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: Lydia Flores

DATE OF BIRTH: 09/07/1969
DATE OF ACCIDENT: 08/01/2018

DATE OF SERVICE: 01/11/2021

HISTORY OF PRESENTING ILLNESS

Ms. Lydia Flores has been a victim of an automobile accident on 08/01/2018. She was a restrained driver and was hit in a rear-ending accident. That resulted in having injury to her head along with headaches and various symptoms of TBI and pain symptoms. Currently, she reports major pain issues in the neck, mid back, and lower back although the lower back pain is only sore and it is not severe. She reports that she has experienced lately for the last seven days severe spasm and pain in the right side of the neck and right upper shoulder area. Because of it she cannot twist the neck or even raise the shoulder. She is unable to sleep more than 3 to 4 hours. Also she reports pain in the tailbone coccyx area although there has not been any fall. She has extreme difficulty sitting on a seat in a chair. In addition, she can walk up to 1 to 2 blocks without pain these days, without using any cane and we recall she had a surgical correction at L5-S1 level almost like eight to nine months ago. She reports that she is completely depressed, crying and scared, unable to adapt to the current circumstances. She is suffering from pain and inability to carry out daily activities or go to work. She is also extremely panicky when riding a car. Her pain level is around 7-8 in the neck and upper back, but 2-3 in the lower back. She does not report any radiation of the pain to the arms or the legs at this time. She does report 50% improvement in overall pain. She does not require the narcotic support at this time. She is able to live through without pain medication. In the ADLs, the patient reports that walking ability, relationship with other people, sleep and enjoyment of life are affected 6 and mood and work is affected 5.

ADDITIONAL HISTORY: In the last 30 days, the patient reports no changes in the pain level; it is the same. In the last 30 days there are no changes in the medical history, surgical history, hospitalization, or weight loss. No other trauma has been reported.
CURRENT PAIN MEDICATIONS: Naprosyn, Elavil, Flexeril, melatonin, and lidocaine gel.

SUBSTANCE ABUSE: The patient reports no abuse of any substances.
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COMPLIANCE HISTORY: The patient reports full compliance to the pain medicine regimen.

REVIEW OF SYSTEMS
Neurology / Psyche: The patient reports that there is severe dizziness, vertigo and headaches as well as there is severe vision disturbance, ear reigning, but no double vision or fainting blackouts. She reports sleeping difficulty and severe spasm in her neck area on the right side as well as the left side and right upper shoulder. She reports weakness and lack of focus, lack of concentration, poor work performance, anxiety, depression and nightmares. She does not report of any loss of balance, loss of equilibrium, or loss of memory.

Pain/ Numbness: The patient reports neck stiffness, lower back stiffness, shoulder stiffness, limited range of motion, pins and needles, numbness, and also pain in the neck and mid back and upper back pain. She reports of pain in the both wrists and hands and also both hips. She has moderate difficulty walking. However, the spine pain that she used to suffer earlier in the lower back is almost negligible.

GI: The patient reports of constipation, but denies any nausea, vomiting, diarrhea, digestive problem, incontinence of the bowel, stomach pain, blood in the stool, or difficulty swallowing.
GU: The patient reports no frequency or incontinence of the urine, or painful urination or blood in the urine.
Respiratory: The patient reports shortness of breath and asthma, but denies any difficulty breathing, chest pain, or cough.

PHYSICAL EXAMINATION
VITALS: Blood pressure 128/84, pulse 78, temperature 96.7, pulse ox 98%.
GENERAL REVIEW: This is a 49-year-old Filipino female of a good built and nutrition, alert, oriented, cooperative and conscious. No cyanosis, jaundice, clubbing, or koilonychia is observed. The patient is in no distress. No pain facies for severe pain. Hydration is normal. Gait is painful. Dress and hygiene are normal.

MUSCULOSKELETAL EXAMINATION:

Inspection: The entire spine has a normal curvature and alignment. No scars noticed.

Palpation: No scoliosis or abnormal kyphosis or hump back. Pelvic iliac crest height is equal. No pelvic tilt is present.

Spine Tenderness: Mild tenderness is located in the sacroiliac joints where the patient complains of pain also. No other area of tenderness.

PVM Spasm and tenderness: The paravertebral muscles from C2-L5 are not in spasm and not in tenderness.

ROM:
Cervical Spine ROM: Decreased. Flexion 30, extension 30, lateral flexion 30, and rotation is around 30 degrees.

Lumbar Spine ROM: Flexion 60, extension 25, lateral flexion 20, and rotation 20 degrees. Hyperextension was not painful.
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MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling sign is positive. Lhermitte test is positive. Distraction test is negative. Soto-Hall test is negative. Myelopathy signs are absent. 
Lumbar Spine: Straight leg raising test (Lasègue’s test) is negative. Contralateral leg raise test (Cross leg test) is negative. Bragard test is negative. Babinski test negative.

Sacro-Iliac Joint: Mild tenderness in the sacroiliac joint especially the right sacroiliac joint is found to be mildly tender. FABER test and Gaenslen test are positive on the right side. Iliac compression, sacroiliac joints and sacral rocking are negative. Standing flexion test is negative. Distraction test is negative.

MUSCULATURE EXAMINATION: Two trigger points are noticed in the middle fiber of the trapezius and also the cervical spine. In the cervical capitis muscle and extension of the sternocleidomastoid muscle and also the trapezius muscle. They are all in severe spasm with tenderness with trigger points and reproducible muscles.

EXTREMITIES (UPPER and LOWER): Except for the right hip, rest of the extremities are found to be completely normal with normal circulation, normal nerve supply, normal sensations and motor power. On the right hip, there is a decreased range of motion to 100 degrees of flexion and extension. External rotation and internal rotation are painful beyond 25 degrees. Motor strength of the right leg is 4/5. No valgus/varus abnormalities noticed or leg length discrepancies. Patrick sign is positive. Trendelenburg sign is positive. Log roll is positive. Ely test positive. Thomas test is positive.

Right foot examination reveals mild tenderness in and around bilateral malleolus and dorsal part of the foot. Ranges of motions and motor power are normal. No laceration or any other major findings.

MUSCULATURE: Palpation shows severe spasm in the cervical capitis muscle bilaterally and also the cervical fibers of the trapezius muscle and also on the right side of the neck there is a severe spasm, torticollis and almost tender 1+ with 2+ hypertonicity. The spasm exists in the entire upper shoulder and lower part of the neck on the right side with several trigger points noticed in this area as reproducible pain.
DIAGNOSES

Motor vehicular accident V89.2XXD, chronic pain due to trauma G89.21, difficulty in gait R26.2, headache R51, dizziness and giddiness R42, anxiety F41.1, depression F32.9, adjustment disorder F43.2, cognitive impairment F31.89, neuralgia M79.2, myositis M60.9. Panniculitis affecting cervical, thoracic, LS and SI joints M54.0, pain in left shoulder M25.512, pain in right shoulder M25.511, rotator cuff tear M75.110, tendonitis M75.30, bursitis M75.50.
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Glenoid labrum tear S43.432D, cervicalgia M54.2, cervical disc displacement M50.20, radiculopathy M54.12, cervical dorsopathy M53.82, panniculitis M54.02, sprain of the joints and ligaments of the neck S13.4XXA, thoracic spine dorsalgia M54.09, pain in the thoracic spine M54.6, intervertebral disc disorder M51.24, radiculopathy of the thoracic spine M54.14, panniculitis M54.02. Sprain of the ligaments of the thoracic spine S23.3XXA, LS-spine lumbago M54.5, LS disc displacement M51.27, LS radiculopathy M54.16, lumbago with sciatica M54.42, sprain of the ligaments of the LS spine S33.5XXA. M25.551, M25.552, and injury to the iliotibial tract with spasm bilaterally. Shortening of the left leg. M25.571 pain in the right foot, Achilles tendinitis M76.60, M77.40, M77.50.

PLAN OF CARE

The patient will be seeing Dr. Mohan, the neurosurgeon. She recently had her MRI of the spine. I have discussed that MRI with her in great detail. It appears that she has significant amount of herniated disc at C3-C4, C4-C5, and C5-C6 along with facet uncovertebral joint arthropathy. Even C7 and T1 has right paracentral disc herniation and T2-T3 is also showing a herniated disc. We are not trying any interventional pain procedures here due to the patient’s sensitivity to all the medications and our inability to be able to support her injection wise. She has been referred to Dr. Mohan to do the needful who is the neurosurgeon. It is expected that she will undergo a cervical spine surgery along with the disc replacement. She is also advised to have injection to the right trapezius muscle where the trigger points are noticed and cervical capitis muscle to help her in this matter. She is also advised for DME supply, which is a donut pillow for her to be able to sit. Her physical therapy continues once a week. She has been advised to connect to a chiropractic doctor also; maybe that will help. We will continue disability in the work and housework. She has been provided with attended care seven hours seven days. She already filled up an affidavit from her behalf to justify the attended care. She will be seen in 30 days’ time for followup visit. No procedure other than trigger point injections are being provided to her.
She was provided with Naprosyn 500 mg twice a day, Elavil 50 mg at night, melatonin 10 mg at night, Skelaxin 800 mg two times a day, and lidocaine gel 3% for topical relief 200 g.

Vinod Sharma, M.D.

