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: Charise Valentine
DATE OF BIRTH: 12/20/1955
DATE OF ACCIDENT: 

DATE OF SERVICE: 04/01/2021
HISTORY OF PRESENTING ILLNESS
Ms. Valentine has a chief complaint of pain in both hands and the lower back. She has a history of lupus and because of it, she has got bizarre complaints and pain in the both feet and both hands. She has numbness and tingling and also history of arthritis. She has multiple tendinitis and multiple pain syndromes. She has a history of hypertension as well as history of migraines. Past surgical history is positive for ovarian cystectomy and appendectomy. Allergy to sulfa and she is currently on Norvasc, lisinopril, metoprolol, and she has been investigated for coronary artery disease which was found negative. Personal history: She is not a smoker, not a drinker or not a drug user. She is a physician by profession. She reports of pain around 5 in the lower back and the neck. She also reports pain in both the legs and both feet and a lot of it is contributed by the osteoarthritis. She has extreme difficulty in sleeping and a tremendous amount of anxiety. Her blood pressure is also pretty high on today’s examination. 70% pains are reported relieved with the current pain management protocol. The patient has following ADLs that are affected: Work is affected 6 while general activity, walking ability, sleep, and enjoyment of life are affected 5.
ADDITIONAL HISTORY: Additional issues are reported as follows: There are no changes in the pain level at this time. It remains the same and there is no relevant medical history, surgical history, hospitalization, or weight loss or any other trauma. 

CURRENT PAIN MEDICATIONS: Nabumetone the muscle relaxer and tramadol. 
SUBSTANCE ABUSE: The patient denies any substance abuse at this time. She does not use any recreational marijuana.
COMPLIANCE HISTORY: The patient is reported to being compliant to the pain medicine regimen.

REVIEW OF SYSTEMS
Neurology / Psyche: The patient reports severe difficulty in sleeping for couple of hours only due to severe anxiety. However, the patient reports no headaches. No dizziness or vertigo. No vision problem. No double vision. No loss of memory, loss of balance, any fall, accident, or work-related accident.

Charise Valentine

Page 2

Pain/ Numbness: The patient has severe pain in the lower back as well as neck area as well as jaw pain along with stiffness in the lower back. Occasional clicking and grinding noise in the hands, ankle and feet with numbness and tingling of both hands.

GI: The patient reports no nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of the bowels, stomach pain, blood in the stool, or trouble in swallowing.

GU: The patient reports no incontinence of the urine, frequency, painful urination, or blood in the urine.

Respiratory: The patient has positive history of asthma, but no trouble breathing, chest pain, coughing, or shortness of breath.

PHYSICAL EXAMINATION

VITALS: Blood pressure 158/110, pulse 92, temperature 96.7, and pulse oximetry 98%.

GENERAL REVIEW: This is a 65-year-old African American female, good built and nutrition, alert, oriented, cooperative and conscious, sitting comfortably. Hydration is good. There is no acute distress, shortness of breath or severe pain facies. No severe anxiety or lethargy is noticed. Good attitude and demeanor. The patient’s dress and hygiene is normal. The patient is able to walk reasonably well. She is mobile and independent without using any assistive device.

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 present.

PVM Spasm and tenderness: No muscle spasm is noticed in the paravertebral muscles.

PVM Hypertonicity: No paravertebral hypertonicity is noticed.

ROM:
Cervical Spine ROM: Forward flexion 60, extension 60, bilateral side flexion 60, bilateral rotation 60.
Lumbar Spine ROM: Forward flexion 60, extension 25, bilateral side flexion 30, and bilateral rotation 30. 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. 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 test negative.

Sacro-Iliac Joint: No tenderness is noticed in either of the sacroiliac joints. Standing flexion test is negative. Iliac compression test is negative. Distraction test is negative. FABER test is negative. Gaenslen test is negative. Trendelenburg’s sign is negative.
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EXTREMITIES (UPPER and LOWER): All extremities are found to be completely normal. Carpal tunnel test is negative. Tinel sign and Phalen sign are negative. All extremities are found to be warm to touch and well perfused with no tenderness, pedal edema, contusions, or lacerations. Moderate muscle spasm is noticed in both the gastrocnemius muscles; other than that rest of range of motions are normal. Quick test is negative. No leg length discrepancy noticed.

GAIT: The gait is normal. The patient is not using a cane or adaptive devices.

DIAGNOSES
GEN: Hypertension I10, chronic pain G89.21, difficulty in gait R26.2, SLE, Sjögren syndrome, asthma, hypothyroidism, severe arthritis secondary to lupus, severe fatigue

V89.2XXD, R26.2, Z79.891
CNS: R51, R42, F41.1, F32.9
PNS: M79.2
MUSCLES: M60.9, M79.1, M62.838

In the lower extremities a chronic spasm of the gastrocnemius muscles and radiculopathy of the left foot

Cx Spine: M54.2, M50.20, M53.82, M54.02

TH Spine: M54.09

LS Spine: M54.5, M51.27, M54.16

PLAN OF CARE
The patient is suffering from a migrating arthritic pain related to lupus and she is being seen by Dr. Arletha Anderson and Dr. Portnoy who is a rheumatologist and therefore I will allow them to work. Dr. Arletha Anderson is the primary care doctor for managing the blood pressure and other things. Currently, she is on Plaquenil, Toprol-XL, lisinopril, Norvasc, Synthroid, nabumetone, ProAir inhaler, Prilosec, Zyrtec, Osteo Bi-Flex, turmeric, Krill oil, hyaluronic acid, and I recommended the patient to try collagen. She had a lot of fatigue due to SLE and Sjogren syndrome with dry eyes. The patient is informed to use Artificial Tears. At this time, the patient is not disabled functionally. I have provided her with tramadol 50 mg at night for pain control and Valium 2 mg for anxiety control. I recommended her to try marijuana and also see a psychiatrist. I have ordered Dyazide 37.5/12.5 mg to add to the blood pressure regimen to help her in the blood pressure management. She is to continue her rheumatologist and primary care physician and I believe that is all we got to do at this time. No new procedures are indicated and I have reviewed all her issues. An MRI can be ordered for her cervical spine and lumbar spine at a later date if she keeps requiring pain medications and keep coming with the pain. Ordinarily, it should resolve with chiropractor and a physical therapist help and medications. So we are just going to wait for a little bit. She will be seen in 30 days’ time.
Vinod Sharma, M.D.
