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: 05/19/1964

DATE OF ACCIDENT: 
DATE OF SERVICE: 04/23/2021
HISTORY OF PRESENTING ILLNESS
The patient is here for a followup evaluation and also a procedure cervical epidural steroid injection. The patient reports that he is suffering from an extremely severe pain in the neck with radiculopathy to both arms involving all the five fingers. He is suffering from this situation for a while. The MRI has been found positive for multilevel degenerative changes in the cervical spine especially at C5 and C6 causing severe right and moderate to severe left neuroforaminal narrowing and also posterior disc osteophyte complex indenting the ventral thecal sac and partially effacing the ventral subarachnoid space. These degenerative changes cause extreme pain to him in the neck area and also responsible for leading to radiculopathy. He also has pain in the left shoulder and is diagnosed to be posterosuperior labral tear and mild articular surface fraying of the central posterior supraspinatus tendon. He is also here for injection to the shoulder joint for that intraarticular and also to the supraspinatus tendon. The patient has pain level between 5 to 7 and he reports 40% relief in pain with therapy, chiropractic and other treatment. ADLs are not aggressively affected in any category. 
The patient reports no erections due to these pains and dry mouth due to the Elavil. In the pain level the patient reports that there is slight improvement up to 40%.

ADDITIONAL HISTORY: The patient reports no changes in medical history, surgical history, hospitalization, weight loss or any other trauma in the last 30 days.

CURRENT PAIN MEDICATIONS: Percocet. The patient is not eligibly covered by insurance for Suboxone and Subutex.
SUBSTANCE ABUSE: None reported.

COMPLIANCE HISTORY: Full compliance is reported.
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REVIEW OF SYSTEMS
Neurology / Psyche: The patient denies any headaches, dizziness, vertigo, vision disturbances, balance problem, or memory issues.

Pain/ Numbness: The patient has ongoing severe pain in the left shoulder as well as neck stiffness and decreased range of motion, pins and needles in the left arm, as well as pain in the neck, mid back, upper back and lower back and left shoulder.
GI: The patient denies any nausea, vomiting, diarrhea, constipation, digestive problem, incontinence of the bowel or stomach pain or blood in the stool.

GU: The patient denies any incontinence of the urine, frequency, painful urination, or blood in the urine.

Respiratory: The patient denies any asthma, trouble breathing, chest pain, coughing, or shortness of breath.

PHYSICAL EXAMINATION

VITALS: Blood pressure 154/108, pulse 88, pulse oximetry 99%, temperature 96.7, height 5’11”, and weight 180 pounds.
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.
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.
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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.

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
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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
The patient is here for cervical epidural steroid injection. He was given an IV Versed. IV was started and Versed was started. Nitrous oxide was begun and preparation was completely done as usual. The patient was in prone position; however, despite the best trial x 4, we were unable to enter into the cervical epidural space due to the extreme osteophytes throughout. The procedure was abandoned and it will be tried on a next time around two weeks from today.  
He was provided the following medications: Naprosyn 500 mg twice a day with food, Elavil 25 mg at night, Flexeril 10 mg three times a day, lidocaine gel 5%, Neurontin 600 mg twice daily and he was provided Percocet 7.5/325 mg every 12 hours for 30 days #60 tablets. Otherwise, the patient is stable and will be seen in two weeks’ time.
Vinod Sharma, M.D.

