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: Alicia Robinson
DATE OF BIRTH: 03/11/1953
DATE OF ACCIDENT: 

DATE OF SERVICE: 04/06/2022
HISTORY OF PRESENTING ILLNESS

The patient is here for a followup evaluation. She was last seen on 04/01/2022 as a new patient. She allegedly has chronic headaches due to left-sided aneurysm in her internal carotid artery. She also has a fracture of her arm when she fell in the middle of an automobile accident. While she was standing in a bus stop, a car hit her. She fell down because of the car coming towards her. There is presence of spinal stenosis since 1978 and she has positive MRIs where MRI showed 3 to 4 aneurysm extending from left ICA and possibly from ophthalmic artery, fracture of the distal radius metaphysis and intraarticular areas of the ulnar styloid are present on the x-ray findings as well as bulging disc from T12 to L5 and a herniated disc at L3-L4 are present. She was initially advised surgery by Dr. Guthikonda. She has done a series of rehabilitation at DMC and a few spinal injections that did bring her some relief many years ago. Her ADLs are affected 8 on a scale of 1 to 10 in every category. Pain level is 8. She reports the pain is in the neck, mid back, lower back radiating to both arms and both legs anteriorly and posteriorly involving all the fingers and all the toes as well as chronic headaches. The pains are between 8 and 10. However, the patient has 50% relief in the pain management. She reports she is taking Fiorinal with Codeine that really helps her headaches on a long-term basis and tizanidine helps her go to sleep. The ADLs that are reported by her are general activity, walking ability, work, enjoyment of life are affected 10 on a scale of 1 to 10.

She reports that her pains have increased in the neck, mid back, lower back, more stiffness, more numbness, more tingling in the limbs and feet. Her spine fused that was cut into two pieces according to her and the pain has worsened. 

ADDITIONAL HISTORY: In the medical history, she reports that from November 2021 through January 2022, she has been given other pain medications instead of her regular Norco and Fiorinal with Codeine has been changed and tizanidine and that is what she expects to be given to her. There is no surgical history. No changes in hospitalization, weight loss, or any other trauma. 
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CURRENT PAIN MEDICATIONS: Tylenol with Codeine #15 tablets, Fiorinal with Codeine and tizanidine.
SUBSTANCE ABUSE: None reported.

COMPLIANCE HISTORY: Full compliance is reported by the patient.

REVIEW OF SYSTEMS
Neurology / Psyche: The patient reports she has chronic headaches with blackout with weakness, seizures sometimes, and loss of balance. She denies any vision disturbance, double vision, dizziness, vertigo, loss of memory, or lack of focus. She reports that she has seizures only with the spinal injection and blackouts with Neurontin medications.
She reports multiple amounts of allergies to MOTRIN, LIPITOR, EPIDURAL INJECTION, ANTIDEPRESSANT, BACLOFEN, FLEXERIL, GABAPENTIN, NEURONTIN, IODINE DYE, LIPITOR, NAPROSYN, NSAID and PREDNISONE.
Pain/ Numbness: The patient has generalized pain in the neck, mid back, lower back, upper back into the right wrist and hand, right arm, and the right ankle and foot, right hip and moderate difficulty walking along with stiffness in the shoulder bilaterally, neck and lower back and jaw stiffness.

GI: The patient has ongoing nausea, vomiting, and diarrhea. No constipation. No digestive problem. No incontinence of the bowel. There is no stomach pain, blood in the stool, or trouble swallowing.

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

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

PHYSICAL EXAMINATION

VITALS: Blood pressure 144/101, pulse 98, and pulse oximetry 98%.

GENERAL REVIEW: The patient is a 69-year-old African American female of an average built, nutrition, alert, oriented, cooperative, and conscious. No cyanosis, jaundice, clubbing, or koilonychia. Hydration is good. The patient does not appear to be in acute distress, any SOB or severe pain facies. The patient does not appear to be severely anxious or lethargic. The patient has a good attitude and demeanor. Dress and hygiene is normal. The patient is able to walk slowly. She is not using a cane. 

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.
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Spine Tenderness: No spine tenderness is noticed.

PVM Spasm and tenderness: None present.

PVM Hypertonicity: There is zero hypertonicity of the paravertebral muscles observed. 
ROM:
Cervical Spine ROM: Forward flexion 40, extension 15, bilateral side flexion 35, bilateral rotation 70 degrees.

Lumbar Spine ROM: Forward flexion 40, extension 10, side flexion 10, bilateral rotation 25 degrees. Hyperextension was not painful.

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 negative. Straight leg raising test (Lasègue’s test) was positive at 40 degrees bilaterally with positive contralateral leg raise test (Cross leg test). Bragard test was negative. Kemp test was positive. Babinski sign negative.

Sacro-Iliac Joint: Bilateral sacroiliac joints are nontender. Standing flexion test is negative. Iliac compression test is negative. Distraction test is negative. FABER test is positive bilaterally. Gaenslen test is positive bilaterally, but Trendelenburg’s sign is negative.
EXTREMITIES (UPPER and LOWER): Except for the right upper extremity and right arm, rest of the extremities are completely normal. No tenderness, pedal edema, contusions, lacerations, muscle spasm, or varicose veins are identified. ROM for all other joints except for right shoulder is normal. Quick test is negative. No leg length discrepancy noticed.

RIGHT ARM: The right arm has no scars or any laceration or contusion. Tender in the middle of the upper arm due to the ongoing fracture treatment. She is only wearing a sling, but on inspection of the shoulder the joint appears normal. The arm appears normal. Distally, there is complete range of motion for all the joints of the wrists and fingers. Supraspinatus testing could not be done due to pain in the right upper arm. Muscle strength is 4/5. 

HAND/WRIST: Phalen sign and Tinel signs are negative. Normal range of motion of the wrists. Normal sensation. Normal circulation. Peripheral pulses are normal. 

GAIT: The gait is antalgic and slow, but the patient is able to walk without using any adaptive device.
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DIAGNOSES
GEN: E11.9, I69.952, R26.89

CNS: R51, R42

Aneurysm 3 to 4 mm extending medially from proximal supraclinoid left ICA, possibly involving the origin of the left ophthalmic artery.

WRIST: Fracture of the right wrist, distal part of the radius and ulnar styloid

SHOULDER: M25.511 (RT), M75.30, M75.50, S43.432D

Cx Spine: M54.2, M50.20, M54.12, M53.82, S13.4XXA

TH Spine: M54.09, M54.9, M51.24, M54.14, S23.3XXA

LS Spine: M54.5, M51.27, M54.16, S33.5XXA, M46.6 bilaterally

PLAN OF CARE
I have in detail explained to the patient the current policies of the Federal Government and State Government. She is allowed marijuana. I have advised her to apply for medical marijuana certification which has been provided to her today because of her chronic pains that are not going to go away soon. She has been advised to connect with Dr. Guthikonda. I have also written a request letter to help her to be shifted to University Pain Clinic because I do not believe I can help her. Whatever she describes, she has had terrible complications from spinal injections and all. I have provided one time Tylenol with Codeine No.4 one fill on a p.r.n. basis for 30 days and tizanidine 4 mg every 12 hours for muscle relaxation. MAPS were reviewed. Labs were reviewed. She has been advised about doing home exercises, physical therapy as well as home therapy with infrared heat and wet heat and stretching and spinal traction at home as well as with the therapist. The patient will be referred to University Pain Clinic as she is allergic to almost everything that I know of and I will have a difficult time managing her at this place. She needs more institutional type of a pain management.
Vinod Sharma, M.D.
