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: James Harverson
DATE OF BIRTH: 04/03/1990
DATE OF ACCIDENT: 10/21/2020
DATE OF SERVICE: 04/01/2022
HISTORY OF PRESENTING ILLNESS

Mr. James Harverson returns for followup evaluation. Overall, he is a paralyzed patient due to previous gunshot wound in his thoracic spine and that caused him quadriplegia. At this time, the patient has ongoing pain in the lower back to the tune of 7 to 8 with radiation to the left buttock. He has multiple issues. He has a colostomy bag and a bladder bag outside. He also cannot lie on the table for any procedures. His pain level is around 7. He cannot walk. He is wheelchair bound. He is able to surprisingly transfer very well. He reports 40% improvement in his pains since the time of accident. ADLs are not affected. 
ADDITIONAL HISTORY: In the last 30 days, there are no changes in the pain level. No changes in the medical history, surgical history, hospitalization, or weight loss.

CURRENT PAIN MEDICATIONS: Tylenol with Codeine. 
SUBSTANCE ABUSE: None reported.

COMPLIANCE HISTORY: Full compliance with pain medication regimen.

REVIEW OF SYSTEMS
Neurology / Psyche: There is no positive symptom. No headaches, dizziness, vertigo, double vision or blackouts. No loss of balance, loss of equilibrium. There is no lack of focus and lack of concentration. No history of any anxiety, depression, or panic. No loss of memory. 

Pain/ Numbness: The patient reports shoulder stiffness, lower back stiffness, lower back pain, shoulder pain and hip pain.

GI: No nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of the bowel, stomach pain, blood in the stools, 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, chest pain, coughing, or shortness of breath.
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PHYSICAL EXAMINATION

VITALS: Blood pressure 140/84, pulse 104, pulse oximetry 99%.

GENERAL REVIEW: This is a 31-year-old African American male who is alert, oriented, cooperative, conscious, and is sitting in a wheelchair comfortably. He is well built and well nourished. Hydration is good. The patient does not appear to be in acute distress, SOB or severe pain facies. The patient does not appear to be anxious or lethargic. The patient has a good attitude and demeanor. Dress and hygiene is normal. The patient is wheelchair bound due to the flaccid paraplegia of both lower extremities. He has a colostomy bag and also a bladder bag. 

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 present.

PVM Spasm and tenderness: None present.

PVM Hypertonicity: Not present.

ROM:
Cervical Spine ROM: Forward flexion 50, extension 60, bilateral side flexion 45, and bilateral rotation 80 degrees.

Lumbar Spine ROM: ROM could not be done as the patient is wheelchair bound and could not be cooperative in this exam. Range of motion is not possible. 

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: Testing could not be done. 

Lumbar Spine: Testing could not be done.

Sacro-Iliac Joint: Testing could not be done. Sacroiliac joints were nontender.
EXTREMITIES (UPPER and LOWER): Upper extremities are found to be completely normal. No pain in the shoulder, elbow, or hands reported. Carpal tunnel testing is negative. There is a normal sensation for the upper extremities, warm to touch, well perfused. There is no tenderness, pedal edema, contusion, laceration, muscle spasm, or varicose veins. Ranges of motion of all upper extremity joints are normal. Lower extremities could not be examined at all since the patient is unable to cooperate or lie on the examination table.

GAIT: The gait was absolutely not possible because he is paralyzed.
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Examination for the spine could not be done completely. He is not able to shift to the examination table nor is he a candidate for surgery or any injection treatment. At this time, he is being provided conservative empirical therapy. 

DIAGNOSES
GEN: V89.2XXD

NERVES: M79.2, G60.9

MUSCLES: M60.9

LIGAMENTS: M54.0

LOWER EXTREMITIES: Flacid paraplegia bilateral

HIPS: M25.551 right hip
LS Spine: M54.5, M51.27, M54.16, M54.42, S33.5XXA

PLAN OF CARE
Plan of care is to just continue Tylenol with Codeine No.3 once in a while on a p.r.n. basis if there is pain #30 tablets and Naprosyn 500 mg twice a day, trazodone for sleep 100 mg at night, and gabapentin for neuropathic pain. His MRIs and reports have been reviewed. He is known to have osteomyelitis into the hip joint and comminuted fracture of the femur head on the right pelvis area. There is an IME that has been investigated and checked. At this time, I do not have any other issues to deal with for him.
Vinod Sharma, M.D.
