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: Bonza Bracy-Johnson

DATE OF BIRTH: 05/08/1964

DATE OF ACCIDENT: 04/24/2019

DATE OF SERVICE: 02/19/2021
HISTORY OF PRESENTING ILLNESS
Ms. Bonza Bracy-Johnson has been involved in an automobile accident where she was rear ended on 04/24/2019 and since then she is suffering from extremely severe pain in the neck across shoulder and entire back, mid back, upper back, lower back, and the headaches have been present and the patient has been suffering all along. Despite treatment, she has not recovered. She was having radiation of pain to both arms and both legs including all the fingers and all the toes. She has seen a doctor. The pain in both shoulders is also present around 10. It appears that the patient was seen at Metro Pain Clinic since motor vehicle accident and has had EMG/nerve conduction test. She has seen chiropractor and physical therapy has been done all along. An IME has also been done. It is reported that couple of times injections that were provided helped her which were trigger point injections. Currently, she is seeing a neurologist at Beaumont Hospital Neurology who are also helping her with the headaches and provided her with a muscle relaxer. Medications were provided to her at our office at Advance Pain Care. *__________* by her due to some issues at the pharmacy. I have provided her a number of a different pharmacy that can help her. At this time, the patient reports her pain level is always 10 from headaches to the neck pain, across shoulder pain, both shoulder pain, mid back, upper back and lower back. In addition, there is a radiation of the pain in the front to the back in both the upper and the lower extremities and these pains are constant, associated with numbness and tingling involving all the toes and all the fingers according to her. The patient is being evaluated. We will try to obtain her IME report and correlate all of those together. She reports 30% pain relieved so far with the current pain management protocol and treatment.
ADLs are affected as follows: Walking ability, work, sleep and enjoyment of life are affected 9.

ADDITIONAL HISTORY: In the last 30 days, the pain level has remained the same. There are no changes in medical history, surgical history, hospitalization, or weight loss reported. No other trauma.
CURRENT PAIN MEDICATIONS: Norco, Naprosyn, Elavil, Flexeril, lidocaine gel, and melatonin.
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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 has ongoing headaches. However, there are no symptoms of TBI. She denies any dizziness, vertigo, issues with vision problem, none of them. No anxiety, depression, or panic is reported.

Pain/ Numbness: The patient reports ongoing pain with difficulty walking due to the pain and numbness, nerve pain to the extremities especially the legs and associated with shoulder stiffness bilaterally, jaw stiffness, and neck stiffness.
GI: The patient reports no nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of the bowel, stomach pain, blood in stools, or difficulty in swallowing.

GU: The patient reports no incontinence of the urine, frequency, painful urination, or blood in the urine.

Respiratory: The patient reports no asthma, difficulty breathing, chest pain, coughing, or shortness of breath.

PHYSICAL EXAMINATION

VITALS: Blood pressure 136/89, pulse 78, temperature 98.9, and pulse oximetry 96%.

GENERAL REVIEW: The patient is a 56-year-old African American female. She is alert, oriented, cooperative, conscious, and is sitting comfortably. The patient is good built and well nourished. Hydration is good. The patient does not appear to be in any acute distress or SOB or severe pain facies. The patient does not appear to be anxious or lethargic. The patient has a good attitude and demeanor. Dress and hygiene is normal. She has antalgic gait due to severe pain in the right foot. 

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: Bilateral sacroiliac joints as well as L4-L5 spine is tender. There is tenderness in C5, C6, and C7 spine as well.

PVM Spasm and tenderness: Paravertebral muscle is noticed from C2-L5 bilaterally.

PVM Hypertonicity: 1+ hypertonicity and moderate tenderness.

ROM:
Cervical Spine ROM: Limited to forward flexion 25, extension 25, bilateral side flexion 20, and bilateral rotation 35 degrees.

Lumbar Spine ROM: Forward flexion 30, extension 15, bilateral side flexion 15, and rotation 15. Hyperextension is painful beyond 10 degrees.

Bonza Bracy-Johnson

Page 3

MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling sign is positive. Lhermitte test is positive. Distraction test is positive. Soto-Hall test is positive. Myelopathy signs are negative.
Thoracic Spine: Roos test (1st thoracic nerve stretch) is negative. 

Lumbar Spine: Brudzinski- Kernig test positive. Straight leg raising test (Lasègue’s test) is positive bilaterally at 35 degrees. Contralateral leg raise test (Cross leg test) is positive bilaterally. Bragard test is positive. Kemp test positive. Babinski test negative.

Sacro-Iliac Joint: Bilateral sacroiliac joints are tender. We find standing flexion test is positive. Iliac compression test is positive. Distraction test is positive. FABER test is positive bilaterally. Gaenslen test is positive bilaterally.
EXTREMITIES (UPPER and LOWER): Except for both shoulders and right foot, the rest of the extremities are found to be warm to touch and well perfused. Motor power is 5/5. Reflexes are normal. No tenderness, pedal edema, contusions, lacerations, muscle spasm, or varicose veins are noticed. ROM for all joints is normal. Quick test is negative. No leg length discrepancy noticed.

SHOULDERS: Examination of both shoulders is as follows: On inspection, both shoulders have a normal contour. On palpation, there is a spasm of the surrounding muscles in this area of the shoulder especially the rotator cuff region, which are tender and spasmodic. Pain is 10/10. Both shoulders, the patient is able to move on a passive movement up to 100 degrees. The active motions are also correspondingly reduced. Muscle strength is 4/5. Drop arm test negative. Speed test positive. Neer test positive. Empty beer can test and Hawkins-Kennedy tests are positive. Anterior posterior apprehension test is positive. 

HANDS / WRISTS: Both hands and wrist on examination show no swelling, deviation, muscle atrophy, ulcer, wound, fracture or any atrophy of thenar prominence. Muscle weakness is not present. However, motor power is 4/5. Sensations are intact. Circulation is intact. Range of motion of the wrist is completely normal. However, there is a Tinel sign and Phalen sign that are found positive bilaterally.

FEET: In the right foot, the patient has severe pain in between the toe and she shows a lesion that is present in between the great toe and the second toe. She also has tenderness in the general foot area due to severe tendinitis in the ankle and the foot region.  

GAIT: The gait is normal. The patient is not using a cane or adaptive devices.

DIAGNOSES
GEN: V89.2XXD, R26.2

CNS: G44.329, R51, R42, F41.1, F32.9, M79.2

MUSCLES: M60.9, M79.1, M79.7, M62.838
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LIGAMENTS: M54.0
SHOULDER: M25.512 (LT), M25.511 (RT), M75.110, M75.30, M75.50, S43.432D

WRIST: M25.539, G56.02, G56.01

ANKLE/ FOOT: M25.571 (RT), M75.60, M77.40

Cx Spine: M54.2, M50.20, M54.12, M53.82, M54.02, S13.4XXA

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

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

SI Joint: M54.17, M53.3, S33.5XXA

PLAN OF CARE
The patient is requesting an injection to the trigger points that are two of them on bilateral trapezius muscles and left side of the neck to the shoulder junction in the middle fiber. An injection will be provided to help her. The patient has been referred to a chiropractor of her choice. Dr. *__________* is in the Southfield area where she would like to try some of the therapy. A prescription of Norco 7.5/325 mg every 12 hours for seven days was provided for relief from the pain for seven days. Her MAPS have been reviewed. Drug screens have been reviewed. The patient is found to be fairly blind. Physical therapy will continue at Senior Physical Therapy. Traction, massage and aquatherapy has been added. The patient has been discussed about acupuncture, yoga exercises, postural exercise, and McKenzie exercises to continue at home. MRIs have been discussed with the patient. Her medications are listed as Tylenol, aspirin, Lipitor, Fioricet, Voltaren gel, Depakote ER, Protonix, Seroquel, Risperdal, and Desyrel. She is on multiple psychiatric medications due to presence of bipolar illness and she is following up with the neurology clinic at Beaumont Hospital of which we have records available and she should continue all of that. We will leave the patient for headache relieve to them because there is a possibility the headaches are preexisting but they are not sure.

There is extensive workup of this patient: CT scan of the head was normal. MRI and MRA of brain were normal. Carotid ultrasound was positive for severe narrowing of both carotid arteries. MRI of the cervical spine shows that there is a disc osteophyte complex causing deformity and pressure on the ventral cord and mild neuroforaminal narrowing at C3-C4, C4-C5, C5-C6 as well as herniated disc at C6-C7. These findings were discussed with the patient in great detail. All options of the treatment were discussed from cervical traction device, TENS unit to posture exercises and a cervical epidural injection which the patient will consider. She is also informed to have minimal degenerative changes in L4-L5 and spondylolisthesis or spinal cord stenosis. Facet arthritis and degenerative joint disease with bulging is present at L4-L5. The patient has been advised to consider another epidural steroid injection. It will be done next week and with that we expect the patient to improve. The patient will be seen in 30 days’ time.
Vinod Sharma, M.D.

