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: Quania Branch

DATE OF BIRTH: 06/18/1996

DATE OF ACCIDENT: 06/07/2021

DATE OF SERVICE: 09/09/2021

HISTORY OF PRESENTING ILLNESS

The patient is here for followup evaluation. Initially, on 06/07/21 she was traveling as a front seat passenger in a car that was rear ended by another car leading to pain in the right shoulder and lower back, but it was only moderate. She had a difficult time lifting her arm beyond 90 degrees abduction. There was limitation of range of motion. Currently the patient reports that her pain in the right shoulder is 4, lower back is 4, and occasionally it can become 6 if she is doing any heavy lifting or exercise or walking or working. According to her physical therapy is going pretty good and she is able to work full time. She has light duty to do. She has been advised to have a trigger point injection at the right trapezius because there is a tender point that is pointed out by her. There is no radiculopathy. No radiation to arm and legs. No pain in the neck is reported. Overall pain level is between 3 and 5 and 80% pains are reported relieved. ADLs that are affected are sleep 6 on a scale of 1-10. Rest of the ADLs are not affected. 

ADDITIONAL HISTORY: In the last 30 days, the patient reports no changes in the pain level which remains the same mild to moderate. There are no changes in the medical history, surgical history, hospitalization, any weight loss, or any other traumas.

CURRENT MEDICATIONS: Tramadol and naproxen.

SUBSTANCE ABUSE: None reported.

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

REVIEW OF SYSTEMS
Neurology/Psyche: The patient reports that there is difficulty sleeping and tension.
Pain/ Numbness: The patient reports shoulder stiffness on the right, neck stiffness, and lower back stiffness, pain in the lower back and shoulder. No difficulty walking is reported.

GI: The patient reports no nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of bowel, stomach pain, blood in stools, or difficulty in swallowing.

GU: The patient reports no incontinence of urine, frequency, painful urination, or blood in urine.

Respiratory: The patient reports no asthma, trouble breathing, chest pain, coughing, or shortness of breath.
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PHYSICAL EXAMINATION

VITALS: Blood pressure 130/80, pulse 78, temperature 96.1, and pulse oximetry 100%.

GENERAL REVIEW: The patient is a 24-year-old white female of average built and nutrition, alert, oriented, cooperative, conscious, sitting comfortably. She is well built and well nourished. Hydration is good. No acute distress or SOB or severe pain facies are noticed. There is no severe anxiety or lethargy noticed. The patient exhibits a good attitude and demeanor. Dress and hygiene is normal. The patient is able to walk well and is mobile, independent, without using any adaptive devices.

MUSCULOSKELETAL EXAMINATION:

Inspection: The entire spine has normal curvature and alignment. No scars are 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: Spine tenderness is present in L5-S1 and bilateral sacroiliac joints.

PVM Spasm and tenderness / PVM Hypertonicity: Paravertebral muscle spasm is not noticed and slightly in the upper area of the right side paravertebral region from T2 to T7 there is 1+ hypertonicity. 

ROM:
Cervical Spine ROM: Forward flexion 60, extension 60, bilateral side flexion 45, and bilateral rotation 80 degrees.

Lumbar Spine ROM: Forward flexion 30, extension 10, bilateral side flexion 10, and bilateral rotation 15 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 absent.
Thoracic Spine: Roos test (1st thoracic nerve stretch) 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. Bragard test is negative. Kemp test is positive. Babinski test negative.

Sacro-Iliac Joint: Bilateral sacroiliac joints are mildly tender with standing flexion test is negative. Iliac compression test is negative. Distraction test is negative. FABER test was found positive bilaterally. Gaenslen test is positive bilaterally. Trendelenburg’s sign is negative.
EXTREMITIES (UPPER and LOWER): Except for the right shoulder, all other extremities are completely normal with normal motor power, normal reflexes. Warm to touch and well perfused with no muscle spasm, varicose veins, contusions, lacerations, anything noted. No tenderness. ROM for all other joints is completely normal. 

RIGHT SHOULDER: The right shoulder joint on examination is as follows: On inspection, normally appearing shoulder joint and normal contour is observed. On palpation, there is no crepitus or grinding observed. No other tenderness except the tendon of the rotator cuff muscle is tender. 
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ROM is limited 90 degrees abduction beyond which there is severe pain. Muscle strength is 3/5. Special tests are positive. Hawkins-Kennedy test was found positive. Neer test is positive. Speed tests are positive. 

The patient has been pointing pain in the area of the right trapezius upper superior fibers at the junction of the neck to the shoulder where the patient feels tenderness and pain especially on lifting her arms up. On palpation, there was an area of tenderness in the upper trapezius muscle and there is general spasm in the paraspinal region as well. Cervical fibers on the right side also have some spasm, but the tender point is noticed in the right trapezius, two of them.

GAIT: The gait is normal. 

DIAGNOSES
GEN: V89.2XXD, R26.2

MUSCLES: M60.9, M79.1

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

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

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

PLAN OF CARE

Injection was advised to the patient. An MRI of the lumbosacral spine was as well ordered.
PROCEDURE: Injection of the trigger point x 2 at the right upper trapezius muscle with Marcaine and dexamethasone. The injection was carried out as follows: The patient was placed on a stool. Area was exposed. A female chaperone was present. The area was again marked and palpated for tender points and for trigger points with the help of the patient and these areas were marked. They were cleaned with alcohol and Betadine and 3 mL syringe was used for each area to inject. The patient tolerated the procedure pretty good. Entire needle was withdrawn and Band-Aid was applied. 
Finally, the patient reported a complete relief in the pain.
Vinod Sharma, M.D.

