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: Kathy Pena Gomez
DATE OF BIRTH: 01/20/1993
DATE OF ACCIDENT: 12/04/2020
DATE OF SERVICE: 04/26/2021
HISTORY OF PRESENTING ILLNESS
Ms. Kathy Pena Gomez was traveling as a passenger in a large commercial van where she was sitting in the rear seat when suddenly their van met with an automobile accident. It was T-boned on the driver’s side where exactly she was sitting. The impact of the accident caused her head injury, neck injury, injury to the spine, mid back, lower back, as well as multiple facial fractures and skull fractures. She was immediately taken to the hospital where she was treated, first to the Beaumont Hospital in Dearborn and then to Henry Ford Hospital in Dearborn. Various MRIs and x-rays were done. Currently, she reports that her pain in the right shoulder is around 7. The neck pain is resolved. Lower back pain is around 8. She also reports of pain shooting down from neck down to the right arm front and back in C5, C6, C7 nerve distribution and lower back front and back in L3-L4 and S1-S2 nerve distribution. As you know, she is also seeing a Triton Neuropsych Behavioral which is also providing her neuropsych therapy. She is seeing a psychiatrist. She is also seeing an eye doctor, Dr. Toma, and she is seeing a new psychiatrist on this coming Wednesday. She is starting with speech therapist in June and she is having Dr. Kline as TMJ specialist who is going to do TMJ therapy. She is seeing Dr. Basha as a neurologist who ordered an EEG that was found to be completely normal. She reports that headaches are now slightly better with only two times per week occurrence. Hearing is also improved slightly on the right side of the ear although both the ears have loss of frequencies and definitely a loss of hearing. She recently had a CT scan of the sinuses and the nose showing a deviated nasal septum and she is going to have a surgery for the deviated septum on 06/01/2021. She never had a NeuroQuant analysis and that is going to be done. Her pain level is described to be between 5 and 7 in the area of the right shoulder, lower back especially and some pain in the neck is described. She does report 60-70% improvement in the pain and the ADLs are affected as follows: Work is affected 10 and general activity, mood, walking ability, relationship with other people, and enjoyment of life are affected 8 while sleep is affected 7.

ADDITIONAL HISTORY: In the last 30 days, there is significant improvement in the pain level and no changes in the medical history, surgical history, hospitalization or weight loss are reported. No other trauma is reported.

CURRENT PAIN MEDICATIONS: Tylenol with Codeine.
SUBSTANCE ABUSE: None reported.
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COMPLIANCE HISTORY: Full compliance is reported.

REVIEW OF SYSTEMS
Neurology / Psyche: The patient reports that her headaches are continuing, but they are less severe and less frequent two times per week associated with blurry vision and also with lack of focus, lack of concentration, and she has pain in the eye orbit due to the fracture of the right eye orbit. There is also significant loss of memory, forgetfulness, anxiety, depression, and panic reported. She denies any loss of balance, loss of equilibrium, fall, fainting, blackouts, or seizures, none of that.
Pain/ Numbness: The patient has a history of pain in the jaw, lower back stiffness, nerve pain, lower back pain, and difficulty walking.

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

GU: The patient reports 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.

PHYSICAL EXAMINATION

VITALS: Blood pressure 124/81, pulse 78, pulse oximetry 100%, and temperature 98.1.

GENERAL REVIEW: This is a 27-year-old Latino female of an average built and nutrition, alert, oriented, cooperative, and conscious. No cyanosis, jaundice, clubbing, or koilonychia. No severe anxiety or lethargy, but the patient is in acute distress due to the severe pain and no shortness of breath is noticed. The patient has a very attitude and demeanor. The dress and hygiene is normal. The patient is able to walk well and is mobile without any cane or adaptive devices. 

On eye examination, there is no subconjunctival hemorrhage. Tenderness of the intraorbital fracture is not present. However, there is swelling in the nose area, which is due to the previous fracture of the nose for which she is seeing ENT doctor. There is swelling of the frontal sinus as well, but they are not tender. 

MUSCULOSKELETAL EXAMINATION:

Inspection: The entire spine has normal curvature and alignment with no scars being noticed.

Palpation: There is no scoliosis or abnormal kyphosis or hump back. The pelvic iliac crest height is equal. No pelvic tilt is noticed.

Spine Tenderness: Severe tenderness of the spine is noticed in the entire cervical spine, thoracic spine, lumbar spine, as well as both the sacroiliac joints.

PVM Hypertonicity: 2+ hypertonicity is noticed throughout paravertebral muscles. 
ROM:
Cervical Spine ROM: Extremely limited. Forward flexion 20, extension 10, bilateral side flexion 10, and bilateral rotation 20 degrees.
Thoracic & Lumbar Spine ROM: Severely limited due to the pain. Forward flexion 20, extension 10, bilateral side flexion 10, and bilateral rotation 10 degrees.

MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is positive. Spurling test is positive. Lhermitte test is positive. Distraction test is positive. Soto-Hall test is positive. Myelopathy signs are absent.
Thoracic Spine: Roos test (1st thoracic nerve stretch) is negative. 
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Lumbar Spine: Brudzinski- Kernig test is positive. Straight leg raising test (Lasègue’s test) is positive. Kemp test is positive. Bragard test is positive. Babinski test is positive.

Sacro-Iliac Joint: Bilaterally tender with positive standing flexion test. Positive iliac compression test. Positive distraction test. Positive FABER test bilaterally. Positive Gaenslen test bilaterally. Trendelenburg’s sign is negative.
EXTREMITIES (UPPER and LOWER): Except for both the shoulders, both arms, left knee, both ankles, rest of the other part of the extremities are normally present with good effusion, good circulation, normal sensation and normal reflexes. The issue is in both the wrist and both shoulders right worse than the left and into the left knee. So the rest of the extremities have no other pedal edema, leg length discrepancies and range of motion of the other joints especially the right leg and left leg are  normal except for the left knee. The gait is painful. Although the patient is not using a cane or adaptive device at the time of exam, she was provided one after the exam. Quick test is negative. 

SHOULDERS: Bilateral shoulder examination was conducted. On inspection, both shoulders appear to be normal appearing with no dislocation or any issues. On palpation, there is muscle tightness throughout and tenderness in the rotator cuff muscles especially more on the right side than the left. Range of motion of the right shoulder are more limited than the left. Right shoulder abduction is possible up to 110 degrees while the left shoulder is possible up to 130 degrees without pain. However, beyond these degrees of range of motion, the pain appears. Muscle strength is 4/5. Special tests were conducted. Drop arm test was negative bilaterally. Anterior-posterior apprehension test was negative bilaterally. Speed test was negative. Neer test was positive. Empty beer can test was positive. Hawkins-Kennedy test was positive bilaterally. 

Examination of the rest of the upper extremity revealed that there is no fracture or laceration. Elbows appear to be completely normal with normal pronation and supination and no fracture to the olecranon or any other issues found. Examination of the hand and the wrist, however, are as follows: It is discovered that the patient has positive Tinel sign and Phalen sign and positive carpal tunnel compression test. Range of motion, however, for both the hands and wrists is completely normal. No fractures are identified. No swelling or deviation. No atrophy of thenar prominence is noticed. Muscle weakness is slightly present; 4/5 is the motor power. Sensations are intact. Reflexes are normal. Circulation is intact. 

LEFT KNEE: Examination of the left knee reveals that on inspection there is a normally appearing knee; however, there is slight swelling on palpation and mild tenderness peripatellar region appearing warm to touch and some crepitus and grinding noise is heard on moving the knee from full extension to full flexion, which is possible up to 135 degrees passively and actively up to 110 degrees. Collateral ligaments are found tender especially in the medial collateral ligaments. Motor power is normal. Valgus/varus abnormalities not present. Anterior drawer and posterior drawer were slightly painful. McMurray negative. Steinman negative. Patellar apprehension was positive.

ANKLE / FEET: Examination of both ankle and feet did not bring any significant pathological finding. Peripheral pulses are normal. Range of motion of all toes is normal. No fracture, lacerations, or contusion is noticed.
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DIAGNOSES
GEN: V89.2XXD, R26.2

CNS: G44.329, R51, R42, F41.1, F32.9, F43.20

PNS: M79.2, fracture of the right orbit, fracture of the nose, fracture of the frontal sinus, fracture of the maxillary sinus, fracture of the right parietal region, fracture of the right temple undisplaced.

MUSCLES: M60.9, M79.1, M79.7, M62.838

LIGAMENTS: M54.0
SHOULDER: M25.512 (LT), M25.511 (RT), M75.110, M75.30, M75.50, S43.432D

ELBOW: M 25.529

WRIST: M25.539

HAND: CTS RT: G56.01, CTS LT: G56.02

KNEE: M25.561 (RT), M25.562 (LT), M23.205 (Med. Men), M23.202 (Lat Men)

ANKLE/ FOOT: M25.571 (RT), M25.572 (LT)

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, S23.3XXA

LS Spine: M54.5, M51.27, M54.16, M54.42, S33.5XXA

SI Joint: M54.17, M43.28, M53.3

PLAN OF CARE
Plan of care is to continue physical therapy two times per week along with help with the chiropractic treatment to provide traction, massage, aquatherapy, gait training, and home exercise. The patient should continue with the work disability, housework replacement, transportation case management due to her extreme TBI. She should continue seeing all the specialists that they have been arranged for her. In addition, the patient is advised to have an injection to the right supraspinatus tendon as well as to the intraarticular right shoulder due to the severe ongoing pain. She also reportedly presented pain in the right elbow as well as in the right shoulder. Hence an MRI of these two areas is being ordered. A NeuroQuant analysis was never ordered so far and the patient has significant symptom of TBI. Hence an MRI of the brain with NeuroQuant is being ordered through M1 Imaging. She has been provided with the following medication support: Naprosyn 500 mg twice a day, Elavil 50 mg at night, Neurontin 600 mg twice a day, and she has been provided with Norco 5 mg two times a day 30-day supply. Other than that, Kathy is on tract with all the specialists. She is going to start psychiatrist care, neurologist care she is doing as well as a neuropsych care and it appears she is fairly stable. She is coming along well. She is able to comprehend well. Neurological examination is normal. She is able to talk and have a meaningful conversation. She is able to walk reasonably well. An injection to the right supraspinatus and intraarticular shoulder injection is being done today as she consents and she wants it. 
Vinod Sharma, M.D.

