2/5 distal bilateral upper extremities, 3/5 bilateral proximal lower extremities, 2/5 distal bilateral lower extremities 

Reflexes: upper extremities with bilateral hyporeflexia, patella 1+, Achilles absent.

Sensation: decreased to all modalities in stocking-glove distribution.

Coordination: resting tremor in right upper extremity

Proprioception: decreased proprioception of his distal lower extremeties
Gait: wide based, ataxic

Cerebellar: +Romberg, inability to heel walk and walk in tandem gait.  

Skin: diffuse hyperpigmented scale described as brown and polygonal, involving extensor upper and lower extremities, chest, abdomen and trunk.

Lymph nodes: 1 ill-defined L supraclavicular compressible nodule, no additional lymphadenopathy
