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: Quan-Cle Hardy

DATE OF BIRTH: 10/12/1976

DATE OF ACCIDENT: 01/03/2018

DATE OF SERVICE: 02/11/2021

HISTORY OF PRESENTING ILLNESS
Mr. Quan-Cle Hardy is here for a followup evaluation. He is seeing us every month. He reports that he is suffering from various symptoms as a result of an accident that occurred on 01/03/2018 when he was a driver in a semi-truck that turned over and rolled over and as a result he was crashing inside the cab and injured his body. Basically he has severe pain in his neck to the tune of 6, lower back pain is reported to be 3, and left shoulder pain is 6. He has a constant radiation to both legs posteriorly in S1-S2 dermatome fashion and his pain level varies from 6 to 9 usually based on different activities. The patient reports that he has 30% improvement in the pain so far with all the treatment. He has seen Dr. Louis Radden and he has had new arthrogram and new MRI which shows significant pathology. He will be seeing an orthopedic surgeon and then he will be put to therapy or surgical treatment, whatever is required. His appointment is in 10 days’ time. He also saw Dr. Anil Sethi for his neck. Some surgery was recommended for his neck, but he is not interested. Similarly, he has also seen Dr. Louis Radden who recommended a surgery for his L5-S1 region where there is a herniated disc, but the patient is not willing to go for any surgery at this time. We have also done all the procedure that we believed was necessary. He has no sacroiliac joint involvement any longer. His pain in the shoulder continues and we believe that it was the suprascapular nerve that was doing it. The ADLs are affected as follows: Sleep is affected 10, general activity, work and enjoyment of life affected 8.

ADDITIONAL HISTORY: There are no additional issues the patient has reported. There are no changes in the pain level. No new changes in the medical history, surgical history, hospitalization, weight loss or any other trauma.
CURRENT PAIN MEDICATIONS: Norco 7.5 mg twice a day.

SUBSTANCE ABUSE: The patient is reportedly using no substance. 

COMPLIANCE HISTORY: The patient is full compliant to the pain medicine regimen.
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REVIEW OF SYSTEMS:

Neurology / Psyche: The patient reports ongoing weakness. No dizziness/vertigo, headaches, vision disturbances, double vision, ear ringing, fainting, blackouts, difficulty sleeping, fatigue, tension, seizures, loss of balance, loss of equilibrium, lack of focus, lack of concentration, poor grades at work, poor work performance, anxiety, depression, panic, nightmares, loss of memory, or chronic fatigue.
Pain/ Numbness: There is ongoing pain in the neck, mid back, upper back and lower back along with nerve pain. There is also pain in the right shoulder as well as shoulder stiffness, neck stiffness, and lower back stiffness.
GI: No nausea, vomiting, diarrhea, constipation, digestive problem, incontinence of the bowel or stomach pain, blood in the stool or difficulty in swallowing.
GU: There is no blood in the urine, painful urination, frequency or incontinence of the urine.
Respiratory: There is no difficulty breathing, chest pain, coughing, shortness of breath or asthma.
PHYSICAL EXAMINATION

VITALS: Blood pressure 136/101. Pulse 78. Pulse oximetry 98%. Temperature 96.7.

GENERAL REVIEW: The patient is of good built and nutrition, alert, oriented, cooperative and conscious with no cyanosis, jaundice, clubbing, or koilonychia. Hydration is normal. No pain facies are noticed. No distress. Gait is completely normal. Dress and hygiene are normal. The patient does not appear to be depressed or anxious.

MUSCULOSKELETAL EXAMINATION:

Inspection: Examination reveals a normal curvature and alignment.
Palpation: I could not identify any scoliosis on palpation or even kyphosis. Pelvic iliac crest is normal. No tilt is noticed.
Spine Tenderness: Spine tenderness is minimally present in the sacroiliac joint bilaterally only.
PVM Spasm and tenderness: Paravertebral muscle spasm is not present anywhere anymore.
ROM:
Cervical Spine ROM: Forward flexion 55, extension 70, lateral flexion 40, and rotation 75.

Thoracic Spine ROM: Forward flexion 45, extension 40, lateral flexion 35, and rotation 15.

Lumbar Spine ROM: Forward flexion 55, extension 20, lateral side flexion 10, and rotation 10.
MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign, Spurling sign, Lhermitte test, Soto-Hall test and myelopathy signs are all absent.
Lumbar Spine: Straight leg raising test is positive at 60 degrees. Cross leg raise test is positive also. Bragard maneuver is positive.

Sacro-Iliac Joint: FABER test and Gaenslen tests were found positive bilaterally. However, iliac compression and distraction test, sacral rocking, standing flexion were negative.
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Examination of the musculature reveals completely normal musculature. No trigger points are noticed. No atrophy, clonus, or fasciculation noticed. Muscle mass is completely normal with normal bulk, tone, and contraction.

EXTREMITIES (UPPER and LOWER): Examination of the extremities was completely unremarkable with normal range of motion. No tenderness. They are warm to touch except for the left shoulder. Examination of the left shoulder reveals on inspection normal contour and normal appearing shoulder and on palpation there are no tender points that are noticed. On examination, we find the motor power is 4/5 while Hawkins-Kennedy test was found positive. Neer test and empty beer can tests were found positive.
DIAGNOSES

Work-related injury and motor vehicular accident V89.2XXD, myositis M60.9, myalgia M79.1, panniculitis affecting cervical, thoracic, LS and SI joint M54.0, cervicalgia M54.2, cervical disc displacement M50.20, radiculopathy M54.12, panniculitis M54.02, sprain of the joints and ligaments of the neck S13.4XXA. Thoracic spine dorsalgia; pain in the thoracic spine M54.6, intervertebral disc displacement M51.24, panniculitis M54.08, sprain of the ligaments of the thoracic spine S23.3XXA, 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, sacroiliitis M54.17, sprain of the ligaments of the SI joint S33.5XXA.

PLAN OF CARE

After reviewing all the MAPS and all the urine drug screens, I provided the patient for last prescription of Norco 7.5 mg/325 mg q.12h. for 30 days #60 tablets. It has been advised that now he is going to be weaned off the Norco since a significant amount of prescription has been provided to him for pain relief and he will be switched over to Ultram or Tylenol No.3 next visit. He has usually been quite significantly injured and he has been a very compliant patient, so we have helped him as best we can. He will continue on his maintenance medications which are Naprosyn, Elavil, Flexeril, melatonin, and lidocaine gel as well. The patient is otherwise stable. He will follow up with Dr. Louis Radden at Spine Specialists of Michigan where his further surgery and other planning will be done. He is also seeing Dr. Sethi at DMC Hospital where some plan might be there; I am not aware. I do not think he is undergoing any surgery anytime soon in the spine. He may choose to go for a surgery on the shoulder though. The patient is recovering. His pain levels are less. I am optimistic about his progress and hopefully he will be back to work soon.

Vinod Sharma, M.D.

