Unit 5 Case Study

Group D: Alex, Alexis, Jennifer, and Michelle

Mrs. C. wants to know if his memory problems are due to his stroke. She also wants to know if his now-constant numbness of his feet is due to the stroke. Upon further review you find out that Mr. C. is now on medication for diabetes because his "sugars" have been "out of control
What is a radiculopathy and how would it present differently from a neuropathy? (Group D) 

Radiculpathy is a term that describes the symptoms resulting from spinal root nerve irritation. It can affect anywhere from the cervical to the lumbar sacral area. The most common symptoms are shooting pain down the arms, legs; numbness in the peripherals, weakness, or impaired control of certain muscles depending on the area of the spine affected.
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 source: http://www.unitedspinal.org/publications/nursing/2006/10/13/radiculopathy-myelopathy-and-peripheral-neuropathy-can-you-detect-the-differences/

The spinal nerves are altered by “pinched” nerves or alteration of blood flow to the affected nerves. It is most often caused by mechanical pressure on the dorsal root ganglion and by the inflammation reaction caused by the mechanical process. Tumors in the spinal column can also be a cause. The mechanical action is commonly caused by disk herniation and disk degeneration where the interverteberal disk structure or its parts compressing on the spinal root nerves. 
Radiculpathy is a common sports injury where it exposes the spine to extremes of range of motion are predisposed to disk herniation. Golfers are also very susceptible to disk disease and radiculopathy because of the repetitive torsional motion used in the sport. The golf swing can produce up to an estimated 7500 N of compressive force across L3-L4. (emedicne.net). Motor vehicle accidents resulting in a “whiplash” can also cause cervical radiculpathy. Mr. C’s constant numbness of his feet appears more related to neuropathy than radiculpathy given his history of diabetes. 
Neuropathy, in the case of Mr. C is diabetic neuropathy based on his “uncontrolled sugars” and presenting with constant numbness in his feet. The exact cause of diabetic neuropathy is unknown. It encompasses three major areas: Sensorimotor polyneuropathy, Autonomic neuropathy, and Cranial neuropathy. 

One of the leading theories is the damage to the microvasculature from chronic hyperglycemic state common in type 1 and 2 diabetes. This results in vasoconstriction that impairs perfusion at resulting in ischemia. The resulting alteration of the nerve tissue results in the following common symptoms: numbness and tingling of peripheral limbs, impotence, muscle weakness, vision changes. A major complaint is the night time feeling of “pins and needles” and burning sensations. 
One of the early symptoms involving sensorimotor polyneuropathy is dysesthesia. It is a loss or decreased proprioception where the person can not sense the location of limbs in space. Combined with the reduced sensation, the risk for injury is great. Resulting injuries in the lower extremities often causes ulcers that if left untreated may lead to necrosis and eventual amputation of the affected limb. 
A common autonomic neuropathy is orthostatic hypotension due to autonomic dysfunction. This increases risk for falls. Another area impacted is the GI with delayed gastric emptying. This complicates glucose control when the anti-glycemic pills taken before meals are absorbed hours after it was taken resulting in lowering blood glucose at a time when the glucose level is low.  
Mr. C is advise that he may be able to reduce the severity of his neuropathy if he tightly control his blood glucose and frequent inspection of his extremities especially his feet. In addition, uncontrolled blood glucose may have played a role in Mr. C’s stroke. The endothelial arterial injury from chronic hyperglycemia greatly contributes to atherosclerosis. This may result in the formation of unstable plaque formation and subsequent embolic stroke.  
Mr. C. states that he had a least one seizure while in hospital. He wants to know why this happened and what happened in his brain to cause this. (Again, Mr. C. has a history with respect to common causes of seizures.) (Group D) 

First off, seizures are “parozysmal motor, sensory or cognitive manifestations of spontaneous, abnormally synchronous discharges of collections of neurons in the cerebral cortex of the brain” (Porth, 910). In my understanding, seizures occur when the electrical impulses in the brain are not firing correctly. Now, with in regards to Mr. C, he has issues occurring that could possibly be causing the seizures to occur. Some of these include his diabetes, his stroke and possibly his cancer. It never states that he had them as a child so we can categorize his seizure as “provoked. Provoked or symptomatic seizures include febrile seizures, seizures precipitated by systemic metabolic conditions and those that follow a primary insult to the CNS” (Porth, 911). Mr. C’s seizures could have been caused by his diabetes which falls under the metabolic conditions or even by the stroke which is insult to the CNS. As for the treatment with provoked seizures, once the underlying condition is taken care of, the seizures usually halt themselves. “Long term prophylactic treatment with anticonvulsant medications remains controversial in these situations” (Porth, 911).
The following are among the causes of seizure activity: (McCance & Huether, p. 101)
· Hypoglycemia
· Lack of sleep
· Stress
· Excess water ingestion
· Constipation
· Stimulant drugs
· Depressant drug withdrawal
· Environmental stimuli
Other causes of seizures, although less common, include: 

· Alzheimer’s

· Head trauma

· Hyperglycemia

· Fever
Mr. C. his history is significant for a previous stroke and diagnosis of diabetes. Stroke is the leading cause of seizures in older adults, according to the Epilepsy Foundation 22 percent of stroke patients have seizures (Epilepsy Foundation). In diabetes seizures can occur with either hypoglycemia or hyperglycemia. Mr. C’s history of colorectal cancer may also make him more susceptible to seizures. Chemotherapy can cause chemo-induced seizures because of the effect that the drugs can have on certain parts of the brain. “Chemotherapy itself does not cause seizures but may cause conditions that put a person at increased risk of seizure for example: dehydration from uncontrolled nausea and vomiting (chemocare.com)”. 

It is important to review with Mr. C the above causes of seizure activity and point out that his history is significant for several underlying conditions that could have contributed to why he had a seizure during his hospital stay. To explain to Mr. C what happened in his brain it would be important to tell him that seizures are caused by a sudden change in the electrical activity in the brain. One of his underlying conditions could have caused this electrical change and that is what caused him to have a seizure. 
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