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: James Terrell

DATE OF BIRTH: 09/23/1989

DATE OF ACCIDENT: 09/27/2021

DATE OF SERVICE: 05/10/2022

HISTORY OF PRESENTING ILLNESS
Mr. James Terrell is a patient who is a victim of an automobile accident as follows: He was a motorcycle rider and he was riding a bike on West Chicago when he was hit on his right side and in this process he fell on the left side after flying in the air. His bike was completely totaled. In this process, his right foot was strained and right hand was injured and headache started along with dizziness, ringing in the ear, lack of focus, lack of concentration, and panicky and PTSD. In addition, the patient started having pain in the neck and lower back with radiation to the right buttock posteriorly. The patient started having pain in the right shoulder, right elbow, and right hand. He is unable to make a fist and right knee and right ankle. The accident occurred on 09/27/2021. The patient has done significant amount of physical therapy. Today, the patient reports that his pain in the neck is 10. Lower back pain is also 10 with radiation to the right buttock and right upper thigh as numbness and tingling. He has pain in the right shoulder and right elbow, right hand with fifth finger being swollen and difficult time making a fist, to the level of 7 and 8. He also has pain in the right knee and right ankle and foot, sharp pain 7-8. The patient so far never had any MRI; he signed release. He reports that he is able to walk up to two blocks and climb up to two flights of stairs. He can sit on the floor and he is not wearing any splint, but he has residual pain peripatellar. The pain level is 3-6 overall. The ADLs that are reported affected are general activity, mood, and enjoyment of life to the tune of 8, sleep is affected 9, work is affected 7 and relationship with other people are affected 6. 20% pain is reported relieved.

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

CURRENT MEDICATIONS: Ultram.

SUBSTANCE ABUSE: The patient utilizes marijuana for pain relief.
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COMPLIANCE HISTORY: The patient is fully compliant to the pain medication regimen.

REVIEW OF SYSTEMS

Neurology / Psyche: The patient reports ongoing headaches which are mostly occipital and they are 6-8 at this time. They are associated with dizziness, vertigo, vision disturbance, double vision especially on *__________*. He also has associated difficulty sleeping, weakness, loss of balance, loss of equilibrium, lack of focus, lack of concentration, slight confusion and disorientation, anxiety and depression, nightmares, loss of memory and panic. 

Pain/ Numbness: The patient complains of pain in the lower back, mid back, upper back, and neck as well as neck stiffness and low back stiffness with pins and needles in the right leg posteriorly. Some pain in the right wrist and hand and right ankle and foot and mild discomfort in the knee and elbow is reported.

GI: The patient denies any nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of the bowel. No stomach pain, blood in the stool, or trouble swallowing.

GU: No frequency, painful urination, or blood in urine. 

Respiratory: No asthma, difficulty breathing, chest pain, coughing, or shortness of breath. 

PHYSICAL EXAMINATION

VITAL SIGNS: Blood pressure 222/74. Pulse 70. Pulse ox 98%.

GENERAL REVIEW: This is a 32-year-old African American male of a good built and nutrition, alert, oriented, cooperative, and conscious. No cyanosis, jaundice, clubbing or koilonychia. Sitting comfortably, well dressed with good attitude. No acute panic facies. No pain facies or any acute shortness of breath. The patient is able to walk reasonably well without using any cane or any adaptive 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: Tenderness of the spine is noticed at bilateral sacroiliac joints; especially the right side is more worse than the left. 

PVM Spasm and tenderness: None.

PVM Hypertonicity: There is no hypertonicity of the paravertebral muscles observed. 
ROM:
Cervical Spine ROM: Forward flexion 50, extension 60, bilateral side flexion 20, and bilateral rotation 60.
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Lumbar Spine ROM: Forward flexion 45, extension 10, side flexion 25. Hyperextension is painful beyond 15 degrees.

MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling sign is positive. Lhermitte test is positive.
Thoracic Spine: Slump test is negative. 

Lumbar Spine: Brudzinski-Kernig test negative. Straight leg raising test (Lasègue’s test) is positive on the right at 35 degrees. Contralateral leg raise test (Cross leg test) is positive. Kemp test positive bilaterally. Babinski test negative.

Sacro-Iliac Joint: Right sacroiliac joint is more tender than the left. There is a positive FABER test. Gaenslen test is positive on the right. Iliac compression test is negative. Flexion test negative.
EXTREMITIES (UPPER and LOWER): The extremities are warm to touch and well perfused. There is no tenderness, pedal edema, contusions, lacerations, muscle spasm, varicose veins. ROM for all joints is normal. Quick test is negative. No leg length discrepancy noticed.

RIGHT SHOULDER: The pain level is around 7-8. The patient is able to do the abduction maximum 110 degrees without any pain. Flexion is also 110 degrees. Motor power 4/5. On inspection, the shoulder appears to be completely normal with no dislocation or any other positive finding. On palpation, there are no muscle spasms or tenderness of the joints or AC joint. No contusion, fracture.

RIGHT ELBOW: Examination of the right elbow shows that the Olecranon process is normal. No fracture. Both epicondyles normal. Range of motion is normal

RIGHT HAND: Examination of the right hand shows that the patient has a difficult time making a wrist and the range of motion of all the fingers is diminished especially the right fourth finger or the ring finger, is unable to straighten it up or flex it at 180 degrees. There is tremendous weakness. The carpal tunnel test for the median nerve compression mainly the Tinel sign and Phalen sign are positive. However, the distal sensation and distal circulation is intact. Examination of the right knee does not reveal any major finding. The inspection shows normally appearing knee with no contusion or fractures or dislocation. On palpation, there is no crepitus or any other noises heard. Range of motion is normal. The patient points some pain deep inside the knee joint. The anterior-posterior apprehension test is negative. Steinman sign is negative. There is peripatellar tenderness and patellar apprehension is positive. No valgus-varus abnormalities noticed. The leg is not short or longer; it is equal distance.
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GAIT: The gait is normal. The patient is not using a cane or adaptive devices.

DIAGNOSES
GEN: V89.2XXD

SHOULDER: M25.511, M75.30, M75.50, S43.432D

ELBOW: M 25.529, M70.31, M75.20

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

TH Spine: M54.09, M54.6

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

SI Joint: Bilateral M46.1, M90.4 and S33.5XXA
PLAN OF CARE

Plan is to order a cervical spine and lumbar spine MRI. The patient certifies that he has never had any MRI until now and once the MRIs are done, the patient will be reevaluated and treatment plan updated. He has been provided with the following medications after investigating the MAPS and the labs: Celebrex 200 mg daily antiinflammatory, cyclobenzaprine / Flexeril 7.5 mg twice daily for muscle relaxation, pregabalin or Lyrica 50 mg twice a day for radiculopathy pain and nerve pain, tramadol ER 100 mg twice a day for pain relief, Lunesta 1 mg at night for sleep. He has been complaining of nausea and vomiting, providing ondansetron 8 mg tablet one or two p.r.n. a day, Voltaren gel and lidocaine patches for topical pain relief. Gabapentin 600 mg twice a day for headaches and nerve pain, Fioricet #60 tablets for headaches only. The patient will be reevaluated once the MRIs are available and will be seen in 15 days’ time. So far he can continue his physical therapy as before which has been signed on the last visit. We will see him after that.

Vinod Sharma, M.D.

