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: Joseph Williams
DATE OF BIRTH: 11/05/1973
DATE OF ACCIDENT:

DATE OF SERVICE: 03/24/2022
HISTORY OF PRESENTING ILLNESS

The patient is here for a followup evaluation. He reports that he is suffering from severe pain in the neck, mid back, and lower back to the tune of 8. Along with this, the patient suffers from severe pain in the right shoulder and right knee to the tune of 8 with moderate difficulty in walking. He can only barely walk up to a block and moderate difficulty in right shoulder lifting, abduction and free range of motion. His ADLs are gravely affected. Pain level is from 9 to 10. Only 10% pain is relieved according to the patient. He has suffered from multiple issues or injuries to the right knee and he had multiple surgeries five years ago although his pain has continuously remained. After five years, it was believed that a new MRI at M1 Imaging was ordered to identify current pathology which was done and the pathologies were identified. It is surprising that he does have positive finding like meniscus tear and patellar tendon tear which may require surgical care. Involving the right shoulder, the patient has supraspinatus tendinitis and tear of the entire labrum of the shoulder joint and it is felt that he may require surgical cure. He has been referred to Dr. Robert Cohen to identify the need for surgery. He does not want to go back to DMC Hospital as he was initially operated seven years ago is not existing. The ADLs that are affected are 10 on a scale of 1 to 10: General activity, mood, walking ability, work and relationship with people and enjoyment of life.

ADDITIONAL HISTORY: In the last 30 days, the patient reports no changes in the pain level have occurred. He has no changes in medical history, surgical history, hospitalization, weight loss or any other trauma.

CURRENT PAIN MEDICATIONS: Norco.
SUBSTANCE ABUSE: The patient utilizes marijuana to relieve some additional pain.

COMPLIANCE HISTORY: The patient is fully compliant to the pain medication regimen.
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REVIEW OF SYSTEMS
Neurology / Psyche: The patient reports severe headaches without dizziness or vertigo, severe vision disturbance, double vision, and fainting. He has weakness, loss of balance, loss of equilibrium, lack of concentration, poor work performance as well as anxiety, depression, and loss of memory. He has had some auto accident long time ago. I am not sure if these symptoms are persisting because of that or what.  We have not been able to focus on this issue at this time.
Pain/ Numbness: He does have pain wise, stiffness in the right shoulder, neck and lower back as well as pain in the right shoulder with decreased range of motion and pain in the neck, mid back, upper back and lower back, severe pain in the right knee, right ankle and foot and moderate difficulty in walking. Pain in the right elbow is also reported.
GI: There is constipation, digestive problem and stomach pain is reported, but no nausea, vomiting, or diarrhea. No incontinence of the bowel. No blood in the stool or trouble swallowing.

GU: There is no incontinence of the urine, frequency, painful urination, or blood in the urine.

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

PHYSICAL EXAMINATION

VITALS: Blood pressure 133/90, pulse 99, pulse oximetry 99%.

GENERAL REVIEW: Mr. Joseph Williams is a 48-year-old African American male. He is moderately alert, slowed mentation. He is oriented, cooperative, conscious, sitting comfortably. This patient is good built and well nourished. Hydration is good. The patient does not appear to be in acute distress, shortness of breath, or severe pain facies. The patient does not appear to be in acute anxiety or lethargy. He exhibits good attitude and demeanor. Dress and hygiene is normal. The patient is able to walk well and is using a cane and walking slowly.
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.
PVM Spasm and tenderness: T2-L5 bilaterally.
PVM Hypertonicity: There is 1+ hypertonicity of the paravertebral muscles observed. 
ROM:
Cervical Spine ROM: Forward flexion 50, extension 60, bilateral side flexion 45, and bilateral rotation 80.
Lumbar Spine ROM: Forward flexion 60, extension 25, bilateral side flexion 30, bilateral rotation 35. Hyperextension is not painful.
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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 is negative. Straight leg raising test (Lasègue’s test) is negative. Contralateral leg raise test (Cross leg test) is negative. Bragard test is negative. Kemp test negative. Babinski sign negative.

Sacro-Iliac Joint: Bilateral sacroiliac joints are found to be slightly tender. However, standing flexion test is negative. Iliac compression test is negative. Distraction test is negative. FABER test is positive bilaterally. Gaenslen test is positive bilaterally. Trendelenburg’s sign is negative.
EXTREMITIES (UPPER and LOWER): Except for the right shoulder and right knee, the extremities are warm to touch and well perfused. There is no tenderness, pedal edema, contusions, lacerations, muscle spasm, varicose veins. Range of motion of all other joints except right shoulder and right knee is normal. Quick test is negative. No leg length discrepancy noticed.

RIGHT KNEE: On inspection there is a large scar in the front of the right knee, which is almost 8 to 9 inches. There is no erythema or effusion. No major tenderness or swelling or asymmetry is noticed. Range of motion is completely normal at 135. No crepitus, grinding, or popping noise is heard. Collateral ligaments are intact. Motor power is 5/5. Valgus and varus abnormality absent. Anterior drawer and posterior drawer negative. McMurray sign and Steinman sign is negative. Patellar apprehension was positive.

RIGHT SHOULDER: The patient points to a lot of pain in the AC joint as well as in the rotator cuff. On inspection the shoulder appears to be completely normal. On palpation, there is no tender point except the rotator cuff region and AC joint. Ranges of motions are slightly diminished, 110 degrees of maximum abduction without pain is possible on active motion. Muscle strength 4/5. Special tests were done. The Hawkins-Kennedy test is positive. Empty beer can test is positive. Neer test is positive. Speed test is positive. Anterior-posterior apprehension is positive. Drop arm test is negative.

GAIT: Gait is antalgic, slow, using a cane to walk with.

DIAGNOSES
GEN: E66.9, I10, V89.2XXD, R26.89, Z89.21, R53.1, M62.830, Z79.891, seizures 

CNS: R51, R42, F32.9, F41.1, schizophrenia

MUSCLES: M79.2, M60.9, M79.1, M79.7 and M62.838

SHOULDER: M25.511 (RT), M19.011, M75.110, M75.30, M75.50, S43.432D
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ELBOW: Right elbow M25.521

WRIST: Right wrist M25.531

LEGS: Pain in the right leg M79.601, right knee M25.561, M23.205, M23.202

ANKLE: M25.571

Cx Spine: M54.2, M50.20, M54.12, M50.20, M54.12, M53.82, M69.1

TH Spine: M54.09, M54.6, M51.24, M54.14, M47.81

LS Spine: M54.5, M51.27, M54.16, M48.06, M47.817

SI Joints: M54.17, M46.1, S33.5XXA

PLAN OF CARE
The MRI that was recently done for the right knee was discussed with the patient in great detail. It shows a high-grade partial tear of the lateral fibers of proximal patellar tendon extending approximately 3 cm with 80 to 90% fiber thickness involved with severe edema of the superolateral aspect of the Hoffa fat pad. He has impingement syndrome. Fibrotic changes were also seen inside the patellar tendon. He has a complex tear of the posterior horn of the medial meniscus and sprain of the anterior cruciate ligament. Along with this, there is a moderate knee joint effusion. All of these findings will require treatment through surgical cure. The patient will be referred to Dr. Robert Cohen for consultation. In addition, the patient has a damage to the right shoulder. A new MRI that was done recently on 02/22/2022 shows the following: He has supraspinatus and infraspinatus tendinosis and tendinitis. He has subacromial bursitis. He has shoulder joint effusion and complex tear of the anterior superior labrum with involvement of the biceps anchor. He also has right AC joint diastasis and  a large size effusion. It appears that the patient will again require some surgical cure with complex tear of the labrum, at least a consultation. He has been referred to Dr. Robert Cohen. I have advised the patient to come for an injection to the intraarticular right shoulder as well as to the supraspinatus and infraspinatus tendons. In addition, the patient has been advised to have injection to the right knee intraarticular as well as to the patellar tendon. The patient understands and agrees. His MAPS have been reviewed. The patient is provided a medication for relief of pain since he has *__________*. Norco 7.5/325 mg every 12 hours for 15 days. I have reduced the Norco to 7.5 mg from 10 mg. The patient has been advised that the Norco are not advisable from the Federal Government and State Government. Our goal is to remove them from use, the 30 tablets. Trying injection treatment for him. For his constipation, will provide Amitiza 24 mcg twice a day. In addition, Naprosyn 500 mg twice a day, gabapentin 600 mg twice a day and melatonin 10 mg at night. He has been provided with two refills. The patient will be seen tomorrow for further injection treatment. Otherwise, he is very compliant. His labs have been ordered. MAPS have been ordered. The previous labs have been investigated.
Vinod Sharma, M.D.

