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: Tanika Burroughs
DATE OF BIRTH: 08/26/1973
DATE OF ACCIDENT: 

DATE OF SERVICE: 04/19/2022
HISTORY OF PRESENTING ILLNESS

The patient reports that she is here for a followup evaluation. Last week, she was involved in a major fall in a bathroom where she was reaching out for some product and she lost her balance. She fell on her right knee and injured her lower back. The pain is now across and it is almost reported to be 10 on a scale of 1 to 10, very painful. She has difficulty in walking. She reports she did not injure her head or pass out or any seizures. She did not have a repeat stroke. Currently, she is on Plavix. She was having severe pain and she points out to the left sacroiliac joint as the major issue for her prohibiting her to sleep, walk or sit even. She was doing very well until now with the injections. We provided her five epidural injections and one sacroiliac joint injection to the left. The pain levels are 8 to 10 with no relief currently from the current episode. She did not go to the emergency room. Her ADLs currently are affected as follows: General activity, mood, walking ability, work, relationship with other people, sleep and enjoyment of life are affected 10 on a scale of 1 to 10.

ADDITIONAL HISTORY: In the last 30 days, the patient reports pain has worsened. No changes in the medical history, surgical history, hospitalization, weight loss or any other trauma. 
SUBSTANCE ABUSE: None reported.

COMPLIANCE HISTORY: The patient reports full compliance to the pain medication regimen.

REVIEW OF SYSTEMS
Neurology / Psyche: The patient has no headaches, dizziness, vertigo, vision disturbance, double vision. No blackout or seizures. No lack of focus, vision problem or memory problem. Only difficulty sleeping.

Pain/ Numbness: The patient reports pain in the right knee, right shoulder, left shoulder, and lower back stiffness, pins and needles.
GI: The patient had no nausea, vomiting, diarrhea, constipation, digestive problem, incontinence of the bowel, stomach pain, 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, chest pain, coughing, or shortness of breath.
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PHYSICAL EXAMINATION

VITALS: Blood pressure 168/100, pulse 70, pulse oximetry 98% on room air.

GENERAL REVIEW: The patient is a 48-year-old African American female of average built and nutrition, alert, oriented, cooperative, and conscious. No cyanosis, jaundice, clubbing, or koilonychia. Built well, obese. Hydration is good. The patient does not appear to be in acute distress, shortness of breath, or severe pain facies. The patient does appear severely anxious and panics more. Her fingers are trembling and there are coarse and fine tremors. No lethargy is noticed. The patient, however, has a good attitude and demeanor. Dress and hygiene is normal.

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: Bilateral sacroiliac joints are tender at this time. No tenderness is present in L4-L5 and L5-S1 at this time.
PVM Spasm and tenderness: There is a severe spasm from T8 to L5 bilaterally with several trigger points noticed, extreme spasm.
ROM:
Cervical Spine ROM: ROM almost normal. Forward flexion 50, extension 60, bilateral side flexion 45, bilateral rotation 80 degrees.

Lumbar Spine ROM: Forward flexion 30, extension 10, bilateral side flexion 10, and rotation 10 degrees. Hyperextension was 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) is negative in the right leg and left leg could not be tested. Contralateral leg raise test (Cross leg test) is not possible to do. Bragard test is negative. Kemp test negative. Babinski test negative.

Sacro-Iliac Joint: There is a tenderness of both sacroiliac joints, especially the left. Standing flexion test is positive. Iliac compression test is positive. Distraction test is positive. FABER test is positive on the left side. Gaenslen test is positive on the left side.

EXTREMITIES (UPPER and LOWER): All the extremities represent no tenderness or swelling of the joints. They are warm to touch, well perfused. No pedal edema, laceration, muscle spasm, or varicose veins are noticed. Quick test is negative. No leg length discrepancy is noticed.
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RIGHT KNEE: There is tenderness on the lower plateau of the tibia on the left side. Other than that, no obvious fracture or contusion is noticed. There are no other findings. Anterior and posterior apprehension is negative. The patellar apprehension is positive. Anterior drawer and posterior drawer, McMurray sign and Steinman are negative. No fracture or trauma is obviously present.
GAIT: The gait is normal except for her issue with the paralysis that she had before coming to us, even before falling on the stair. She can walk without using a cane or adaptive device.

DIAGNOSES
GEN: Hypertension I10, diabetes E11.9, G89.21, R531, R26.2

CNS: F41.1

PNS: M79.2

MUSCLES: M60.9, M62.838, M79.1

LIGAMENTS: M54.0
SHOULDER: M25.512 (LT), M75.110, M19.012, M75.550, M75.30, S43.432D

WRIST: M25.539, M19.031, M19.032

HAND: M19.041, G56.01

HIP: M25.552, M16.12

KNEE: M25.562, M23.205, M23.202, M17.12

ANKLE/ FOOT: M25.572, M19.072, M76.60

LS Spine: M54.5, M51.27, M54.17, M54.42, S33.5XXA

SI Joint: M54.17, M53.3, S33.5XXA
Diabetic neuropathy both feet, spastic left shoulder, and carpal tunnel syndrome right wrist.

PLAN OF CARE
Plan of care is to continue Ms. Tanika Burroughs with the following medications: ibuprofen 600 mg every eight hours #90 tablets, acetaminophen 500 mg 12 hourly #60 tablets, Prilosec 40 mg daily, Flexeril 10 mg three times a day to resolve the muscle spasm, trazodone 100 mg at night to help with the depression. I asked her for glaucoma issue, but she does not have one. Lidocaine gel 3% 200 g daily p.r.n. She is provided with Norco 5/325 mg once in a while as needed #14 tablets only. Pharmacy has been advised to hold the tramadol, not to be given. Physical therapy has been ordered at Focus Rehab of her choice to do outpatient therapy since she has not been very compliant in therapy department. She is also continuing on pregabalin ER 165 mg daily. The patient is advised to continue seeing her personal doctor, primary care doctor as she has high blood pressure and she has many other issues that need to be addressed by them. A blood report has been ordered to be sent to us also to share. 
Vinod Sharma, M.D.
