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: Constella Jackson
DATE OF BIRTH: 03/06/1948
DATE OF ACCIDENT: 06/12/2018
DATE OF SERVICE: 07/15/2021
HISTORY OF PRESENTING ILLNESS
The patient returns for a followup visit today. She reports that she did not come for the last six months since October 2018 as a fear of COVID crisis. She did not fall in October 2020 as was earlier reported by her boyfriend. There was a mistaken communication. It appears that the patient originally fell in 2014 when she fell three steps. A subsequent MRI may have been positive. She has been seeing Dr. __________ who comes to visit her home and provides a narcotic treatment since that time along with home care and all that. However, on 06/21/2018, the patient suffered from an automobile accident where she was rear ended. In the fall in 2014, it appears that the patient missed a step when she lost her balance and thereafter she fell. However, she broke the fall with the left hand and the injury was not extremely severe. She did not hurt herself at that time and she did not go to the ER and no MRI or x-rays were done, but it is for sure there was no fall in October 2020. She also was scared of epidural injections that were recommended to her based on the MRI findings. Currently, the patient reports lower back pain and the knee pain to the tune of 6 to 8. 20% relief is obtained with therapy and medications. The patient is vehemently opposed to having any interventional pain treatment or any surgical consult. In the ADLs, the patient reports that walking ability, work, relationship with other people, sleep and enjoyment of life are affected 9. Mood and general activity is affected 8. 
ADDITIONAL HISTORY: In the last 30 days, the patient reports improvement in the pain level and no changes in the medical history, surgical history, hospitalization, weight loss, or any other trauma.

SUBSTANCE ABUSE: None reported.

COMPLIANCE HISTORY: The patient does not report any issues with the compliance program.

REVIEW OF SYSTEMS
Neurology / Psyche: The patient has severe headaches, difficulty sleeping, tension, weakness, loss of balance, lack of concentration, poor work grades, poor work performance, nightmares, and loss of memory.

Pain/ Numbness: The patient has severe stiffness of the lower back and pain in the lower back along with pain in the left hip and numbness and tingling. 
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GI: There is no nausea, vomiting, diarrhea, constipation, digestive problem, pain in the stomach or any incontinence of the bowel.

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

Respiratory: There is no coughing, chest pain, difficulty breathing, or asthma. The patient does have moderate shortness of breath.
PHYSICAL EXAMINATION

VITALS: Blood pressure 156/81, pulse 78, temperature 97.8, pulse oximetry 100%.

GENERAL REVIEW: The patient is a 71-year-old African American female of an average built and nutrition. She is alert, oriented, cooperative and conscious. She is sitting comfortably. She is using a Rollator walker to be able to walk. The built is good and nourishment is good. Hydration is good. The patient does not appear to be in acute distress or SOB or severe pain facies. She does not appear anxious or lethargic. This patient has good attitude and demeanor. Dress and hygiene is normal. This patient is able to walk slowly with antalgic gait and painful and very slowly she is able to move with a Rollator walker. She is unable to move without the walker at all.

There is a small hematoma in the right side near mastoid process, a tender hematoma, but no contusion is noticed. In the left hip and left leg no fractures are noticed. Range of motion of the hip is completely normal. No localized contusion.

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. No pelvic tilt noticed. There is a scar from previous surgery 6 inches long in the lower back covering from L1-L5.
Spine Tenderness: Spine tenderness is not except in the bilateral sacroiliac joints which is mild tenderness.
PVM Spasm and tenderness: Paravertebral muscle spasm is present from L1-L5 bilaterally with 1+ hypertonicity and no tenderness.
PVM Hypertonicity: There is 1+ hypertonicity of the paravertebral muscles observed. 
ROM:

Cervical Spine ROM: Forward flexion 50, extension 65, lateral flexion 35, and rotation 70.
Thoracic Spine ROM: Flexion 40, extension 40, lateral flexion 35, and rotation 15.
Lumbar Spine ROM: Flexion 35, extension 15, lateral flexion 10, and rotation 10.

MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling sign is negative. 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: I was unable to do any of the testing as the patient was not able to lie down on the couch or on the examination table and hence they were all on hold. The Babinski test was negative.
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Sacro-Iliac Joint: Examination could not be done. It is slightly painful. The patient has a difficult time submitting for a complete spine examination, so a basic exam conducted.

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.

DIAGNOSES
GEN: Z79.891, V89.2XXD, R26.2
CNS: R51, R42, F41.1, F32.9, F43.20, G31.89

PNS: M79.2

MUSCLES: M79.1, M62.838

LIGAMENTS: M54.0
SHOULDER: M25.512 (LT), M25.511 (RT)
KNEE: M25.561 (RT), M25.562 (LT), M23.205 (Med. Men), M23.202 (Lat Men)
Cx Spine: M54.2, M50.20, M54.12, M53.82, M54.02, S13.4XXA

Lumbar Spine: M54.5, M51.27, M54.16, M54.42, S33.5XXA.
PLAN OF CARE
The patient was earlier recommended an MRI of the left knee that she has not done. The patient was also referred to Triton Behavioral Health for neuropsych evaluation that has not been done. An MRI of the brain with NeuroQuant analysis was ordered that has not been done. This is due to some symptoms of TBI, which includes headaches, loss of balance, loss of memory, and the patient has chosen not to worry about it. A letter from AAA came investigating regarding the fall and relationship with the treatment. The AAA was advised that there was no fall. The fall occurred in 2014 in the letter format and it has been informed that the patient could not come in due to the fear of COVID for epidural injections and hence we have no idea of her whereabouts. We have discharged this patient at this time. Her treatment was being provided by Dr. __________. At this time, we did take this patient back. She is doing physical therapy which is once a week along with traction, massage, aquatherapy, and gait training. She has already done an extensive physical therapy program. However, she is not working and she is okay with the housework replacement and transportation help. Her MAPS were reviewed and labs were reviewed. Her MRIs do show multilevel disc herniation for which a surgical consultation has been advised. The patient is not interested in surgery or even pain injections. Hence conservative treatment is continuing. The patient can visit us in a month’s time if she chooses.

Vinod Sharma, M.D.

