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December 13, 2019

Dr. Lauren Welsh
4th Floor-410 Sherbourne Street
Dept of Fam/Comm Medicine
Toronto, ON M4X 1K2

Dear Dr. Welsh:

I saw Mr. Lenskyj, 79-year-old male in rheumatology clinic for assessment of
back pain.

PAST MEDICAL HISTORY:
1. Coronary artery disease/MI: Angioplasty in 2006 with repeat angioplasty in
2019.
2. Type 2 diabetes.
3. Dyslipidemia.
4. Pancreatitis in 2009 with right ureteric stent placed with subsequent
development of urosepsis.
5. Atrial flutter.
6. Gastric ulcer.
7. Bilateral cataract surgery 2017.

MEDICATIONS:
1. Insulin Lispro subQ.
2. Insulin Lantus 40 units subQ daily.
3. Lasix 40 mg p.o. once daily.
4. Lansoprazole 30 mg p.o. once daily.
5. Bisoprolol 5 mg p.o. once daily.
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6. Aspirin 81 mg p.o. once daily.
7. Metformin 850 mg p.o. once daily.
8. Atorvastatin 40 mg p.o. once daily.
9. Amlodipine 10 mg p.o. once daily.
10. Irbesartan 300 mg p.o. once daily.
11. Plavix 75 mg p.o. once daily.

ALLERGIES:
RAMIPRIL-ANGIOEDEMA; PENICILLIN; METOPROLOL.

FAMILY HISTORY:
There is no known family history of arthritis or other connective tissue
disorder.

SOCIAL HISTORY:
He currently is a nonsmoker, denies alcohol use and regular recreational drug
use. He is a retired mechanical engineer. He is independent with his IADLs and
ADLs.

HISTORY OF PRESENTING ILLNESS:
Mr. Lenskyj states that he had noticed his back pain for approximately 10 years.
This occurred at a similar time of his urosepsis episode and at that time he
attributed it to his ureteric stent and subsequent sepsis. This pain was in his
low back, but more so in the right flank region. There was some in the left,
but to a lesser intensity. This progressed and seemed to be worse with activity
and leaning towards the right side and better with rest. He was told around
2016 that he had some sort of imaging that showed arthritis in the area that was
worse on the left than the right. In 2018, he states that there was a reduction
in the dose of statin and this seemed to improve his pain. Subsequently, after
his more recent MI, he attended rehabilitation and during that time was
ambulating on the track with no pain in the area. However, in the last few
months since sleeping in March 2019, he has experienced a recurrence of this
pain in the right paraspinal/flank region especially with ambulation on the
treadmill for 15 minutes or more. He denies any pain with rest or other
activities including stair climbing. There is some radiation of this pain to
the left flank side. This pain is approximately 6-7/10 in intensity and is an
aching sensation. Occasionally, there is a sharpness to the quality of this
pain. He finds that heat such as a hot shower bath will help with the pain as
well as increasing his dose of Aspirin to 4 tabs a day for pain control on
occasion. He has not tried any other analgesia. He denies any other joint
symptoms. Review of systems is otherwise negative.

EXAM:
Height 160.1 cm, weight 98 kg, BMI 38.2. Blood pressure 135/70, heart rate 80
and irregular. On head and neck exam, there are no tophi, no red eye and
funduscopy was normal. No oral ulcers. Lungs were clear at the bases. Normal
heart sounds. On MSK exam, he had a swollen joint count of 0 and a tender joint
count of 0. He was noted to have some straightening of his lumbar lordosis
region with some exacerbation of the pain in the right paraspinal muscle area as
well as the right flank area and just over the right iliac crest especially with
lateral flexion towards that side. There was otherwise no pain with palpation
or with other back movements including rotation, forward flexion and extension.
Bilateral hips showed normal range of motion with no exacerbation of his pain
with this. Bilateral straight leg raise was negative. Neurologic exam revealed



normal tone, motor strength 5/5 in all distributions with normal sensation to
fine touch. Gait was normal.

Chest x-ray: Lumbar spine x-ray (2012): Bony hyperostosis bridges around the
margins of L3-L4 intervertebral disk causing bony ankylosis. The disk spaces
are normal in height. There is also small amount of paravertebral ossification
in the margins of L2, L3 and L5 vertebral levels.

SI joint x-ray: Unremarkable SI joints with multilevel anterior paravertebral
ossification in the lumber spine, which could be related to underlying diffuse
idiopathic skeletal hyperostosis.

Bilateral pelvic x-ray: Mild narrowing of bilateral hip joint medially.
Enthesiophyte formation at the bilateral iliac wings, which may be related to
DISH.

Chest x-ray (2015): There are some degenerative changes in the thoracic spine
and I do note DISH like ossifications on his other chest x-rays more recently as
well.

IMPRESSION AND PLAN:
Mr. Lenskyj is a 79-year-old male with multiple cardiac comorbidities as well as
type 2 diabetes. He presents with chronic noninflammatory low back pain, but
primarily in the paraspinal and flank regions. This may be consistent with
radiographical diagnosis of DISH (diffuse idiopathic skeletal hyperostosis).
Extraspinal findings of this were also seen in his right-sided iliac crest in
the form of enthesiophyte and although there was no degenerative disk disease
noted in older x-rays, over time, I wonder if there may be concomitant
osteoarthritis in his back and hips as well. At this time, there are no signs
of seronegative spondyloarthropathy. Given this, we discussed:
1. DISH: There is no cure for DISH and the focus of our management will be on
analgesia and maintaining function. I discussed this with Mr. Lenskyj today.
We discussed the use of weight loss and ongoing sugar control of his diabetes.
As well, I have given him a referral for physiotherapy for his back. I have
suggested that he use Tylenol up to 3 g total daily as well as Voltaren gel
p.r.n. I have asked him to use this regimen instead of increasing his dose of
Aspirin on his own. He can supplement at times if his pain is significant with
p.r.n. NSAID use, but I have cautioned him against regular use of this given we
would want to avoid undue stress on his kidneys. Mr. Lenskyj was agreeable with
this plan. I have not arranged further followup for Mr. Lenskyj at this time.

Sincerely,

Stephanie Pui-Yin Yang, MD
Department of Rheumatology
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