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: Marnie Winn
DATE OF BIRTH: 03/30/1970

DATE OF ACCIDENT: 

DATE OF SERVICE: 08/31/2021
HISTORY OF PRESENTING ILLNESS
The patient presents for a followup visit. She reports that today she is going to Sinai Hospital for getting an MRI done. She is continuing her physical therapy at First Integrated for the last 15 years that has been going on. Current pain is located in the middle of the back and the lower back with radiation to the both legs posteriorly in both the buttocks and all the way to the ankle. In addition, the patient has a lot of pain in both knees and she is getting MRI done today. Overall, the pain level is between 6 to 8 and 50% pains are reported relieved with all the treatment that she has undergone so far which includes medication, physical therapy, and injections. ADLs that are affected according to the patients are as follows: Work, relationship with other people, and sleep are affected 8 while general activity, mood and walking ability and enjoyment of life are affected 7.

ADDITIONAL HISTORY: In the last 30 days, the patient reports no changes in the pain level, medical history or surgical history. For hospitalization, the patient reports on 07/31/2021 she was admitted to Sinai-Grace Hospital. Weight loss: The patient reports 5-pound weight loss. Any other trauma: The patient reports that her fiancé is dying from a massive heart attack and it has bothered her a lot.

CURRENT PAIN MEDICATIONS: Percocet and tizanidine.
SUBSTANCE ABUSE: None.

COMPLIANCE HISTORY: The patient is fully compliant to the pain medicine regimen.

REVIEW OF SYSTEMS
Neurology / Psyche: The patient reports ongoing depression, weakness and difficulty sleeping. He denies any headache, dizziness, vertigo, vision disturbance, memory issues, or balance problems.
Pain/ Numbness: The patient has ongoing pain in the right shoulder, neck, mid back, upper back, and lower back.
GI: No nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of bowels, stomach pain, blood in stools, or difficulty in swallowing.
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GU: No incontinence of urine, frequency, painful urination, or blood in urine.

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

PHYSICAL EXAMINATION

VITALS: Blood pressure 187/127, pulse 78, pulse oximetry 98%, and temperature 97.8.

GENERAL REVIEW: The patient is a 51-year-old African American female, obese, alert, oriented, cooperative, and conscious. There is no cyanosis, jaundice, clubbing, or koilonychia. She is sitting comfortably. She does not appear to be in any acute distress or SOB or severe pain facies. The patient does not appear to be severely anxious or lethargic; however, maybe slightly depressed. She has a good attitude and demeanor. Dress and hygiene is normal. The patient is able to walk with pain, limping and with a cane. 

MUSCULOSKELETAL EXAMINATION:

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

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

Spine Tenderness: Spine tenderness is not present except for bilateral sacroiliac joints.

PVM Spasm and tenderness: Paravertebral muscle spasm or paraspinal muscle spasm is also mild in the region of L1-L5.

PVM Hypertonicity: There is no hypertonicity of the paravertebral muscles observed. 
ROM:
Cervical Spine ROM: Normal. Forward flexion 60, extension 60, bilateral side flexion 45, and bilateral rotation 80 degrees.

Thoracolumbar ROM: Forward flexion 60, extension 25, bilateral side flexion 30, and bilateral rotation 30 degrees. Hyperextension is painful beyond 10 degrees.

MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling sign is negative. Lhermitte test is negative. Distraction test is negative. Soto-Hall test is negative. Myelopathy signs are 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 negative. Contralateral leg raise test (Cross leg test) is negative. Kemp test positive. Bragard test is negative. Babinski sign negative.

Sacro-Iliac Joint: Mildly tender. FABER test is positive bilaterally. Gaenslen test is positive bilaterally. Distraction test and compression test of the iliac bone is positive bilaterally. 
EXTREMITIES (UPPER and LOWER): Except for the knees, ankle and foot, rest of the extremities are found to be completely normal with no tenderness, pedal edema, contusions, lacerations, muscle spasm, or varicose veins. ROM for all the joints is normal. Quick test is negative. No leg length discrepancy noticed. Motor power is 5/5. Reflexes are normal. 
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KNEES: Examination of both knees reveals that the patient has severe pain in both knees. She has had intramedullary nail placement along with mesh in 2008 and right leg osteotomy that was done to help the knee joint. The surgeon was Dr. Kenneth Brooks. At this time, the examination of the knee reveals that on inspection there are multiple scars in the right knee. No issues or erythema is identified. On palpation, there is tenderness of the patellar tendon bilaterally especially more on right side. There is no crepitus or popping noise or grinding noise. The flexion is 135 degrees. Collateral ligaments are not loose. Motor power is 5/5. Valgus/varus abnormality is present. The left leg is found to be half-inch short. She has a severe pain in the knees especially in the left knee which causes her to limp. There is no pedal edema. Both knees have some tenderness peripatellar region and McMurray sign and Steinman sign are positive. Patellar apprehension is positive. Anterior drawer and posterior drawer is negative. 

GAIT: The gait is slightly antalgic, slow, using a cane.

DIAGNOSES
GEN: I10, sarcoidosis, G89.4

CNS: F32.9, F43.20

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

LIGAMENTS: M54.0

HIPS: M25.551, M25.552, M16.11, M16.12
KNEE: M25.561 (RT), M25.562 (LT), M23.205 (Med. Men), M23.202 (Lat Men), M17.11, M17.12, M22.40

Right leg osteotomy with intramedullary nail placement, plate and screw placement

Cx Spine: M54.2, M50.20, M54.12, M53.82, M54.02

TH Spine: M54.09, M54.6, M51.24, S23.3XXA

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 will have MRI of the LS spine and MRI of bilateral knees. Based on both findings, I will further point in the treatment plan. She also is supposed to get substance abuse clearance after a referral is done to the psychiatric department. Her MAPS are reviewed and labs are reviewed. The patient is otherwise stable. She is able to walk. There are no other issues that need to be worried. She will continue on Naprosyn, Elavil, melatonin, and Neurontin and also Percocet 7.5/325 mg every 12 hours.
Vinod Sharma, M.D.

