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: 03/18/2021
HISTORY OF PRESENTING ILLNESS
The patient is here for a followup evaluation today on 03/18/2021. The patient allegedly was rear ended in an automobile accident on 04/29/2019 as a restrained driver subsequent to which the patient suffered from head injury, symptom of TBI, and pain in the lower back with radiation to the right leg front and back and some pain in the right ankle and she was unable to walk in the beginning. Regarding the ankle, she has been seeing a podiatrist. Regarding the lower back, she has been undergoing physical therapy and chiropractic treatment. Her MRIs were ordered and were found positive for bulging disc at L5-S1 and bulging disc at C2-C3, C3-C4, C4-C5, C5-C6, and C6-C7 level compressing the ventral thecal sac. However, she has no neck pain. The lower back pain is also moderately high and she is particularly not interested in any surgical options or any injections or treatment for epidural injection or sacroiliac joint injections despite the positive finding and indication. The patient has been comfortably working on a full-time job and it appears that she is remarkably doing very well. Currently, she is doing only once a week physical therapy and she is on a light duty protocol. Her work does not require heavy weight lifting.
PHYSICAL EXAMINATION

VITALS: Blood pressure 140/87, pulse 78, pulse oximetry 96%, and temperature 98.1.

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 a normal curvature and alignment. No scars are noticed.
Palpation: There is no scoliosis, kyphosis or hump back noticed. Pelvic iliac crest height is equal and no pelvic tilt is noticed.
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Spine Tenderness: No spine tenderness is present.
PVM Spasm and tenderness: Minimal spasm is present in the lumbar region L2-L5.

PVM Hypertonicity: Paravertebral muscle spasm with 2+ hypertonicity mildly.
ROM:

Cervical Spine ROM: Range of motion of the cervical spine is completely normal with flexion 90, extension 70, bilateral side flexion 45, and rotation is 90.

Thoracic Spine ROM: Range of motion is normal. Forward flexion 45, extension 45, side flexion 40, and rotation 50.

Lumbar Spine ROM: Range of motion is normal. Forward flexion 60, extension 35, bilateral side flexion 20, and bilateral rotation 80. Hyperextension was not found painful.

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

Lumbar Spine: Straight leg raising test was positive at 65 degrees. Brudzinski-Kernig test was negative. Contralateral leg raise test (Cross leg test) is positive and both leg raise test is positive. Straight leg raising test is positive. Bragard maneuver was positive. Kemp test was positive. Babinski sign was negative.

Sacro-Iliac Joint: There is no tenderness found. Iliac compression test and standing flexion tests are negative. FABER test and Gaenslen tests are negative bilaterally. Trendelenburg 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.
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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
We reviewed the MAPS and previous drug screen. The patient is being provided the following medications which is Fioricet one to two every six hours p.r.n. 75 tablets for headaches as well as Naprosyn 500 mg twice a day for healing, Elavil 50 mg at night for headaches and for sleep, and melatonin 10 mg at night. She is provided physical therapy once a week with traction, massage, aquatherapy, gait training, home exercise plan, as well as disability with light duty job that she can continue working. Her MRIs were discussed at length; L5-S1 on the lumbar MRI showed a disc bulge indenting the ventral thecal sac. Cervical spine MRI shows bulging discs at C2-C3, C3-C4, C4-C5, C5-C6, and C6-C7 levels compressing the ventral thecal sac. It appears that she has done very well with physical therapy, chiropractic, and home therapy and she does not need any shots as the pain is healing up remarkably and pain level has been incredibly good. Regarding her right foot issues, she is being followed up by a podiatrist. Brain MRI was positive for NeuroQuant analysis for some areas of atrophy representing a brain trauma for which she has been recommended to have neuropsych therapy and evaluation, which was also positive and psychotherapy. Neurologist referral has been made. At this time, she is satisfied with the treatment. Her case is under resolution at this time sooner or later and she will be seen in a month’s time.
Vinod Sharma, M.D.

