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: Ben Banks

DATE OF BIRTH: 

DATE OF ACCIDENT: 05/09/2021
DATE OF SERVICE: 03/10/2022

HISTORY OF PRESENTING ILLNESS

This is a followup visit for Ben Banks. Initially, the patient was involved in an automobile accident where he was rear ended on a passenger side also in this accident. Impact of the accident, the accident occurred on 05/09/21. It was an event of road rage chase. The impact caused the patient complete loss of his car and pain in the mid back and lower back mainly with radiation to the right leg below the knee. Also some pain in the right shoulder and right hip was also complained of. All of these pains were reported to be between 7 and 8. The patient was last seen on 02/21/22 and now he reports back. On the day of accident he had a broken hip with a five to six screws and metal plate which was placed. Apparently, he complains of a dislocated shoulder, but on examination the patient is able to move his shoulder up to 90 degrees with no deficit and no obvious dislocation. So the patient’s complaint is not correct. He is able to walk less than one block because of these pains and the patient also informed that he has not started physical therapy since the car accident because he had no claim and he was not able to go to the attorney and he was not able to go to the physical therapy any way as he was suffering from hip fracture. He was resting home all this time. Currently his pain in the mid back and lower back is around 6-7. He denies any radiation to the legs at this time except the right leg posteriorly below the knee up to the ankle. 70% pains are now relieved and ADLs are not significantly affected. 

ADDITIONAL HISTORY: In the last 30 days, the patient reports that he experiences numbness in the right leg below the knee. Other than that, pains are improved slightly like 20% and no changes in the medical history, surgical history, hospitalization or weight loss are reported.

SUBSTANCE ABUSE: None reported except marijuana.

COMPLIANCE HISTORY: The patient is fully compliant to the pain medicine regimen.

REVIEW OF SYSTEMS:

Neurology / Psyche: The patient reports difficulty sleeping, but there are no headaches, vertigo, dizziness, vision disturbance, double vision, ear ringing, fainting and blackouts.
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No history of any previous loss of balance, loss of equilibrium and no poor work performance and no lack of focus. The patient denies anxiety, depression, panic or loss of memory.

Pain/ Numbness: The patient has pain in the lower back, mid back, upper back and difficulty walking and very minimal hip pain on the right side.

GI: No nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of bowels, stomach pain, blood in the stools, or trouble swallowing.

GU: No incontinence of urine, frequency, painful urination, or blood in urine.

Respiratory: No asthma, difficulty breathing, chest pain, coughing, shortness of breath. 

PHYSICAL EXAMINATION
VITALS: Blood pressure 147/90, pulse 52, and pulse oximetry 99%.

GENERAL REVIEW: This is a 29-year-old African American male of a good built and nutrition, alert, oriented, cooperative, and conscious, with no cyanosis, jaundice, clubbing, or koilonychia. He is fairly well built, well nourished. Hydration is good. Good attitude and demeanor. Dress and hygiene is normal. The patient is able to walk reasonably well without any cane. The gait is normal. There is no acute distress, shortness of breath or pain facies identified.

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: None present.
PVM Spasm and tenderness: Severe spasm from T12 to L5.
PVM Hypertonicity: There is 1+ hypertonicity of the paravertebral muscles observed.
ROM:
Cervical Spine ROM: Forward flexion 50, extension 15, bilateral side flexion 45, bilateral rotation 80.

Lumbar Spine ROM: Forward flexion 30, extension 10, bilateral side flexion 10, bilateral rotation 10. Hyperextension was not painful.

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 positive. Straight leg raising test (Lasègue’s test) is positive at 20 degrees. Contralateral leg raise test (Cross leg test) is positive. Bragard test is negative. Kemp test positive. Babinski test negative.

Sacro-Iliac Joint: Sacroiliac joints are nontender. 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.
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EXTREMITIES (UPPER and LOWER): The right shoulder and right hip are positive. Rest of the extremities are completely normal, warm to touch, well perfused and no tenderness, pedal edema, contusion, laceration, muscle spasm, or varicose veins are noticed. Range of motions for all the joints is normal. Quick test is negative. No leg length discrepancy is noticed.

RIGHT SHOULDER: On inspection of the shoulder joint, there is normal contour. On palpation there is a tenderness in the rotator cuff region and AC joint. Ranges of motions are diminished to 120 degrees abduction on the right shoulder. Muscle strength is 4/5 on the right shoulder. Special tests are found positive. Hawkins-Kennedy test is positive. Speed test and Neer test is positive. Anterior posterior apprehension was positive. Drop arm test is negative.

RIGHT HIP: Examination of the right hip shows the following: There is a large scar of 8 inches on the right hip that is noticed with minimal tenderness, swelling and spasm. No contractures are notified. Alignments are normal. No contusions are noticed. The scar has healed up very well. Ranges of motion are normal. Flexion 140 degrees, extension 140 degrees, external rotation 40, and internal rotation 40 degrees. Motor strength is 5/5. Valgus-varus abnormality is absent. Leg length discrepancy is not present. Patrick sign is negative. Trendelenburg sign negative. Log roll, Ely test and Thomas tests are found negative.

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

DIAGNOSES
GEN: V89.2XXD, R26.89

MUSCLES: M60.9, M62.838

LIGAMENTS: M54.0
SHOULDER: M25.511 (RT), M75.30, M75.50, S43.432D, M75.110

HIP: M25.551, fracture of the right hip

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

PLAN OF CARE

Plan of care is to continue the patient on Naprosyn, Elavil, Flexeril, lidocaine gel as well as I have ordered an MRI of the lumbosacral spine and the right shoulder to identify the pathology in these areas since he is complaining of a dislocation of the right shoulder. Once the MRI reports are available, we will modify our treatment further. No narcotic pain medications are provided since this is a six-month-old injury. The patient was also advised to visit an orthopedic surgeon of his choice.

Vinod Sharma, M.D.

