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: Alexandra Wedlow
DATE OF BIRTH: 02/23/1972

DATE OF ACCIDENT: 05/05/2021

DATE OF SERVICE: 02/10/2022
HISTORY OF PRESENTING ILLNESS

Ms. Alexandra Wedlow presents here for a followup evaluation on 02/10/2022. The patient allegedly was involved in an automobile accident as of 05/05/2021. She was hit on the driver’s side by a tow truck. This impact caused her to have pain in the neck, mid back and lower back and some pain in the left shoulder and left knee and radiation of pain to the left upper thigh. The patient visited here as a new patient visit on 01/20/2022 at our office. The MRI was provided to us. It has shown various pathology. The patient was initially seen by Dr. Benjamin Krpichak at C-spine. However, the office is closed and she has been referred here. It appears that she is suffering from a sprain of the medial meniscus and laxity of the anterior cruciate ligament of the left knee. In addition, left shoulder shows glenohumeral arthritis with medial aspect of the humeral head and glenoid fossa as well as thinning of the distal anterior supraspinatus tendon and small glenohumeral joint effusion with synovitis and mild degenerative changes of the AC joint with tenosynovitis of the long head of biceps tendon. MRI of the brain is completely normal. MRI of the thoracic spine showed bulging disc of T6 and T7 and then in the lumbar spine MRI, there is a neuroforaminal narrowing, spinal canal stenosis and eccentric left disc bulge with facet joint enlargement at L4-L5. In the cervical spine, there is a herniated disc at C5 and C6 with bulging disc at C4-C5, C5-C6, C6-C7 as well as herniated disc at C2-C3. The patient has been informed about all these findings in great detail. We are going to schedule this patient for the following for lumbar epidural steroid injection around 4 and then cervical epidural steroid injections followed by right sacroiliac joint injection. She will also be provided injection to the shoulder and to the knee and go from there. Today, the patient reports that she has pain which is almost 7 to 9 in various areas. Her neck is 9 and left knee is 9, left shoulder is 9, and lower back pain is 7 and she has radiation to the left arm involving second, third and fourth fingers. The patient has consistent pain affecting her walk due to the pain in the left knee and only 10% improvement has been reported so far. The patient already has a back brace, knee brace, TENS unit and she is using them. She also underwent physical therapy at home. ADLs that are reported affected are general activity, mood, walking ability, work, relationship with other people, sleep and enjoyment of life are affected 8.
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ADDITIONAL HISTORY: In the last 30 days, the patient reports that the pain has worsened. No new changes in the medical history, surgical history, hospitalization, weight loss or any other trauma are reported.

CURRENT PAIN MEDICATIONS: The patient has pain medications which are Percocet 10/325 mg.
SUBSTANCE ABUSE: None reported. She is using marijuana additionally for pain relief.
COMPLIANCE HISTORY: The patient is fully compliant to the pain medication regimen. 
REVIEW OF SYSTEMS
Neurology / Psyche: The patient reports there is tension, difficulty sleeping, anxiety, and depression. However, the patient denies any headaches, dizziness, or vertigo. She denies any vision disturbances, fainting, blackouts, or seizures. There is no history of any loss of memory or any other issue. Balance problems are not there.

Pain/ Numbness: The patient has pain in the left knee, left shoulder, neck, mid back, upper back, lower back as well as stiffness in the area of shoulder, neck and lower back and difficulty walking.

GI: The patient denies any nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of the bowel, stomach pain, blood in the stool, or trouble swallowing.

GU: The patient denies any incontinence of the urine, frequency, painful urination, or blood in the urine.

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

PHYSICAL EXAMINATION

VITALS: Blood pressure 145/95, pulse 56, pulse oximetry 99%.

GENERAL REVIEW: This is a 49-year-old African American female of a good built and nutrition, alert, oriented, cooperative, conscious. There is no cyanosis, jaundice, clubbing, or koilonychia. She does not appear to be in acute distress, shortness of breath or severe pain facies. The patient does not appear anxious or lethargic. She has a good attitude and demeanor. Dress and hygiene is normal. This patient is able to walk well and is mobile and 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.
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Spine Tenderness: None.

PVM Spasm and tenderness: None.

PVM Hypertonicity: None.
ROM:
Cervical Spine ROM: Forward flexion 50, extension 25, bilateral side flexion 45, and bilateral rotation 80.
Lumbar Spine ROM: Forward flexion 60, extension 25, bilateral side flexion 30, bilateral rotation 35.

MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling sign is negative. Lhermitte test is negative. Distraction test is negative. Soto-Hall test is negative.
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 negative. Contralateral leg raise test (Cross leg test) is negative. Bragard test is negative. Kemp test negative. Babinski test negative.

Sacro-Iliac Joint: Right sacroiliac joint possibly mildly tender. Standing flexion test is negative. Iliac compression test is negative. Distraction test is negative. FABER test on the right is positive. Gaenslen test on the right is positive. Trendelenburg’s sign is negative.
EXTREMITIES (UPPER and LOWER): Except for the left knee and left shoulder, rest of the extremities are warm to touch and well perfused. There is no tenderness, pedal edema, contusions, lacerations, muscle spasm, varicose veins. ROM for all joints is normal. Quick test is negative. No leg length discrepancy noticed.

LEFT SHOULDER: On inspection the shoulder has a normal contour with no dislocation or any positive finding. On palpation there are no tender points. No spasm. No clicking or popping noise. Range of motion of the left shoulder is limited to 140 degrees of abduction maximum after which there is some pain in the rotator cuff and anterior posterior lateral, also in the deltoid.  Muscle strength is 4/5. Special tests were conducted. Hawkins-Kennedy test was found positive. Empty beer can test, Neer test and Speed tests are found positive. Anterior-posterior apprehension was positive. Drop arm test was negative.

RIGHT WRIST: Examination of the right wrist and elbow shows positive Tinel sign.  Positive Phalen sign. Carpal tunnel compression test was positive. Other than that on inspection and palpation there is no abnormality in the wrist examination. Finger examination normal per the patient. No atrophy of thenar prominence is noticed. There is no muscle weakness. Normal reflexes, grip and motor power is observed.

Alexandra Wedlow 

Page 4
LEFT KNEE: Examination reveals that on inspection the knee is completely normal appearing with no scar, erythema or effusion. On palpation there is tenderness in the peripatellar region with some swelling, but no crepitus, grinding noise or popping noise. Range of motion is completely normal to 145 degrees of flexion. Collateral ligaments are intact. Motor power is 4/5. Valgus and varus abnormality is absent. Anterior drawer and posterior drawer is negative. McMurray sign and Steinman is negative. Patellar apprehension is positive.

GAIT: The gait is normal. The patient is not using a cane or adaptive devices.
DIAGNOSES
GEN: V89.2XXD, I10, E66.9

CNS: G44.329

SHOULDER: M25.512 (LT), M75.550, M75.30, S43.432D

RIGHT HAND: G56.01

LEFT KNEE: M25.562, M23.205, M23.202

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

SI Joint: M46.1 right sacroiliitis, M54.17 and S33.5XXA
PLAN OF CARE
All the MRIs that are available are discussed with the patient. She will benefit from injection to the left knee for meniscus injury and anterior cruciate ligament injury. She will also benefit from injection to the supraspinatus tendon, injection to the shoulder joint and AC joint injection and biceps tendon injections. She will also benefit from injection to the sacroiliac joint on the right side as well as she will benefit from LESI injection, CESI injection, and TESI injection due to the pathology mentioned in the MRI. If she does not find any relief with these injections x 4 to 6, then the patient will be referred for surgical consultation or even a spinal cord stimulation device.  The patient will continue her physical therapy at her choice place wherever she was going before. She reports that she is benefiting. She is going to be given an injection to the left supraspinatus and left shoulder injection, left infraspinatus and biceps tendon as well as to the left knee. The patient is provided with Naprosyn 500 mg twice a day, Elavil 50 mg at night, Flexeril 10 mg twice a day, lidocaine gel 3% and Percocet 10/325 mg every 12 hours p.r.n. 30 days, #30 tablets are provided. The patient is otherwise stable. 
Vinod Sharma, M.D.

