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: Yvonne Glaze

DATE OF BIRTH: 08/20/1946

DATE OF ACCIDENT: 

DATE OF SERVICE: 08/19/2021
HISTORY OF PRESENTING ILLNESS

The patient reports of pain in the lower back and both knees to the tune of 7-8, mild pain in the neck around 7 and also the pain level varies from 6 to 9. Only 20% relief is obtained. The patient suffered from advanced osteoarthritis, history of rheumatoid arthritis. She is currently visiting Sports Medical Clinic for rheumatoid arthritis where she sees a rheumatologist. The ADLs are affected due to pain as follows: Work is affected 9, sleep is affected 9, enjoyment of life 9, walking ability 8, and general activity is affected 8.

ADDITIONAL HISTORY: In the last 30 days, no changes in the pain level reported. No changes in the medical history or surgical history or hospitalization reported. No weight loss is reported. No other trauma is reported.

CURRENT PAIN MEDICATIONS: Morphine sulfate and Neurontin.
SUBSTANCE ABUSE: None reported. However, the patient does take marijuana once in a great while for pain relief.

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

REVIEW OF SYSTEMS:

Neurology / Psyche: The patient reports no symptoms. No headaches, dizziness, vision disturbance, or double vision. No trouble, but there is moderate difficulty sleeping and mild anxiety and depression; however, no other issues. No loss of memory or balance, loss of equilibrium or lack of focus.

Pain/ Numbness: The patient has pain in the lower back and knees.

GI: No nausea, vomiting, or diarrhea. No constipation, digestive problems, incontinence of bowels, stomach pain, blood in stools, or trouble swallowing.

GU: There is incontinence of the urine, frequency, painful urination, or blood in urine.

Respiratory: There is no asthma, trouble breathing, chest pain, coughing, or shortness of breath.
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PHYSICAL EXAMINATION

VITALS: Blood pressure 146/85. Pulse is 73. Pulse ox is 98%. Temperature 94.1.
GENERAL REVIEW: This is a 73-year-old African American female of an average built and nutrition, cooperative and conscious, sitting comfortably in wheelchair. The patient is well built and well nourished. Hydration is good. She does not appear to be in acute distress, shortness of breath or severe pain facies. The patient does not appear to be conscious or lethargic. The patient has a good attitude and demeanor. Dress and hygiene is normal. The patient is not able to walk well. She is not mobile. She is dependent on the wheelchair and crutches and cane. She lives only on one floor.

MUSCULOSKELETAL EXAMINATION: Because the patient cannot be put on the examination table, it is difficult to carry out the full examination on this patient.

Inspection: The entire spine has normal curvature and alignment and no scars are noticed.
Palpation: There is no scoliosis or abnormal kyphosis or hump back. Pelvic iliac crest height is equal and no pelvic tilt is noticed.
Spine Tenderness: Not present.
PVM Spasm and tenderness: Paravertebral muscle spasm is not present.
PVM Hypertonicity: Hypertonicity is not present.
ROM:
Cervical Spine ROM: Forward flexion 60, extension 60, bilateral side flexion 45, bilateral rotation 80.

Lumbar Spine ROM: Could not be investigated since the patient cannot stand up on her feet due to weakness and pain. It was difficult for her to stand to take her to the examination table.

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.

Lumbar Spine: Brudzinski- Kernig test, Straight leg raising test (Lasègue’s test) could not be done. Contralateral leg raise test (Cross leg test) could not be done. Bragard test could not be done. Kemp test could not be done. Babinski test was, however, negative.

Sacro-Iliac Joint: Sacroiliac joints are mildly tender bilaterally; however, standing flexion test could not be done. Iliac compression test could not be done. Distraction test could not be done. FABER test could not be done. Gaenslen test could not be done. Trendelenburg’s sign could not be done.
EXTREMITIES (UPPER and LOWER): Except for both knees, rest of the extremities are warm to touch and well perfused. There is no tenderness, pedal edema, contusions, lacerations, muscle spasm, varicose veins. Motor power is poor. It is 2/5. Reflexes are found to be normal.
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KNEES: Examination of both knees as follows: On inspection, the knees are swollen due to the chronic arthritis. No erythema or effusion is noticed. On palpation, there is generalized tenderness on both knees with swelling; they are asymmetrical and they are warm to touch. There is crepitus and grinding noise on moving the legs and range of motion is diminished. Flexion is not possible up to 80 degrees in both the knees. Collateral ligaments could not be checked, but motor power is apparently 3/5. Valgus varus abnormality is not present. Anterior drawer and posterior drawer not present. McMurray sign and Steinman not negative. Patellar apprehension is negative.

WRISTS: Left and right wrist, there is extreme arthritis in the wrist and there is Dupuytren’s contracture and the patient is not able to open the wrist because of that. Other than that, there is no swelling, deviation or muscle atrophy, ulcer, wound or fracture, but there is angulation deformity of the wrist and there is muscle weakness. 3/4 is motor power. Thenar eminence is not atrophied. Ranges of motions are diminished remarkably due to the Dupuytren’s contracture. Reflexes are 2/4. Grips are poor. Sensations are intact. Peripheral pulse is intact. Carpal tunnel compression tests are negative. Tinel sign and Phalen sign are negative.

GAIT: The gait is abnormal. The patient is unable to walk, antalgic and is dependent on wheelchair.

DIAGNOSES
GEN: E11.9, I10, R26.2, R531, R53.82.

CNS: F41.1, F32.9

MUSCLES: M60.9, M79.1

LIGAMENTS: M54.0
WRIST: Dupuytren's contracture

KNEE: M25.561 (RT), M25.562, M23.205 (Med. Men), M23.202 (Lat Men), M17.11, M71.12, M22.40.

Cx Spine: M54.2

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

PLAN OF CARE

The patient could not do the MRI for the cervical and lumbar spine and knees, which are reordered. The patient is expected to get them done before visiting us. Medicine will continue. She reports that she could not get the morphine sulfate 10 mg at any pharmacy and she used to take 15 mg ER and the patient will be re-seen in 15 days’ time.

Vinod Sharma, M.D.

