NUR 634 SOAP: Rheumatoid Arthritis

Student Name:  		Date:				             Course:  

Subjective:
Patient Demographics: Patient initials JK, age 37, gender female
Chief Complaint: “My left big too is swollen and extremely painful.”
History of Present Illness: JK is a 37-year-old female patient who presents to the clinic with complains of a swelling and pain in his big toe of his left foot. The patient stated that the pain started about five months ago but has progressively increased and become unbearable in the last four days. She denies any trauma to the affected toe that may be contributing to the pain and swelling. She states that moving the toe exacerbates the pain but she has been taking Tylenol and resting adequately for pain relief. She states “I have been using a cane to walk around because the pain is unbearable.” In addition, she states that the toe is usually stiff in the morning and has noted reddening of the joint over the past two days. Moreover, she states that her fingers have also been experiencing some stiffness over the past two weeks and turn pale and blue on exposure to cold. She reports having a painful and swollen big toe of his right foot three years ago, which was successfully managed at an urgent care clinic. Currently, she states feeling tired almost all day and lacking enough energy to work. She denies hair loss, photosensitivity, heart-related symptoms, hair loss, or pulmonary symptoms. 
PMH: Patient has a history of pain and swelling of the big toe of the right foot three years ago. JT also has obesity.
PSH: JT reports a history of a cesarean section at 26 and hysterectomy at 30.
Allergies: No known food or drug allergies
Untoward Medication Reactions: No known reaction to medications
Immunization Status: The patient’s immunization status is up to date consistent with CDC guidelines and received all the childhood immunizations recommended by the CDC. She received her flu vaccine on 2 January 2023. She is also fully vaccinated against COVID-19, receiving the last dose on 12 July 2021 and booster on 17 January 2022. 
Screenings: The patient relies on a nurse practitioner as the primary care provider for annual and routine screenings and assessments. She also attends dental and eye check-ups yearly. All screenings in the last year have not revealed abnormal findings from the expected. 
FMH: Maternal grandmother (dead, 87) had a history of scleroderma. Maternal grandfather (dead, 88) had a history of rheumatoid arthritis. History of paternal grandparents unremarkable. Mother (alive, 60) has a history of rheumatoid arthritis. Father (alive, 63) has an unremarkable medical history. 
Personal History/Social History: JT has a Master’s in Law and has been working in one of the city’s leading law firms for the past six years. She has a younger brother who lives abroad and is a single mother of 11-year-old daughter. Currently, she lives in three-bedroom freestanding family home located one mile from her parents’ home with her daughter and a stay-at-home nanny. She identifies as a Christian but does not attend church service. She reports drawing adequate support from her family and neighborhood friends. She engages in moderate-intensity physical activity whenever she has free time. She reports taking a low-carbohydrate low-fat diet for weight control. She denies ETOH, substance use, marijuana, or illicit drugs but reports smoking about three cigarettes per day.
Females:  LMP 27 Feb 2023; reports irregular menses and oligomenorrhea since 28
Sexual History: She reports having no romantic partner
Current Medications/OTCs/Supplements: Orlistat 120 mg PO TID with any fat-containing meal for obesity; Tylenol 500 mg PO q4hr PRN for pain relief
Review of Systems:
General: JT reports losing 5 pounds over the past four months; reports fatigue or tiredness and low energy levels; reports frequent fevers and night sweats; denies chills 
Skin: reports a purplish rash on both arms
HEENT: 
Head: Denies facial pain, headache, trauma, dizziness, or vertigo
Eyes:  Denies blurry vision, changes in vision, blindness, eye discharge, or photophobia
Ears:  Denies ringing in the ears, difficulties hearing, ear pain, or discharge
Nose: Denies congestion, rhinitis, sinus pain, anosmia, or epistaxis
Throat: Denies irritation, sore throat, dysphagia, voice hoarseness, or dysphonia	
Breasts: Denies breast pain, swelling, or tenderness
Respiratory: Denies chest pain, cough, orthopnea, shortness of breath, wheezing, or hemoptysis 
Cardiovascular: Denies palpitations, tachycardia, paroxysmal nocturnal dyspnea, edema, or chest pain
Gastrointestinal: Denies regurgitation, heartburn, constipation, diarrhea, nausea, vomiting, abdominal pain, perianal discomfort, or rectal bleeding
Genitourinary: Denies incontinence, dysuria, oliguria, anuria, hematuria, cloudy or foul-smelling urine, or history of genital ulcers, vesicles, pain, or discharge
Peripheral Vascular: Denies peripheral edema
Musculoskeletal: Denies a history of falls or injuries. Reports pain and stiffness of the big toe of her left foot affecting ROM. Reports stiffness of the fingers.
Neurologic: Denies headache, syncope, paresthesia, seizures, tingling, numbness, tremors, loss of sensation, or disorientation
Hematologic: Denies thrombocytopenia, hemophilia, or other hematologic conditions
Lymphatic:  Denies tonsilitis or lymphadenopathy, 
Endocrine: Denies polyuria, polydipsia, or hair loss
Psychiatric: Reports anxiety and sleep problems	

Objective:
  
Physical Exam:
Vital Signs: Blood Pressure-121/78   P- 82/min     RR- 26 	T- 98.5°F   Height- 72 inches    Weight- 235lb     BMI- 31.9kg/m2
General: Patient appears of the stated age, well-developed, nourished, and groomed with normal habitus
Skin: Small purple rash on both arms; no pruritis, lesions, discoloration, or moles in other visible areas; no cyanosis or jaundice; skin redness on big toe of the right foot
HEENT:  
Head: Normocephalic, atraumatic, centered atop the cervical spine; normal facial movements, even distribution of hair; no redness, scales, scabbed areas, open lesions, masses, or swelling; no involuntary facial movements; smooth even, unbroken facial skin
Eyes: Equal pupils, normal lids, PERRLA, EOMs intact; no scleral icterus, conjunctival injection, or discharge	
Ears:  Ears external normal without redness, lesions, discharge, or edema; tympanic membranes intact, translucent, and pearly gray, no fluid, redness, or bulging observed; no pain to exploration
Nose: nares patent, mucosa pinkish, no discharge, no tenderness of sinus to palpation
Throat: Tonsils 2+ bilaterally 
Neck: Supple, trachea midline; no redness, abnormal swelling, or rash; no palpable masses; no JVD; carotid pulse regular	
Breasts: No discoloration, palpable masses, or engorgement noted
Lungs: Symmetric chest expansion, RRR, unlabored breathing, no use of accessory muscles, no dyspnea; Normal vesicular sound bilaterally; Clear lungs bilaterally to auscultation, no rales, rhonchi, crackles, rubs, or wheezes to auscultation	
Heart: No lifts, heaves, or thrills to palpation; S1 and S2, no S3, S4, murmurs, snaps, clicks, gallops, or rubs noted; no JVD or peripheral edema; no carotid bruit to auscultation
Abdomen: Round and symmetrical, soft, non-tender, non-distended; normoactive bowel sounds in all quadrants; no pain, masses, hernias, or hepatosplenomegaly noted on palpation
Genitourinary: Genital exam deferred; kidney nonpalpable; no pain detected bilaterally on CVA percussion
Rectal: Deferred
Peripheral Vascular: No JVD, symmetric carotid artery pulses; no clubbing, cyanosis, or peripheral edema noted; pedal and radial pulses 2+ bilaterally; no visible varicose vein; capillary refill <3 seconds
Lymphatic: Deferred
Extremities: No edema, cyanosis or clubbing; active ROM; equal size of calves with negative Hooman’s sign
Musculoskeletal: Great toe of the right foot swollen, tender, and swollen; ROM for extension and flexion 40° and 30°
Neurological: AAOX3; antalgic gait; no focal neurological deficits; intact muscle tone and gross sensation


Assessment:
Differential Diagnosis Diagnostic Reasoning Exercise: Minimum of 3 differential diagnoses

	Differential diagnoses
	Pathophysiology 
	Pertinent Positives
	Pertinent Negatives

	1. Psoriatic arthritis (PsA)
	PsA is a chronic, immune-mediated, inflammatory disease of the musculoskeletal system affecting both genders almost equally. Its pathophysiology involves an interaction of genetic, environmental, and immunologic factors (Ocampo and Gladman, 2019). Stimulating factors such as some medications, infections, and trauma lead to rapid activation of immunocytes that cause a cascade of cytokines with interferon gamma and tumor necrosis factor. Alternatively, proteins that disturb the signaling between T cells and dendritic cells and alterations of interleukin 23 could initiate the inflammatory process associated with PsA (Sankowski et al., 2018). Obesity is implicated in PsA pathogenesis (Queiro et al., 2019) 
	Joint swelling and tenderness
Joint stiffness in the morning
Fatigue or tiredness
	No family history of PsA
Absence of peripheral arthritis and axial involvement
Affected joint does not have a sausage-like appearance
Absence of plaques of red skin with silver-colored scales

	2. Osteoarthritis
	OA involves a progressive degeneration of the articular cartilage mediated by proinflammatory markers, mechanical stress, and abnormal joint mechanics (Mohd Yunus et al., 2020). Commonly, OA affects weight-bearing joints and those receiving the greatest stress, including knees, hips, hands, and the lower vertebral column. Obese is a significant risk factor for OA progression (Bennell et al., 2019). 
	Joint pain relieved by rest and intensified by activity
Joint swelling
Stiffness
	No aggravation of symptoms by temperature changes
No crepitus
No Bouchard’s or Heberdeen’s nodes
Presence of joint tenderness

	3. Systemic lupus erythematosus 
	SLE has a complex pathophysiology involving the interaction between immunologic, genetic, hormonal, and environmental factors that cause epigenetic changes (Ameer et al., 2022). Aberrations involving T cells, B cells, and monocytic-derived cells result in polyclonal B cell activation, increased production of antibody-producing cells, autoantibody production, hypergammaglobulinemia, and immune complex formation (Adams & Shao, 2022). Alongside the loss of immune tolerance to self-antigens and production of proinflammatory compounds, these changes result in autoimmunity and defective clearance of immune complexes and apoptotic waste that trigger the condition (Fava & Petri, 2019).  
	Nonspecific fever 
Loss of weight
Weakness
Joint pain 
	Absence of facial erythema 
No photosensitivity 
No dry, scaly, raised rash on the upper body or face




Plan: 

Diagnosis: Rheumatoid Arthritis (ICD-10: M06.9)
RA is a chronic systemic inflammatory disease caused by an interplay of immunologic, genetic, and environmental factors. Conventionally, it starts by affecting small joints and progresses to larger joints, finally affecting the heart, kidneys, lungs, and the skin (Bullock et al., 2019). Environmental factors trigger the production of anti-citrullinated protein antibodies (ACPAs). The interaction between environmental and genetic factors influences reactivity of antiantibodies to citrullinated antigens (Guo et al., 2018). The combination of the factors results in the destruction of the connective tissue ad synovial membranes. Continued destructions leads to the formation of pannus at the junction of articular cartilage and synovial tissue. In turn, this destroys the cartilage, soft tissue, and subchondral bone further causing joint swelling, pain, and tenderness (Owtrowska et al., 2018). Exposure to air pollutants such as silica dust, smoke, and carbon-derived nonamaterials can trigger the condition (Alsaber et al., 2020). 
· Treatment: The treatment and management modalities for RA involve both pharmacological and nonpharmacological interventions to optimize outcomes (Ostrowska et al., 2018). Combined therapy can reduce the progression of the disease, relieve stress on the inflamed joint, and reduce fatigue (Cramp, 2019). The following would be included in the treatment plan.
· 2 tabs Tylenol 500 mg PO q4hr or PRN
· 1 tab Ibuprofen 400 mg PO q8hr
· 1 tab Prednisolone 5 mg PO QD
· Methotrexate 7.5 mg PO single dose q.Wk followed by 2.5 mg PO q12hr for 3 weeks
· Physical activity for weight management
· Occupational and physical therapy
· Mindfulness-based approaches such as intervention
· Lab/test: Complete Blood Count, Erythrocyte Sedimentation Rate, Basic Metabolic Panel, Rheumatoid factor, Liver enzymes and function, renal function test (BUN, GFR, creatinine, urea, uric acid), antibodies to citrullinated peptides, x-ray
· Referral: Rheumatologist
· Education: The patient is educated on appropriate physical activities that could improve ROM. The patient is also advised about taking adequate rest to relieve symptoms and avoid exerting additional stress on the joint, as well as approaches to preserving joint function and relieving pain. 
· Follow up: 4 weeks
Health Maintenance:  JK should take adequate rest but also engage in exercises that could address the current symptomatology. On the long-term, she should have a physical activity program for weight loss, considering the significant effects of obesity on RA progression. 
RTC: The patient is discharged with Tylenol 500 mg, Ibuprofen 400 mg, and Prednisolone 5 mg.
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