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: Christine Reyes
DATE OF BIRTH: 10/02/1972
DATE OF ACCIDENT: 11/09/2020
DATE OF SERVICE: 05/12/2021
HISTORY OF PRESENTING ILLNESS
Ms. Christine Reyes was involved in a rear-ending accident at an intersection light while she was a driver on 11/09/2020. Subsequent to the accident and impact of the accident, the patient had suffered from headaches and various symptoms of TBI including dizziness, vertigo, loss of balance, loss of equilibrium, as well as symptoms of pain focusing on the neck, the lower back as well as both shoulders along with radiation of pain to the right arm. All of these symptoms have continued. The pain level in the neck is now at 3. Lower back pain is around 7 especially with medications. The pain in the shoulder is around 8. There is some radiation to the upper arm now. No radiation to the forearm or fingers any more. The patient is able to raise her shoulders in abduction all the way to 180 degrees without pain. So there is lot of improvement. MRI was ordered on a previous visit. She was also referred to neurology. She reports that due to the medication she is slightly constipated. The pain level varies from 2 to 7 based on whether she has taken medication for pain and whether she has done physical therapy or not. The patient reports 60% pain relief due to the various pain management therapies, physical therapy and medications. ADLs are not affected beyond 4 in any category.

ADDITIONAL HISTORY: The pain level in the last 30 days remained the same. There are no changes in the medical history, surgical history, hospitalization or weight loss. No other trauma reported. 
CURRENT PAIN MEDICATIONS: Tylenol with Codeine. 
SUBSTANCE ABUSE: None reported except marijuana.

COMPLIANCE HISTORY: The patient reports full compliance to the pain medicine regimen.
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REVIEW OF SYSTEMS
Neurology / Psyche: The patient is suffering from headaches at this time, dizziness, vertigo, loss of balance, and anxiety. However, she denies vision disturbance, double vision, fainting, blackouts, seizures, loss of memory, or chronic fatigue.

Pain/ Numbness: The patient reports lower back stiffness, neck stiffness, shoulder stiffness, pins and needles, numbness, nerve pain, lower back pain, neck pain, shoulder pain, and elbow pain.

GI: The patient suffers from constipation, but denies any nausea, vomiting, diarrhea, digestive problems, incontinence of the bowels, stomach pain, blood in the stools, or trouble in swallowing.

GU: The patient denies any history of 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 138/110, pulse 79, temperature 98.5, and pulse oximetry 99%.

GENERAL REVIEW: This is a 49-year-old white female of average built, nutrition, alert, oriented, cooperative, and conscious. No cyanosis, jaundice, clubbing, or koilonychia. There is no acute distress or SOB or pain facies noticed. Dress and hygiene is normal. The patient is able to walk reasonably well and is mobile, independent, without using any adaptive devices. She is sitting comfortably.

MUSCULOSKELETAL EXAMINATION:

Inspection: The entire spine has normal curvature and alignment. No scars noticed.

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

Spine Tenderness: Tenderness is noticed in the cervical spine C5, C6, C7 and lumbar spine L4, L5, and S1 and bilateral sacroiliac joints. 

PVM Spasm and tenderness: Paravertebral muscle spasm is present in the cervical and lumbar region from C2 to C7 and L1-L5 bilaterally.

PVM Hypertonicity: There is 1+ hypertonicity and mild tenderness of the paravertebral muscles observed. No trigger points are noticed.
ROM:
Cervical Spine ROM: Forward flexion 30, extension 30, bilateral side flexion 30, and bilateral rotation 40 degrees.

Thoracolumbar Spine ROM: Forward flexion 30, extension 15, bilateral side flexion 15, and bilateral rotation 15 degrees. Hyperextension is painful beyond 15 degrees.
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MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling sign 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. Slump test is negative. 

Lumbar Spine: Brudzinski-Kernig test negative. Straight leg raising test (Lasègue’s test) is positive bilaterally at 30 degrees. Contralateral leg raise test (Cross leg test) is positive bilaterally. Bragard test is negative. Kemp test positive. Babinski test negative.

Sacro-Iliac Joint: Both sacroiliac joints are mildly tender. FABER test is positive bilaterally. Distraction test is positive. Gaenslen test is positive.

EXTREMITIES (UPPER and LOWER): Except for bilateral shoulders and right hand, rest of the extremities are found to be warm to touch and well perfused with normal motor power 5/5. Reflexes are normal. There is no tenderness, pedal edema, contusions, lacerations, muscle spasm, and varicose veins. ROM for all the other joints is normal. Quick test is negative. No leg length discrepancy noticed.

SHOULDERS: On inspection, the shoulder joints appear to be completely normal. Shoulder contour is normal. No dislocation, fracture, or contusion is noticed. No laceration or fractures are noticed. On palpation, there is a normal appearing shoulder joint with no local tenderness except for the rotator cuff region and muscle strength is normal. There is no crepitus, popping noise, grinding noise on moving the shoulder joint from active and passive motions. Active motion is limited to 100 degrees bilaterally in abduction due to severe pain beyond 100 degrees. Muscle strength is 4/5. Special tests were conducted for rotator cuff injury and they are positive for Hawkins-Kennedy test and empty beer can test. Speed test and Neer test is positive. However, anterior-posterior apprehension and drop arm test are not positive.

HAND / WRIST: Examination of the right hand / wrist is as follows: On inspection and palpation, there is no swelling, deviation, muscle atrophy, ulcer, wound, or fracture. Color of the skin is normal and angulation deformity is normal. Muscle weakness is present. There is no atrophy of thenar prominence. Range of motion are normal for the wrist right side. Reflexes are normal. Grip is slightly poor. Motor power 4/5. Sensations are intact. Carpal tunnel compression test positive at the right wrist with Tinel signs and Phalen sign being positive. 

GAIT: The gait is normal. 
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DIAGNOSES
GEN: V89.2XXD, R26.2

CNS: R51, R42

PNS: M79.2

MUSCLES: M60.9, M79.1

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

WRIST: M25.539, G56.01

Cx Spine: M54.2, M50.20, M54.1, M53.82, M54.0, S13.4XXA

TH Spine: M54.09

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

SI Joint: M54.17, M53.3, S33.5XXA

PLAN OF CARE
The patient reports that there is 50-60% improvement in her symptoms and so far she has not had her MRIs done. She has been encouraged to get the MRIs done as soon as possible. The patient is referred to chiropractic doctor to add additional therapy in addition to physical therapy, which is ordered for the patient to continue at three times per week at her choice physical therapy place along with traction, massage, aquatherapy, gait training, home exercise, and McKenzie back program. She is also released for light duty job where she does not have to lift more than 0 pounds, nothing excess along with transportation help. The patient is also referred to neurology as neuropsych evaluation for her TBI. The patient is provided in-house pharmacy support. She has been provided with Celebrex 200 mg once a day, gabapentin 600 mg twice a day, Elavil 50 mg at night, Somnicin 10 mg for sleep, Flexeril 10 mg twice a day for muscle relaxation, alprazolam 0.5 mg two times a day for relief of anxiety, and Tylenol with Codeine No.3 #30 tablets for pain relief as well as dulcolax tablets for relief of constipation 10 mg as needed. Currently, the patient is undergoing evaluation and once the MRIs are available, further specific treatment will be delineated. She will be seen in 15 days time.

Vinod Sharma, M.D.

