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 Martin
DATE OF BIRTH: 08/29/1949
DATE OF ACCIDENT: 

DATE OF SERVICE: 03/09/2021
HISTORY OF PRESENTING ILLNESS
Mr. Ben Martin returns to the office with extreme severe pain in the lower back to the tune of 9 with radiation to both buttocks and both posterior legs up to the knee and occasionally below the knee also. No radiation of pain in the front. The patient also has severe pain in the left shoulder. He was referred and also treated at Spine Specialists of Michigan and pain levels have remained between 8 and 9. Incidentally, the patient has undergone spinal cord stimulation. Permanent device was placed in. However, it is not effectively controlling his pain and the proposal to remove is there. The patient is undergoing a clearance for the surgery. As soon as the clearance is done, he will be going for a removal of this device. According to him, it is extremely hurting in the area of the middle of the spine from L4, L5 and S1. He also has severe pain across and the cause of this pain is unknown except that the finding in the MRIs are positive with L2-L3 bulging disc and L3-L4 disc dehydration with bulging disc and mild to moderate right and left-sided foraminal stenosis and also laminectomy and fusion has been done at L4-L5 and L5-S1 laminectomies have been done. He has three pairs of screws inside and to him it looks like it is poking into him somewhere, but I have explained to him that is not the case. However, the cause of pain is unknown at this time why he is suffering so much, but it appears that he is and the old records are reviewed and considered. 
PHYSICAL EXAMINATION

VITALS: Blood pressure 145/115, pulse 98, temperature 96.1, and pulse oximetry 96%.

GENERAL REVIEW: This is a 70-year-old African American male of a good built and nutrition, alert, oriented, cooperative, and conscious. No cyanosis, jaundice, clubbing, or koilonychia. He does not appear to be in acute distress or SOB. However, he has severe pain facies due to severe pain and tenderness in the lower back. This patient does appear to be severely anxious and lethargic as well. He has a good attitude and demeanor. Dress and hygiene is normal.

MUSCULOSKELETAL EXAMINATION:

Inspection: The entire spine has normal curvature and alignment. No scars are noticed except in the lower back from L1-L5 a 4-inch long scar is noticed, which has healed up completely.
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Palpation: No scoliosis, kyphosis or hump back. Pelvic iliac crest height is equal. No pelvic tilt noticed.

Spine Tenderness: Spine tenderness is present in C4, C5, and C6 as well as at L4, L5 and S1. Spine tenderness in the L4, L5, and S1 is extremely tender 4+ as well as bilateral sacroiliac joints.

PVM Spasm and tenderness / PVM Hypertonicity: Paravertebral muscle and tenderness is noticed all the way throughout from C1-L5. There is 2+ hypertonicity and mild tenderness throughout; however, maximum tenderness is present in the area of L4 and L5 due to the previous surgery that was done for spinal cord stimulation.
ROM:
Cervical Spine ROM: Limited. Forward flexion 30, extension 30, bilateral side flexion 30, and bilateral rotation 45 degrees.
Lumbar Spine ROM: Forward flexion 30, extension 10, bilateral side flexion 10, and bilateral rotation 10. Hyperextension is painful beyond 10 degrees.

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

Lumbar Spine: Brudzinski- Kernig test negative. Straight leg raising test (Lasègue’s test) is positive bilaterally at 10 degrees. Contralateral leg raise test (Cross leg test) is positive bilaterally. Bragard test is positive. Kemp test positive bilaterally. Babinski test negative.

Sacro-Iliac Joint: Bilateral sacroiliac joints are found extremely tender. Standing flexion test is positive. Iliac compression test is positive. Distraction test is positive. FABER test is positive bilaterally. Gaenslen test is positive bilaterally. Trendelenburg’s sign is negative.
EXTREMITIES (UPPER and LOWER): Both shoulders and both knees are positive. Other than that, rest of the extremities are found to be warm to touch and well perfused. Motor power is 5/5 except for the upper extremities. No tenderness, pedal edema, contusions, lacerations, muscle spasm, or varicose veins are noticed elsewhere. ROM for all other joints is okay except for both shoulders and both knees. Quick test is negative. No leg length discrepancy noticed.

SHOULDERS: Examination of both shoulders is as follows: The patient reports pain to be around 7. On inspection, the contour of both the shoulders is completely normal. I do not find much of a scar from previous surgery. Range of motions are limited to 100 degrees of abduction bilaterally. Muscle strength is 4/5. Special tests are conducted. Hawkins-Kennedy test is positive. Empty beer can test is positive. Speed test and Neer tests are positive. Anterior and posterior apprehension is positive. Drop arm test is positive.
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HANDS/WRISTS: We do not find any Tinel sign positive, Phalen sign positive. Carpal tunnel decompression test was negative. Range of motions are completely normal with normal reflexes, grip, and motor power is 4/5. In both the knees, it is found the following: On inspection, there are no scars, erythema, or effusion. However, there is mild tenderness on both knees as well as swelling. They are not hot or cold. No assymetry is noticed. No crepitus or grinding noise is heard. Range of motion is 135 degrees flexion. Collateral ligaments are completely intact and nontender. Motor power is 4/5. Valgus/varus abnormality is absent. Anterior drawer and posterior drawer is negative. McMurray sign and Steinman is negative. Patellar apprehension is negative.

GAIT: The gait is painful, antalgic, and limping. The patient is using a Rollator walker at this time.

DIAGNOSES
GEN: E11.9, I10, R26.2, F32.9
PNS: M79.2, 60.9

MUSCLES: M79.1, M62.838

LIGAMENTS: M54.0
SHOULDER: M25.512 (LT), M25.511 (RT), M75.110, M75.30, M75.50, S43.432D

KNEE: M25.561 (RT), M25.562, M23.205 (Med. Men), M23.202 (Lat Men)

Cx Spine: M54.2, M50.20, M54.1, M53.82, M54.02, S13.4XXA

LS Spine: M54.5, M51.27, M54.16, M54.42, S33.5XXA, M43.27, M96.1, M54.30

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

PLAN OF CARE
I have requested the patient to continue getting clearance for the surgery and remove the surgical device including the wires that are existing in his spinal cord so that a series of epidural injections and facet blocks can be done. For now, he has been provided with Percocet 5/325 mg every 12 hours for 30 days #60 tablets and he will be seen in one month’s time. The one month time is provided to him so that he can get the surgery done. His specialist has also been contacted. MAPS have been reviewed. Previous labs have been reviewed and ordered. The patient is otherwise stable, but appears to be in extreme pain. His therapist was contacted and a chiropractor was contacted to provide some massage and further treatment. He has been advised to use some local heat, lie down in a bath tub with warm water, put some salt water, and even massage and lidocaine gel that have been provided to him. He will be seen in one month’s time.
Vinod Sharma, M.D.

