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: Sharda Smith
DATE OF BIRTH: 03/11/1992
DATE OF ACCIDENT: 12/14/2018
DATE OF SERVICE: 01/28/2021
HISTORY OF PRESENTING ILLNESS
The patient Sharda Smith is here for a followup evaluation. She was a victim of an automobile accident that occurred on 12/14/2018 where she was a passenger in the rear seat behind the passenger seat and was restrained when the car was hit in the front on the passenger side and also rear ending accident. Subsequent to this accident, the patient had some evidence of TBI. Along with that there was a severe pain in the lower back, mid back and neck with radiation to the left leg. Radiation of the pain was to the right buttock and right leg involving all the toes. This radiation of pain has been going on along with headaches, dizziness, vertigo, and the pains have been worse 8 to 9. The patient has been undergoing physical therapy since the time of accident and apparently for her it brings some relief. She is at the DMC Hospital Rehab Center that she likes. They are also doing traction for her. Today she reports that her pain is in the head and the lower back is between 8 and 9. Neck pain is not too terrible. There is a radiation of pain from the lower back to the right buttock and right posterior part of the leg in S1-S2 dermatome fashion. Also soleus muscle was found to be strained in the past MRI that was done recently. The lumbar MRI shows a herniated disc that was not present prior to it and I explained in detail the findings of the MRI that was done on her LS spine as well as into the knee. Other than that, the patient has some difficulty in walking, but otherwise she is able to carry on her life. Pain is between 8 and 9 with 50% pain reported relieved with the current pain management protocol. The patient reports that the ADLs are affected to the tune of 9 on a scale of 1 to 10 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, there are no changes in the pain level, medical history, surgical history, hospitalization, or weight loss. No other trauma is reported.
CURRENT PAIN MEDICATIONS: Tylenol with Codeine, Naprosyn, Elavil, Flexeril, and melatonin.
SUBSTANCE ABUSE: No substance abuse reported.

COMPLIANCE HISTORY: The patient is fully compliant.
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REVIEW OF SYSTEMS
Neurology / Psyche: The patient is suffering from headaches, vision disturbance, double vision, dizziness, and vertigo along with difficulty sleeping, weakness, and loss of balance as well as lack of focus, lack of concentration, anxiety, depression, nightmares, and loss of memory. 
Pain/ Numbness: The patient reports that she is suffering from pain in the left knee and the left leg as well as mid back and lower back pain along with stiffness in these areas. Left leg pain is felt like pins and needles. However the MRI has shown a positive finding of soleus muscle strain that the patient has to help me understand where the pain is. 
GI: The patient has nausea and stomach pain, but denies vomiting, diarrhea, constipation, digestive problems, incontinence of the bowel, blood in the stool, or difficulty in swallowing.

GU: There is no incontinence of the urine, frequency, painful urination, or blood in the urine.

Respiratory: There is no asthma, trouble breathing, chest pain, coughing, or shortness of breath.

PHYSICAL EXAMINATION

VITALS: Blood pressure 132/86, pulse 75, temperature 98.1, pulse oximetry 98%.
GENERAL REVIEW: This is a 27-year-old African-American female of an average built and nutrition, alert, oriented, cooperative, and conscious. No cyanosis, jaundice, clubbing, or koilonychia. Hydration is normal. Orientation is normal. Good built and well nourished. Hydration is good. No acute distress or shortness of breath or severe pain facies identified. The patient is not anxious or lethargic. This patient has a good attitude and demeanor. Dress and hygiene is normal. This patient is able to walk well and is mobile, independent, without using any adaptive devices.

MUSCULOSKELETAL EXAMINATION

Inspection: The entire spine has normal curvature and alignment. There are no scars noticed.

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

Spine Tenderness: There is tenderness of spine at C5, C6, C7 and L3, L4, L5 and S1 and bilateral sacroiliac joints.

PVM Spasm and tenderness: The paravertebral muscle spasm is present in the area of C2-C7 and L1-L5 bilaterally.

PVM Hypertonicity: There is 2+ hypertonicity of the paravertebral muscles observed.

ROM:
Cervical Spine ROM: Forward flexion 60, extension 60, bilateral side flexion 45, bilateral rotation 80 degrees.
Thoracic Spine ROM: Forward flexion 60, extension 25, bilateral side flexion 15, bilateral rotation 20 degrees.
Lumbar Spine ROM: Forward flexion 35, extension 15, bilateral side flexion 20, bilateral rotation 18. Hyperextension is painful beyond 25 degrees.
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MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling sign is positive. Lhermitte test is negative. Distraction test is positive. Soto-Hall test is negative.
Thoracic Spine: Roos test (1st thoracic nerve stretch) is negative. Slump test is negative.

Lumbar Spine: Straight leg raising test (Lasègue’s test) was positive at 20 degrees bilaterally. Contralateral leg raise test (Cross leg test) is positive. However, Bragard maneuver and Kemp tests are negative. Valsalva maneuver is negative. Babinski test negative.

Sacro-Iliac Joint: Mild tenderness is noticed bilaterally without any fracture or any other major findings. However, standing flexion test was negative. Iliac compression test was negative. Distraction test is negative. FABER test however was found positive bilaterally. Gaenslen test is found positive bilaterally. Trendelenburg’s sign was negative.
DIAGNOSES
GEN: Z79.891/V89.2XXD.

CNS: R51, R42, F41.1, F32.9, F43.20.

PNS: M79.2.

MUSCLES: M60.9, M79.1, M62.838.

LIGAMENTS: M54.0.
Cx Spine: M54.2, M50.20, M54.12, M54.02, M48.06, S13.4XXA.

TH Spine: M54.09, M54.6, M53.82, M51.24, M54.14, M54.08, M48.6, S23.3XXA.

LS Spine: M54.5, M51.27, M54.30, M54.16, M54.42, M48.06, S33.5XXA.

SI Joint: M54.17, M 48.06.
Gait Problems: R26.89.

PLAN OF CARE
The MRI that the patient just recently had has been discussed with the patient. Regarding the right knee, there is no other finding in the knee joint except soleus muscle was reported strained. In the lumbar spine MRI, there is a central disc herniation at L5-S1 with no stenosis of the spinal cord. L4‑L5 disc is mildly diffusely bulging without any canal stenosis. These findings were discussed with the patient. The patient was advised that since she has had extensive physical therapy, she should add a chiropractic treatment. Information about Dr. Rossini was given to her. The patient has been advised to go and get the chiropractic treatment for a couple of months. She is reluctant to go for any more interventional pain treatment. The patient was advised that LESI will be able to help her relieve most of the pain and help her 90% and avoid any chance of surgery and improve her life function. The patient will make a decision. Apparently, she has some reservation about the injection treatment. Her medications have been continuing – Neurontin, Skelaxin, and lidocaine. She was also provided Tylenol with Codeine No.3 on the last visit 75 tablets that we will continue. She will be seen in two to three weeks. So far, the patient is stable and her drug screen and MAPS have been reviewed and other records have been reviewed.
Vinod Sharma, M.D.

