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: Thomas Labonty
DATE OF BIRTH: 05/19/1954

DATE OF ACCIDENT: 

DATE OF SERVICE: 03/22/2021
HISTORY OF PRESENTING ILLNESS
The patient has psoriatic arthritis which is in remission. He is also HIV positive and he is here for a followup visit. Unfortunately, his Subutex and Belbuca, which are non-narcotic medications, are not covered for the long term. This gentleman first found severe pain in the upper back, which is progressively worse for the last six to eight years, radiation to both arms involving the first finger on both sides. The radiation of pain is more on the lateral side. He also has severe pain in the left shoulder and severe spasm in the trapezius muscle on the left side and right side with multiple trigger points. His pains are constant. Some pains he complained of in the middle back also and these pains are continuous, severe, on a scale of 1 to 10 they are almost 8. He has tried physical therapy. They are associated with numbness and tingling of the both arms, but no lower back pain. No radiation to the lower legs reported. He suffers from chronic radiculopathy from resulting diabetes from pancreatitis in the past. 
His ADLs are affected in the area of running and walking mostly. He has been provided with medications of Neurontin, Naprosyn, Elavil, Voltaren gel, and Flexeril. The tramadol was provided on the last visit. However, he reports today that Ultram was horrible for him and he was nauseous and he was not able to take it. He thinks he is allergic to tramadol. He also states he could not drive and could not take this Ultram as he is sleepy. He reports that he is doing physical therapy at Energy Physical Therapy and his chiropractor is Dr. Ruffini. He also reports that Tylenol with Codeine does not help him either. He states that the therapist tried dry needling, which is helping him some. Acupuncture also he tried and that helps him a lot. His pain in the left shoulder is reported to be 8. Neck pain is 8 and mid back pain is 8. He can lift his shoulder up to 130 degrees abduction maximum after which there is severe pain. The pain level is reportedly usually on an average from 3 to 6 with 20% pain relief so far with all the pain management protocol. ADLs are not gravely affected except for mood and walking. 
ADDITIONAL HISTORY: In the last 30 days, the patient reports that his pain level is 10 with no improvement. In last 30 days, he states that in medical history, he stopped his physical therapy due to severe pain that he was in, could not make it to therapy, but there are no changes in the surgical history, hospitalization, weight loss, or any other trauma.
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CURRENT PAIN MEDICATIONS: Ultram and Suboxone. Subutex was not covered by his insurance. Belbuca is not covered by his insurance.  
SUBSTANCE ABUSE: The patient reportedly uses Xanax and sleeping pill amphetamines from other doctors.

COMPLIANCE HISTORY: The patient is in full compliance with medications.

REVIEW OF SYSTEMS
Neurology / Psyche: The patient reports that he is suffering from double vision, fainting, lack of focus, lack of concentration, anxiety, depression, and panic. He denies any headaches, dizziness, vertigo, loss of memory, or balance problem, any fall, unconsciousness, or fear.

Pain/ Numbness: The patient has ongoing history of shoulder pain, neck pain, mid back pain, upper back pain, neck stiffness, shoulder stiffness, and decreased range of motion.
GI: There is no nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of the bowels, stomach pain, blood in the stools, or difficulty in 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, or coughing. Some shortness of breath is checked.

PHYSICAL EXAMINATION

VITALS: Height 5’11”. Weight 180 pounds. Pulse 86 pounds. Blood pressure 146/91. Respiratory rate 17. Temperature 96.7. Pulse oximetry 100%.

GENERAL REVIEW: This is a 56-year-old white male of a very good built and nutrition, alert, oriented, cooperative and conscious. He is sitting comfortably and good built and well nourished. Hydration is good. There is no acute distress, shortness of breath, or severe pain faces. He does not appear to be anxious or lethargic. The patient has a very good attitude and demeanor. Dress and hygiene are normal. The patient is able to walk well with moderate limping and antalgic gait. He is not using any cane, but at home he has 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.

Spine Tenderness: No spine tenderness is noticed.

PVM Spasm and tenderness: The paravertebral muscles are in spasm from C2 to T5 with mild tenderness.

PVM Hypertonicity: There is 1+ hypertonicity of the paravertebral muscles observed.
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ROM:
Cervical Spine ROM: Slightly reduced. Forward flexion 40, extension 40, bilateral side flexion 40, and bilateral rotation 40.
Lumbar Spine ROM: Forward flexion 60, extension 25, bilateral side flexion 30, and bilateral rotation 30. Hyperextension is not painful.

MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is found to be negative. Spurling sign is positive. Lhermitte test is positive bilaterally. Distraction test is positive. 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 negative. Contralateral leg raise test (Cross leg test) is negative. Bragard test is negative. Kemp test negative. Babinski sign negative.

Sacro-Iliac Joint: Both sacroiliac joints are nontender. Standing flexion test is negative. Iliac compression test is negative. Distraction test is negative. Gaenslen test is negative. Trendelenburg’s sign is negative.
EXTREMITIES (UPPER and LOWER): All the extremities are found to be completely normal except for the left shoulder. Rest of the extremities are found to be normal. Warm to touch and well perfused and with normal motor power and normal reflexes and without any tenderness, pedal edema, contusion, laceration, muscle spasm or varicose veins. Quick test is negative. No leg length discrepancy is noticed.

LEFT SHOULDER: On inspection the shoulder appears to be completely normal and on palpation there is no local tenderness or crepitus. Range of motions are slightly reduced. The most abduction possible passive is up to 130 degrees beyond which there is a pain in the rotator cuff muscles. Muscle strength is 4/5. Special tests were done; however, anterior posterior apprehension is negative. Drop arm test is negative. Hawkins-Kennedy test was found positive.

The carpal tunnel test conducted on the hand and wrist was found to be negative. Tinel and Phalen sign is negative. Regarding the hand, grip is completely normal. Motor power 4/5. Sensation and reflexes are normal. Range of motions are normal.

In the left foot, no positive finding was found. He has effusion of the fifth toe; other than that no other issues.

GAIT: The gait is slightly antalgic due to pain in the left foot and ankle from neuropathy. The patient is currently not using any cane, but at home he does.
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DIAGNOSES
GEN: HIV positive. Psoriasis positive, in remission. Pancreatitis positive. Neuropathy positive, left foot
CNS: R42, F41.1, F32.9
PNS: M79.2
MUSCLES: M60.9, M79.1
LIGAMENTS: M54.0.
LEFT SHOULDER: M25.512, M75.110, M75.30, M75.50

WRISTS: M25.539, carpal tunnel syndrome G56.01, pain in the foot M25.572

Cx Spine: M54.2, M50.20, M54.12, M53.82, M54.02, S13.4XXA

TH Spine: M54.09, M54.6, M51.24, M54.14, M54.08

PLAN OF CARE
I reviewed his MRI reports that are now available. They were provided on initial visit. The left shoulder MRI shows the following: There is a posterior superior labral tear and there is mild articular surface fraying of the central posterior supraspinatus tendon. MRI of the thoracic spine shows no *__________* and no spinal canal or foraminal stenosis. MRI of the cervical spine shows multilevel degenerative changes in the cervical spine worse at C5-C6 with severe right and moderate to severe left neuroforaminal narrowing. There is also posterior osteophyte complex indenting the ventral thecal sac *__________* ventral subarachnoid space at this level. There are additional degenerative changes at C5-C7 with severe left and moderate right neuroforaminal narrowing. These pathology findings were discussed with the patient in great detail with all the uncovertebral facet hypertrophy and the patient was advised about several epidural steroid injections at Stanford to bring him rapid relief in the symptoms including radiculopathy. The patient is going to discuss this MRI and think about it and study about it. Similarly for the shoulder, the patient was advised to have an intraarticular injection of the left shoulder joint as well as *__________* supraspinatus tendon. The patient will be scheduled for these two procedures. For now, he has been provided with a prescription of Percocet 7.5/325 mg every 12 hours for 15 days #30 tablets are being provided. He will continue on the other medications which are naproxen, Elavil, and Flexeril for maintenance medications and Voltaren gel for local topical pain relief; one refill was provided. He will be seen in 15 days.
Vinod Sharma, M.D.

