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: Carolyn Houston
DATE OF BIRTH: 07/17/1987
DATE OF ACCIDENT: 04/29/2019

DATE OF SERVICE: 02/19/2021
HISTORY OF PRESENTING ILLNESS
The patient is here for a followup evaluation. She reports that she was a victim of an automobile accident on 04/29/2019 and she was a restrained driver and was involved in a rear-ending accident in West Detroit. As a result, she injured her head along with symptoms of TBI that included headaches on the left temple severe along with sensitivity to noise and nausea and associated with TBI symptoms of dizziness, vertigo, loss of balance, lack of focus, fearful of the event, double vision, and sleep problem as well as she started having issues with pain in the lower back that continued until now. She also fractured her right ankle that has healed up with the cast and other treatment with the podiatrist. She has largely been unable to walk, but currently she is now working as a chef or a person in the kitchen to cook in a nursing home full time. The pain is still reported to be 7. However, unlike previously, there is no radiation of the pain to the right leg. The pain in the right ankle and foot is 5. Headaches are reported to be 5, but the dizziness and vertigo are not present. The patient states that when she goes to work, she is wearing ankle and foot brace and she is able to carry out her job duty. Pain level is between 7 and 8 most of the time. She reports 50% improvement in the pain. She is currently trying all the conservative treatment which includes medications, physical therapy, and chiropractor that she is doing once a week. She is not interested in any surgical opinion or surgical options that have been discussed with her at length. She also not interested in any injection treatment so far. Her MRIs were discussed at length and all the options were discussed with her. 

In the ADLs, the patient reports that sleep is affected 8. General activity, walking ability, and enjoyment of life are affected 6. Mood, work, and relationship with other people are affected 5. 
ADDITIONAL HISTORY: In the last 30 days, the patient has no changes in the pain level. No new changes in the medical history, surgical history, hospitalization or weight loss. In fact, she reports that the pains are improved significantly. No other trauma is reported. 
CURRENT PAIN MEDICATIONS: Naprosyn, Elavil, and lidocaine gel. No narcotics are being prescribed.
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SUBSTANCE ABUSE: None reported.

COMPLIANCE HISTORY: The patient reports full compliance to the pain medicine regimen.

REVIEW OF SYSTEMS
Neurology / Psyche: The patient reports that she has got headaches, which are 50% better, not associated with any dizziness, vertigo, double vision, loss of balance, loss of equilibrium, not associated with any anxiety, depression, or panic; however, there is minimal loss of memory, weakness, difficulty sleeping, and lack of focus.

Pain/ Numbness: The patient reports lower back stiffness, jaw pain and stiffness, nerve pain, lower back pain, mid back pain, upper back pain, and ankle and foot pain. 

GI: There is no nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of the bowels, stomach pain, or blood in the stool.

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

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

PHYSICAL EXAMINATION

VITALS: Blood pressure 128/86, temperature 97.9, pulse oximetry 99%, and pulse 78.

GENERAL REVIEW: The patient is a 32-year-old African-American female of a very good built and nutrition, obese slightly. Hydration is good. She is conscious and cooperative. She does not appear in any acute distress, shortness of breath, or severe pain facies. No severe anxiety or lethargy is noticed. The patient has a good demeanor and attitude. Dress and hygiene is normal. The patient is able to walk well with some limping due to the pain in the right foot and ankle, and is mobile. The patient has no cane right now, but is being provided to her.

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: No spine tenderness is present. 

PVM Spasm and tenderness: No spasm is present.

PVM Hypertonicity: There is 0 hypertonicity of the paravertebral muscles observed. 
ROM:
Cervical Spine ROM: Completely normal at flexion 60, extension 60, bilateral side flexion 45, and bilateral rotation 80 degrees.

Lumbar Spine ROM: Forward flexion 60, extension 25, side flexion 30, and bilateral rotation 30 degrees. Hyperextension is not painful. The patient is able to walk reasonably well.
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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. No signs of myelopathy are observed.
Thoracic Spine: Roos test (1st thoracic nerve stretch) is negative. 

Lumbar Spine: Straight leg raising test (Lasègue’s test) is negative. Contralateral leg raise test (Cross leg test) is negative. Brudzinski- Kernig test negative. Bragard test is negative. Kemp test negative. Femoral Nerve Stretch test is negative. Babinski test negative.

Sacro-Iliac Joint: No tenderness is observed at the sacroiliac joint any more. Standing flexion test is negative. Iliac compression test is negative. Distraction test is negative. FABER test is negative. Gaenslen test is negative. Trendelenburg’s sign is negative.
EXTREMITIES (UPPER and LOWER): Unremarkable. They are warm to touch and well perfused with no tenderness, pedal edema, contusions, laceration, muscle spasm and varicose veins. Range of motion of all the joints is normal. Quick test is negative. No leg length discrepancy noticed.

Right ankle and foot examination are not done. Right ankle and foot examination is also unremarkable. The cast has been removed.

HANDS: Examination of the bilateral hands is conducted and it is found that the patient has a slight weakness of the muscle tone and motor power at 4/5 just in the hand and the wrist with normal reflexes and normal range of motion. However, the Tinel and Phalen sign are positive bilaterally. Possibility of carpal tunnel syndrome exists.

GAIT: Gait is normal. The patient is able to walk reasonably well although she is using a cane.
DIAGNOSES

GEN: V89.2XXD, Z79.891, R26.2

CNS: R51, R42, vision disturbance, F41.1.

PNS: M79.2.

LIGAMENTS: M54.0.

ANKLE/ FOOT: M25.571 (RT).

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

SI Joint: M54.17, S33.5XXA.

PLAN OF CARE
Reviewed the MRIs with the patient and she is informed about all the possible options. She has L5-S1 disc bulge indenting the ventral thecal sac. However, her pains are almost 50 to 60% improved and she is not interested in any epidural injection or surgical consult.
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In the cervical spine, there is a disc bulging from C2-C7 level all of them with the patient not being interested in any interventional pain management or any surgical options. She is improving quite a bit with the chiropractic and she is also seeing a podiatrist Dr. Horsley for the foot management. Regarding the TBI, the patient has recovered significantly with the headaches being miniscule. Although NeuroQuant analysis was positive, this area of disability and pathology is improving significantly. The patient has been advised about loss of weight as well as yoga, meditation, acupuncture, heat, massage, and continuing physical therapy once a week. Her MAPS have been reviewed. Labs have been reviewed and no other additional plan of care is available.
Vinod Sharma, M.D.

