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: Sidney Carter
DATE OF BIRTH: 07/06/1972
DATE OF ACCIDENT: 07/17/2019

DATE OF SERVICE: 03/24/2021
HISTORY OF PRESENTING ILLNESS
Mr. Sidney Carter is here for evaluation of his various symptoms. He reports severe pain in the left shoulder and the lower back as the major issue. He is seeing United Rehab and Dr. Kern as a chiropractor. His pain is reported to be between 7 and 9 and 30% pain is relieved. His ADLs are reported as follows: General activity, mood, and enjoyment of life are affected 8 while sleep and work are affected 7 among the ADLs.

ADDITIONAL HISTORY: The pain level remains the same. In the last 30 days, there are no changes in the medical history, surgical history, hospitalization or weight loss. There is no other new trauma.
SUBSTANCE ABUSE: None reported.

COMPLIANCE HISTORY: The patient reports full compliance.

REVIEW OF SYSTEMS
Neurology / Psyche: The patient reports sleeping difficulty and weakness, but he denies any headaches, dizziness, vertigo, vision problem, loss of memory, forgetfulness, loss of balance, or loss of equilibrium. 

Pain/ Numbness: The patient reports shoulder stiffness, lower back stiffness, as well as pain in the lower back, upper back and mid back with decreased range of motion of the shoulder.

GI: The patient reports nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of the bowel, stomach pain, blood in the stools, or difficulty in swallowing.

GU: The patient does not report any incontinence of the urine, frequency, painful urination, or blood in the urine.

Respiratory: There is no asthma, trouble breathing, chest pain, coughing, or shortness of breath. No other additional issues are reported. 
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PHYSICAL EXAMINATION

VITALS: Blood pressure 139/91, pulse 82, temperature 96.4, and pulse oximetry 96%.

GENERAL REVIEW: This is a 47-year-old African-American male of an average height and obese with a weight of 280 pounds. Hydration is good. There is no acute distress, shortness of breath, or severe pain facies identified. The patient does not appear severely anxious or lethargic. The patient has a good attitude and demeanor. Dress and hygiene is normal. The patient is able to walk well and is mobile and independent, without using any adaptive devices.
MUSCULOSKELETAL EXAMINATION:

Inspection: The entire spine has a normal curvature and alignment.

Palpation: There is no scoliosis, abnormal kyphosis or hump back noticed. The pelvic iliac crest height is equal.

Spine Tenderness: Spine tenderness is absent in the cervical, thoracic, and lumbar region.

PVM Spasm and tenderness: Generalized pains are reported in paravertebral region and other muscles. Right sacroiliac joint is slightly tender. Paravertebral muscle spasm is not present in the cervical, lumbar or thoracic region. However, in the right sacroiliac joint, there is severe spasm and tenderness.

PVM Hypertonicity: Absent.

ROM:

Cervical Spine ROM: Forward flexion 90, extension 75, bilateral side flexion 45, and bilateral rotation 80.
Thoracic Spine ROM: Forward flexion 50, extension 45, lateral flexion 40, and rotation 30.

Lumbar Spine ROM: Forward flexion 60, extension 25, lateral side flexion 25, and rotation 18. Hyperextension is not painful.

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

Lumbar Spine: Straight leg raising test (Lasègue’s test) is positive at 90 degrees on the left side. Contralateral leg raise test (Cross leg test) is positive. Bragard test is negative. Kemp test is negative. Babinski sign is negative. Brudzinski-Kernig test negative.
Sacro-Iliac Joint: Right sacroiliac joint was tender. Standing flexion test is negative. Iliac compression test is negative. Distraction test is negative. FABER test on the right side and Gaenslen test on the right side are positive.
EXTREMITIES (UPPER and LOWER): The extremities are warm to touch and well perfused. There is no tenderness, pedal edema, contusions, lacerations, muscle spasm, varicose veins. ROM for all joints is normal. Quick test is negative. No leg length discrepancy noticed.

GAIT: The gait is slightly limping and painful. However, the patient is not using any cane or adaptive device.
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SHOULDERS: Both shoulders were found to be abnormal. The right shoulder range of motion is normal with abduction and flexion being completely normal. The patient is able to abduct all the way to 180 degrees with no pain. In the left shoulder, the patient is able to abduct up to 90 degrees only. Flexion and extension is up to 100 degrees. Abduction beyond 90 degrees is painful. In addition, the wrist and hand examination revealed that there is no swelling or deviation, muscle atrophy, ulcer, wound, fracture, or angulation deformity. Color of the skin is normal. No muscle weakness is noticed. No atrophy of thenar prominence is noticed. Ranges of motions are normal. Carpal tunnel compression syndrome is positive with positive Tinel sign and Phalen sign.

DIAGNOSES
GEN: Z79.891/Z79.899/V89.2XXD.

CNS: R51, R42, F41.1.

PNS: M79.2.

MUSCLES: M60.1, M79.1, M62.838.

LIGAMENTS: M54.0.

SHOULDER: M25.512 (LT), M25.511 (RT), M75.110, M75.30, M75.50.
HAND: CTS LT: G56.02.

Cx Spine: M54.2, M50.20, M54.12, M54.02, M48.06, S13.4XXA.
TH Spine: M54.09, M54.6, M53.82, M51.24, M54.14, M54.08, M48.6, S23.3XXA.
LS Spine: M54.5, M51.27, M54.30, M54.16, M54.42, M48.06, S33.5XXA.
SI Joint: M54.17, M 48.06.
Gait Problems: R26.89.
PLAN OF CARE
After reviewing the MAPS and the laboratory, we find that there is a discrepancy. The medication that is being prescribed is not present in the toxicology screen more than three occasions. The patient was confronted. He was offered a referral to visit Center HRW to visit them for mental health substance abuse and counseling. The patient refused this counseling despite making an appointment. It appears that the patient may be seeking drugs although he was generally injured and he did receive several epidural injections. Four epidural injections to the lumbar and one epidural injection to the thoracic and three sacroiliac joint injections. He has been provided with narcotic support for more than a year and it appears that the patient has not paid attention to come on time in the last few days and thereby messing up his own urine toxicology report. When I confronted him, I discussed that it is absolutely important to watch for the patient’s own responsibility in meeting out of the obligation for the opioid agreement. At this time, the best decision I can make is to discharge this patient from our care and the main reason is the violation of the opioid agreement and failure to show for appointment on time. The patient only gave excuse that his dog died, but that is not qualifying him for being on narcotics. They will be all withdrawn. The patient was quiet unhappy and he decided not to go for any counseling or any consultation for deaddiction and also wanted to be discharged. Hence, he is being discharged with a mutual consent.
Vinod Sharma, M.D.

