
									McLeod, Stephanie
									26 yo

ER note

RFA:  High BP

ID: 26 year old female from Dartmouth.

HPI: 
The patient has been feeling somewhat unwell over the past few days. Today, she decided to take her BP with her home monitor, and it was 184/138.  She called her GP, and they recommended she immediately present to the ER.    
At present she is nauseated and has vomited several times since arrival to the ER.  She has a headache, but no visual changes and no photophobia.  She has no tremor.  She feels generally achy and weak but has no focal neurological findings.  She denies chest pain and shortness of breath.  There are no other symptoms.  


PMHx:   
1. SLE – which was diagnosed at age 16 (in 2003).  She has a history of lupus nephritis which did not respond to cyclophosphamide therapy.  
2. Chronic Anemia.  
3. Removal of her adenoids. 

HOME MEDS:  

Prednisone 1mg daily
Plaquenil 300mg daily
Irbesartan 150mg daily
Adalat 30mg BID
Calcium 1000mg daily
Vitamin C supplement
Rituximab (had infusion 3d ago)
OCP

ALL:  
Sulfa (Rash)

SH:

She is a non smoker.  She drinks occasional alcohol.  She denies any other drug use.  She is on long term disability.  

On Exam:

BP 186/128,  HR 120 (regular),   SPO2 97% on R/A,  RR 20,  Temp 36.7oC
App: She is breathing comfortably.  

CNS: She is alert, oriented, and speaking full sentences. GCS 15. 

CNS:  Asterixis. GCS 10.  Drowsy and unable to answer questions. Mumbling incomprehensible sounds.   
HEENT: Opthalmoscope examination couldn’t be performed because the patients pupils were not dilated.
CVS:  Normal heart sounds with no adventitious sounds or murmurs.  JVP 2cm.  No edema.
Resp:  Chest clear breath sounds throughout, no crackles wheezes or adventitia
GI:  NOrmal BS. Her abdomen is soft with diffuse tenderness throughout. No peritonitis. No HSM or palpable masses.  


IMP/PLAN:
- 26 y/o female, with high BP
· Start BP Tx
· Consult medicne


