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: Carl Dobrowsky
DATE OF BIRTH: 01/27/1954
DATE OF ACCIDENT: 
DATE OF SERVICE: 03/18/2021
HISTORY OF PRESENTING ILLNESS

The patient Carl Dobrowsky is here for a followup evaluation. He returns with severe pain in the lower back to the tune of 9 on a scale of 1-10 although it varies from 6 to 9. His pain in the abdomen wall postoperative from the hernia is now much better. His pain in the right knee is completely gone off with surgery as well as his pain in the right ankle and foot is bothering him incredibly making it difficult for him to be able to walk. He has incredible swelling in the legs, but he has been referred to a podiatrist for doing the reasonable. He reports 50% improvement in the pain of abdominal wall, but the lower back pain still stays the same. In the ADLs, the patient reports the following issues, the walking ability, work and sleep are affected 8 while relationship with other people is affected 6.

ADDITIONAL HISTORY: In the last 30 days, the patient reports no changes in the pain level and there are no changes in the medical history. There are changes in the surgical history. He was recently operated at VA Hospital for his abdominal wall hernia and hospitalization also happened for couple of days. Weight loss none. Trauma in the past 30 days is none.

CURRENT PAIN MEDICATIONS: Tylenol with Codeine.

SUBSTANCE ABUSE: None.

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

REVIEW OF SYSTEMS:

Neurology / Psyche: The patient reports difficulty sleeping, tension, weakness, depression and nightmares. He denies any headaches, dizziness, vertigo, vision problem, seizure, loss of consciousness, loss of memory, or loss of balance.
Pain/ Numbness: The patient has ongoing pain in the lower back and stiffness, pins and needles, ankle and foot pain on the right side, and occasional radiation of the pain to the wrist.

GI: The patient reports nausea, vomiting, diarrhea, constipation, digestive problems, or incontinence of the bowel and stomach pains are reported, but no blood in the stool or incontinence of the bowel or difficulty swallowing.
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GU: The patient reports frequency of urination, but no incontinence of the urine or painful urination or blood in the urine is reported.

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

PHYSICAL EXAMINATION

VITALS: Blood pressure 131/82. Pulse is 79. Temperature 97.1. Pulse ox is 100%. Height is 61”. Weight is 175 pounds.
GENERAL REVIEW: The patient is a 74-year-old white male of a very good built, nutrition, alert, oriented, cooperative, and conscious. No cyanosis, jaundice, clubbing or koilonychia. He is fully orientated, cooperative and conscious. Hydration is good and well nourished. No acute distress or shortness of breath or any severe pain facies are present. The patient did not appear to be severely anxious or lethargic. Good attitude and demeanor is present. Dress and hygiene is normal. The patient is able to walk well and he is mobile and independent without using any adaptive device.

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 is present.

PVM Spasm and tenderness: Not present.

PVM Hypertonicity: Not present.

ROM:
Cervical Spine ROM: Forward flexion 60, extension 60, bilateral side flexion 45 and rotation 80.

Lumbar Spine ROM: Forward flexion 60, extension 15, bilateral side flexion 15 and rotation 15. Hyperextension is painful at 20 degrees.

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. Myelopathy signs are 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 on the left side and right side at 35 degrees. Contralateral leg raise test (Cross leg test) is positive. Bragard test is positive. Kemp test positive. Babinski test negative. 

Sacro-Iliac Joint: The left sacroiliac joint is slightly tender. Iliac compression test and standing flexion test negative. Distraction test is negative. FABER test is positive on the left side. Gaenslen test is positive on the left side.
EXTREMITIES (UPPER and LOWER): On the left thumb, there is obviously a healing by secondary intention large wound on the base of the thumb on a flexor aspect; however, it is all healing. No active bleeding or any other issues going on. In the left knee, there are two scars from previous surgery of knee replacement; however, it is completely healed up. No positive finding. Right knee, no positive finding and completely normal.
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Regarding the right ankle and foot, there is complete swelling in this area, very tender, decreased range of motions and there are several scars present, tender talus bone, tender medial and lateral malleolus bone; however, the peripheral pulses are normal. No fractures are identified. No cellulitis is identified. No spasm or contracture identified. Alignment is largely normal. The patient is not wearing any brace and there is no active contusion. Range of motion of most of the toes is normal and Babinski is negative. Sensations are intact. Peripheral pulses are intact.

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

DIAGNOSES
GEN: V89.2XXD, R26.2

LOWER EXTREMITIES: M25.571, M19.071, M76.60, M77.40
LS Spine: M54.5, M51.27, M54.16, M54.42, S33.5XXA 
SI Joint: M54.17, M53.3
PLAN OF CARE

The patient finally has been able to get an MRI done that was reviewed with the patient and he was informed that there is fluid also with intrathecal infection within the intrathecal stemming T12 through L3-L4 levels resulting in crowding of cauda equina nerve root, moderate to severe spinal canal narrowing at the L3-L4 levels and moderate spinal canal narrowing at T12 and L1 and L2 levels. There is a possibility of large arachnoid cyst is present and a new MRI will need to be done with contrast MRI. At T11-T12 and L5-S1, shows a disc space height loss and desiccation. At L5-S1, there are Modic type II changes. At L3-L4 level, there is left paracentral disc herniation. At L2 and S1, there is a central disc herniation and facet arthropathy contributing to severe right and left neuroforaminal narrowing. These findings are discussed at length. The patient will be subjected to a new MRI after few months. For now, we plan to give him a epidural injection to bring him relief for the area that has been showing extreme pathology. It is possible that the cyst may resolve with the injection with steroid and Marcaine and his arthropathy and degenerative disc disease and the herniated disc will respond incredibly with pain. Hopefully, it will avoid the surgery and improve the life functions. Regarding the large arachnoid cyst, evaluation will be conducted in three months’ time with a contrast study of the thoracolumbar spine lately so the complete study is here and he will be referred to a neurosurgeon. In the meantime, the patient will continue seeing Dr. Horsley. He will continue seeing his VA Hospital physicians and the patient will be scheduled for this.
Vinod Sharma, M.D.

