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: Cheryl Moore
DATE OF BIRTH: 11/03/1955
DATE OF ACCIDENT: 07/11/2019

DATE OF SERVICE: 06/24/2021
HISTORY OF PRESENTING ILLNESS
The patient Cheryl Moore is here at the office of Advance Pain Care for a followup evaluation. She initially had been involved in automobile accident where she was a rear seat passenger on the right side in a commercial transportation vehicle and their car rear ended the car in front. As a result, the patient started having pain in the head with severe headaches, dizziness, vertigo, loss of equilibrium, forgetfulness, loss of concentration, lack of focus, and blurred vision. She reportedly flew out of the seat and was trapped between the two seats in front. In addition, the patient started having symptoms of pain in the neck, lower back and right shoulder. The low back pain was radiating to both legs and both buttocks posteriorly in S1-S2 dermatome fashion. In addition, the patient started having pain in both the knees, the right more severe than the left with difficulty in walking. The patient has been using a Rollator walker. Today, she reports that her pain level is around 6 in the neck and 7 in the lower back. However, the radiation of the pain is still continuing into the both buttocks and both upper thighs. She also has pain more in the right knee and no pain in the left knee any more. Pain in the right shoulder is around 5 although she is able to lift her shoulders or arm in abduction of 180 degrees without any pain. The patient reports that she is now currently seeing a neurologist Dr. Shah and neuropsych at Triton Behavioral on a regular basis. She is also seeing a social worker. She is doing physical therapy three times per week. She is also doing chiropractic treatment. The patient also reports of having an MRI done at Providence Hospital on 12/06/2020 the report of which was not available. The MRI of the neck and the lumbar spine MRIs have not been available. Since the shoulder is doing good, we do not need the shoulder MRI which will be canceled. Overall, the pain level is 7 and the patient reports 20-30% improvement in the pain level especially in the left knee and the right shoulder and the left shoulder is completely better; even the right shoulder is usually pain free. ADLs are affected currently in the following areas: Work is affected 9. General activity and walking ability are affected 8. Sleep is affected 8. While mood and relationship with other people is affected 6. 

ADDITIONAL HISTORY: In addition, the patient has a history of relevant medical history where she reports that she has a history of cardiac arrhythmia and she has a pacemaker installed in her chest and she is experiencing pain in the leg above the ankle all the way to the knee with soreness and tenderness with slight swelling in the legs and she has been evaluated by the cardiologist.
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There is no significant surgical history. No hospitalization. There is no history of any passing out or losing consciousness. No weight loss. No other trauma. Actually the pain level is worsened.

CURRENT PAIN MEDICATIONS: Medication list is provided by the patient. She is currently on amitriptyline 50 mg tablets. She is taking aspirin 81 mg. She is taking Lipitor 20 mg, Celebrex – she is taking 200 mg, gabapentin 300 mg three times a day, lidocaine patch 5% she is using, lisinopril 2.5 mg tablets she is using, Zestril, Naprosyn 500 mg tablets, nitroglycerin 0.4 mg as an emergency. Protonix 40 mg tablets she is using. In addition, the patient also uses sucralfate 1 g tablet twice a day. She is using hydralazine 500 mg tablets daily. She is using terbinafine hydrochloride one tablet 250 mg daily. Nifedipine 90 mg ER she is taking and carvedilol 6.25 mg tablet daily. The patient is a victim of cardiac issues and rhythm issues and we are trying to help her diagnose properly and then refer her to a specialist. We are waiting for the MRI to arrive. 
SUBSTANCE ABUSE: There is no substance abuse reported.

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

REVIEW OF SYSTEMS
Neurology / Psyche: The patient reports having severe headaches, dizziness, vertigo, vision disturbance, double vision, ear ringing, fainting, and blackouts and difficulty sleeping, fatigue, tension, weakness, loss of balance, loss of equilibrium, lack of focus, lack of concentration, anxiety, depression panic, and loss of memory and chronic fatigue. 
Pain/ Numbness: The patient reports lower back stiffness, neck stiffness, shoulder stiffness, jaw stiffness, decreased range of motion with radiation up to the both buttocks and both upper thighs as pins and needles in S1-S2 dermatome fashion. She reportedly has numbness. Clicking and grinding noise is heard in the right shoulder and right knee. There is a history of sciatica. Pain in the neck, mid back, upper back and lower back and also right shoulder pain. Pain in the hip and knee on the right side with moderate difficulty in walking. These are the issues that the patient is reporting.
GI: The patient has a positive history of nausea, vomiting, digestive problems, stomach problem, and blood in the stool, but denies any difficulty in swallowing.

GU: There is no history of incontinence of the urine, frequency, painful urination, or blood in the urine.

Respiratory: There is a history of difficulty breathing, chest pain, coughing, or shortness of breath, but no asthma.

PHYSICAL EXAMINATION

VITALS: Blood pressure 138/83, pulse 83, pulse oximetry 98%, and temperature 97.9.

GENERAL REVIEW: This is a 63-year-old African-American female of a good built and nutrition, alert, oriented, cooperative, and conscious. No cyanosis, jaundice, clubbing, or koilonychia. No acute distress, shortness of breath or severe pain facies identified. The patient does not appear anxious or lethargic. The patient has a good attitude and demeanor. Dress and hygiene is normal.
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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 except for L5-S1 and bilateral sacroiliac joints.
PVM Spasm and tenderness: Paravertebral muscle spasm is noticed from L1-L5 with bilateral paravertebral muscle spasm.
PVM Hypertonicity: There is 1+ hypertonicity and tenderness of the paravertebral muscles observed.
ROM:

Cervical Spine ROM: Forward flexion 80, extension 60, bilateral side flexion 30, and bilateral rotation 60.
Thoracic Spine ROM: Forward flexion 40, extension 25, side flexion 20, and rotation 25.
Lumbar Spine ROM: Forward flexion 30, extension 25, bilateral side flexion 10, and bilateral rotation 15. Hyperextension is painful beyond 25 degrees.
MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is positive. Spurling sign is positive. Lhermitte test is positive. 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 positive at 45 degrees bilaterally. Contralateral leg raise test (Cross leg test) is also positive. Bragard test is negative. Kemp test positive. Valsalva maneuver negative. Babinski test negative.
Sacro-Iliac Joint: Bilateral sacroiliac joints are found moderately tender. Standing flexion test is negative. Iliac compression test is negative. Distraction test is negative. FABER test is positive on the right side and Gaenslen test is positive on the right side. Trendelenburg’s sign is negative.
EXTREMITIES (UPPER and LOWER): Except for the right shoulder and right thumb, 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: On inspection, the shoulder appears to be completely normal. On palpation, the shoulder appears to be normal. No tenderness is found. Range of motion for abduction is reduced up to 100 degrees, beyond which there is some pain reported in the area of rotator cuff. Various supraspinatus testing including Hawkins-Kennedy test, the Neer test, and empty beer can tests are found positive for the right shoulder. The scapular spine is nontender. Rest of the shoulder is found to be nontender. The right thumb examination was not possible. The patient reportedly has a fracture of the scaphoid with the whole forearm being in a spica and a half cast. Hence, the examination was not conducted. However, distal circulation is intact. Thumb is able to move well and there is moderate tenderness in the scaphoid area per se.
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DIAGNOSES
GEN: Hypertension I10, diabetes E11.9, MVA V89.2XXD, R26.2, Z79.891
CNS: G44.329, R51, R42, F32.9
PNS: M79.2
MUSCLES: M60.9, M79.1, M62.838 

LIGAMENTS: M54.0 
SHOULDER: M25.511 (RT), M75.110, M75.30, M75.50, S43.432D
WRIST: Pain in the right wrist and hand M19.031, fracture of the right scaphoid
KNEE: M25.561 (RT), M25.562 (LT)
Cx Spine: M54.2, M50.20, M54.12, M53.82, M54.02, S13.4XXA

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

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

PLAN OF CARE
Plan of care is to have the patient return in 15 days and try to obtain the MRI that the patient has gotten done from Providence Hospital on 12/06/2020. The MRI of the brain was showing some nonspecific punctate foci in the white matter and she is seeing a neurologist for that and no other significant findings have been found yet since the MRI reports are not available. We are going to try to look at that. As we already discussed, she should continue her psychotherapy and neuropsych therapy as well as neurology appointment to continue about her brain issues and that she is already doing the physical therapy that has been ordered three times per week along with traction, massage, aquatherapy, gait training, home exercise, and McKenzie back program. Her disability continues in the work and housework replacement. No work is allowed for her since she has cardiac arrhythmias and she can pass out. The MRI for shoulder has been canceled and only the MRI for the lumbar spine and cervical spine is required. It was earlier faxed to Henry Ford Hospital in January and also again today to be done. Other than that the patient will continue on Ultram 50 mg q.6h. p.r.n. for pain relief and rest of the medications which are Elavil, Celebrex, lidocaine patch and melatonin we will continue for her illness. The patient has been informed to continue seeing her cardiologist and all other PCP and other physicians involved in her care and also keep us aware of her issues. She is a sweet lady, but she has not been to us on a regular basis. She has had a period of absenteeism and hopefully now we are on the right track. Labs have been reviewed and MAPS have been reviewed as well.

Vinod Sharma, M.D.

