ADVANCE PAIN CARE, PLLC

23077 Greenfield Road, #240

Southfield, MI 48075

Phone: 248-809-6402

Fax: 248-282-6247

Email: VS7578@yahoo.com


FOLLOWUP VISIT

PATIENT NAME: Clifford Holcomb
DATE OF BIRTH: 08/08/1976
DATE OF ACCIDENT:
DATE OF SERVICE: 01/11/2022
HISTORY OF PRESENTING ILLNESS

The patient is here for a followup visit. Mr. Clifford Holcomb is suffering from chronic pain secondary to an automobile accident that occurred 20 years ago leading to severe pain in the neck, mid back, low back, right shoulder, both elbows and both knees. The pain in the right shoulder is 10 on a scale of 1-10, the knee is 7 and the neck, mid back, lower back pain is reported to be between 7 and 8. There is a history of radiculopathy to the arm and right leg posteriorly that is going on involving the entire leg S1 and S2 dermatome fashion and he reports of numbness and tingling of the second and third finger on the right side. The pain in the shoulder limits his ability to abduct the arm beyond 100 degrees. He is able to walk reasonably good almost a block to two blocks and he is using a knee adaptive device. He had a plate and screw on the left knee in 2000 and left elbow fracture in 2000 due to a biking accident, which has been resolved, but the pains are still continuing according to him. He has a rotator cuff tear in the right shoulder and he has a scar in the left elbow 6 inch long and also in the left knee 3 inch long scar. He also points to the pain in the sacroiliac joints bilaterally which is hurting, pain in the lower back across limiting his ability to walk and do meaningful ADLs. The patient reports 50% improvement in the pain due to the various things being done, lumbar epidural steroid injections. He was found to have a herniated disc on the MRIs in lumbar and cervical region for which epidural injections are being tried to avoid surgery and improve his pain tolerance. The patient reports that his ADLs are affected to the tune of 7 in the area of general activity, mood, walking ability, work, relationship with other people, sleep and enjoyment of life.

ADDITIONAL HISTORY: In the last 30 days, the patient reports there is a moderate improvement in the pain level, but there are no changes in the medical history, surgical history, hospitalization, weight loss, or any other trauma.

CURRENT PAIN MEDICATIONS: Percocet.

SUBSTANCE ABUSE: None reported.
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COMPLIANCE HISTORY: The patient is fully compliant to the pain medication regimen.

REVIEW OF SYSTEMS:

Neurology / Psyche: The patient reports that he is not suffering from any headaches, dizziness, vertigo, vision disturbance, loss of memory, loss of balance, or focus problems.
Pain/ Numbness: The patient has ongoing pain in the wrist, hand, lower back, neck stiffness, lower back stiffness mainly, but also some pain in the neck and mid back, upper back, left knee, left elbow with slight difficulty walking.

GI: The patient reports no nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of the bowels, stomach pain, blood in the stool, or trouble swallowing.

GU: The patient reports no incontinence of the urine or frequency, painful urination, or blood in the urine.

Respiratory: The patient reports chest pain, but denies any asthma, trouble breathing, coughing, or shortness of breath.

PHYSICAL EXAMINATION

VITALS: Blood pressure 144/101. Pulse 69. Pulse ox 100%.
GENERAL REVIEW: This is a 45-year-old African American male of a good built and nutrition, alert, oriented, cooperative and conscious. There is no cyanosis, jaundice, clubbing, or koilonychia. Hydration is normal. No acute distress or shortness of breath or severe pain facies are observed. There is no severe anxiety or lethargy. The patient exhibits good attitude and demeanor. Dress and hygiene is normal. The patient is able to walk reasonably well, independent, without using any adaptive device.

MUSCULOSKELETAL EXAMINATION:

Inspection: The entire spine has normal curvature and alignment. No scars are noticed in the back.

Palpation: There is no scoliosis, kyphosis or hump back. The pelvic iliac crest height is equal. No pelvic tilt is noticed.

Spine Tenderness: Spine tenderness is present in the area of C5-C6-C7 and L4-L5 spine and bilateral sacroiliac joints.

PVM Spasm and tenderness: Paravertebral muscle spasm is noticed to be present from T5 to L5 bilaterally with multiple trigger points, mild tenderness.

PVM Hypertonicity: There is 2+ hypertonicity of the paravertebral muscles observed.
ROM:
Cervical Spine ROM: Forward flexion 30 degrees, extension 30 degrees, bilateral side flexion 35 degrees and bilateral rotation 35 degrees.

Lumbar Spine ROM: Forward flexion 30 degrees, extension 10 degrees, bilateral side flexion 20 degrees, bilateral rotation 25 degrees. Hyperextension is painful at 10 degrees.
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MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is found to be negative. Spurling sign is positive. Lhermitte test is positive. Distraction test is negative. Soto-Hall test is negative. Myelopathy signs are absent.

Thoracic Spine: Roos test (1st thoracic nerve stretch) is negative. Slump test is negative.

Lumbar Spine: Brudzinski- Kernig test negative. Straight leg raising test (Lasègue’s test) is positive at 40 degrees bilaterally. Contralateral leg raise test (Cross leg test) is positive. Bragard test is negative. Kemp test is negative. Babinski test negative. Valsalva maneuver is negative.

Sacro-Iliac Joint: Bilateral sacroiliac joints are mildly tender. Iliac compression test is positive. Distraction test is positive. FABER test is positive bilaterally. Gaenslen test is positive. Trendelenburg sign is negative.

EXTREMITIES (UPPER and LOWER): Except for the right shoulder and bilateral elbows and the left knee, all other joints and rest of the extremities are found to be within normal limits. Rest of the extremities are found to be warm to touch and well perfused with no pedal edema, tenderness, contusions, lacerations, muscle spasm, or varicose veins. ROM for all other joints is normal. Quick test is negative. No leg length discrepancy noticed. Motor power was 5/5 and reflexes are normal.

RIGHT SHOULDER: Examination of the right shoulder reveals that there is general pain in the shoulder, but on inspection the shoulder appeared to be normal with no dislocation or scars. On palpation there are no tender points. Range of motions are diminished. The patient can move up to 90 degrees without any pain beyond which there is a severe pain. The pain level is around 8. The special tests that were done are Hawkins-Kennedy test and Speed test and Neer test that were found to be positive in the right shoulder pointing towards a supraspinatus issue or rotator cuff issue.

ELBOWS: The elbow joint was examined for the right side and was found to be having tenderness in the bilateral medial epicondyle, lateral epicondyle as well as olecranon. No obvious fractures are noticed. Range of the motion of the right elbow was normal. In the left elbow there is a fixation of the elbow due to a previous surgery with 6-inch scar. Peripheral circulation is intact. Records are going to be obtained and further information will be available.

KNEES: In the left knee, again there is a big scar of 6 inches from previous surgery and there is no erythema or effusion on inspection. On palpation there is no major tenderness or swelling or asymmetry. Range of motion is slightly limited to 100 degrees of flexion. Collateral ligaments are intact. Valgus and varus abnormalities are absent. Anterior drawer and posterior drawer is negative. McMurray sign is positive. Steinman positive. Patellar apprehension is positive.

GAIT: The gait is normal. The patient is not using a cane or adaptive device.
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DIAGNOSES
GEN: V89.2XXD, I110, R26.2.

MUSCLES: M60.1, M79.1, M79.7, M62.838

LIGAMENTS: M54.0
SHOULDER (RT): M25.511, M75.110, M75.30, M75.50

ELBOW: M25.529, M70.31, M70.32, M75.5, M75.20

WRIST: M25.539

HAND (RT): G56.01

LOWER EXTREMITIES: Knee (L) M25.562, M23.205, M23.202

Cx Spine: M54.2, M50.20, M54.12, M53.82, M54.02, S13.4XXA

TH Spine: M54.09, M54.16, M51.24, M54.14, M54.08, S23.3XXA

LS Spine: M54.5, M51.27, M54.16, M54.42, S33.5XXA

SI Joints: Bilateral sacroiliitis, M53.3, S33.5XXA.

PLAN OF CARE

Plan of care is to continue the patient with lumbar epidural injections and thoracic and cervical epidural as per protocol. The urine drug screen was reviewed. The patient required extra medication and the last screen showed no opioids. It appears that the patient is suffering from pain due to the MRI evidence, so he has been requested to continue medicine and advised to not overdose the medications. He has been advised to use marijuana in addition and he will be scheduled for another injection. If we are not able to control his pain, he will be referred for spine surgery. He will be seen in a month’s time. He has been referred to substance abuse evaluation also.

Vinod Sharma, M.D.

